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ABSTRACT 

 

Young adults account for over one in five new HIV diagnoses each year in the 

United States, and although the total incidence has been decreasing among most groups 

in recent years, diagnoses among young adults are increasing. To better understand the 

decision-making processes of young adults 18-24 years old at risk of contracting HIV, as 

well as the deterrent effect of the fear of HIV on their decision-making, a two-phase 

study was conducted. Qualitative interviews and focus groups were conducted with 

young adults (n=31) to gain a comprehensive understanding of their current HIV risk 

perceptions, decision-making processes, and risky behaviors to inform the second phase 

of study. The themes and ideas from Phase I, derived through thematic synthesis, were 

incorporated into a perceptual mapping survey to visually depict young adults’ HIV 

perceptions and related risk-taking behaviors. The Phase II survey was conducted online 

via Mechanical Turk to access a diverse sample of young adults (n=226) still at risk of 

contracting HIV. Both study phases were informed by Social Cognitive Theory and the 

psychometric paradigm. Results of descriptive analyses and perceptual mapping suggest 

that HIV is not a factor in young adults’ decision-making and resulting behaviors. Their 

lack of perceived risk of HIV is exhibited in their continued engagement in unprotected 

sex, casual sex, lack of sexual history discussion, and infrequent HIV testing. Perceived 

value of condoms, concerns of pregnancy, and perceptions of the sexual encounter itself, 

as well as sociodemographic and personality factors, were important factors in their 

decision-making instead.  
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CHAPTER 1 

INTRODUCTION 

Overview of the Research 

Adolescents and young adults 13 to 24 years of age account for more than one in 

five new human immunodeficiency virus (HIV) diagnoses each year in the United States 

(Centers for Disease Control and Prevention, 2016d), despite representing only 17% of 

the population (Centers for Disease Control and Prevention, 2015c, 2015f). Although 

total new HIV diagnoses have been decreasing in recent years, diagnoses among 

individuals 13 to 24 years of age are on the rise; these individuals accounted for 17.8% of 

new diagnoses in 2008, 21.7% in 2011, and 22.3% in 2015 (Centers for Disease Control 

and Prevention, 2014c, 2016d). It is estimated that almost half (44.2%) are unaware of 

their HIV infection, notably higher than any other age group (Centers for Disease Control 

and Prevention, 2012b; Whitmore et al., 2012); therefore the actual annual incidence of 

HIV among this age group is believed to be much higher, with young adults accounting 

for two in five new HIV infections (Kaiser Family Foundation, 2012). The risk of 

acquiring HIV begins in adolescence and early adulthood when individuals may initiate 

sexual activity or injection drug use. It is therefore critical that young adults have a 

realistic understanding of the behaviors that place them at risk for diseases like HIV, as 

well as the effect that HIV could have on their life, in order to make informed decisions 

that could affect their health. 

Over the last 35 years the information known about HIV has changed greatly, 

including an understanding of exactly how the disease is transmitted, the development of 

countless antiretroviral medications to help treat it, and techniques to reduce one’s chance 
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of acquiring it based on the behaviors and factors that place a person at risk. Despite the 

significant increases in HIV-related knowledge, people continue to become infected with 

the disease. With highly active antiretrovirals (HAART) becoming widely available and 

leading to significant decreases in HIV-related morbidity and mortality, attitudes and 

perceptions of HAART seem to have influenced the public’s overall perception of HIV 

(Palella et al., 2006; Ray et al., 2010; Zolopa et al., 2009). In 1987, 68% of Americans 

surveyed in a Gallup Poll named HIV disease as the most urgent health problem facing 

the nation; by 1992 that percentage dropped to 41% and to 7% in 2011 (Kaiser Family 

Foundation, 2011). According to Social Cognitive Theory, young adults encountering 

less morbidity and mortality from HIV, as well as perceiving others’ perceptions of the 

disease to be less significant, would lead to a decrease in the deterrent effect of the fear of 

HIV (Chatterjee et al., 2011). This reduced fear of HIV may then lead young adults to 

engage in risky behaviors, thereby putting themselves at increased risk of acquiring the 

disease.  

To date the literature includes little to no information regarding young adults’ in 

the United States current perceptions of HIV and how those perceptions influence their 

risk-taking behaviors. Although research was conducted on various groups concerning 

their opinions and attitudes towards HIV during the early stages of the HIV epidemic 

(Butcher, Manning, & O’Neal, 1991; DiClemente, Forrest, & Mickler, 1990; Inungu, 

Mumford, Younis, & Langford, 2009; Klepinger, Billy, Tanfer, & Grady, 1993; Lewis, 

Malow, & Ireland, 1997; Millstein & Halpern-Felsher, 2003), research of late has not 

examined what young adults’ current perceptions are of the disease as the understanding 

of the disease has progressed. Current literature has focused almost exclusively on 
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examining the perceptions of HIV-positive men who have sex with men (MSM) to 

determine how their perceptions towards HIV have changed since the advent of HAART 

and pre-exposure prophylaxis (PrEP) and how their risk-taking behaviors have changed 

as a result (Brennan, Welles, Miner, Ross, & Rosser, 2010; Crepaz, Hart, & Marks, 2004; 

International Collaboration on HIV Optimism, 2003; Ostrow et al., 2002; Peterson, 

Miner, Brennan, & Rosser, 2012; Vanable, Ostrow, McKirnan, Taywaditep, & Hope, 

2000; Ven, Kippax, Knox, Prestage, & Crawford, 1999). The most recent research 

conducted with young adults in the United States on HIV perceptions has focused on 

those young adults who have already been diagnosed with HIV disease (Fu et al., 2012; 

Tully, Cojocaru, & Bauch, 2015; Veinot et al., 2006), rather than ascertaining the 

perceptions of those persons still at risk of acquiring it. The perceptions of individuals 

with HIV and without HIV will greatly differ, and thus to reduce incidence, it is 

necessary to understand those factors of influence among persons still at risk of the 

disease.  

Objective of the Research 

To begin to address this gap in the literature, the objective of this study was to 

understand the deterrent effect of the fear of HIV disease among young adults 18 to 24 

years of age and how that is related to HIV-related risky behavior decision-making. 

Specifically, exploratory research was conducted to gain further understanding of the 

decision-making processes of young adults and the risky behaviors they engage in, based 

on their perceptions of and attitudes towards HIV. 

Studies examining young adults’ perceptions and behaviors related to HIV were 

conducted during the early stages of the HIV epidemic; however recent research has not 
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assessed how young adult’s perceptions or behaviors may have changed as the 

understanding of HIV has improved. Although young adults generally felt that they had a 

good HIV knowledge base, they were often unsure about transmission modes and gave 

credence to transmission misconceptions. And while they typically overestimated their 

actual risk of acquiring HIV through risky behaviors they repeatedly engaged in, they did 

not perceive themselves as being at risk of contracting HIV. Attitudes of invulnerability 

are pervasive among the young adult population perhaps due to their age or because they 

have learned through increased observation of their peers’ behaviors that negative 

outcomes typically do not result from risky behaviors. Although the majority of at-risk 

young adults will likely never become infected with HIV, behaviors acquired in 

adolescence and young adulthood often continue into adulthood. And with evidence that 

risky behaviors are increasing among young adults, it is reasonable to consider that as 

these individuals age that the prevalence of risky behaviors among adults will also 

increase, thereby necessitating the creation of HIV prevention education materials that 

are specifically directed at the factors influencing young adults’ behavior decision-

making. 

Research Questions 

This formative research will have three primary research questions, including: 

1. What are young adults’ current perceptions of HIV? Specifically, do they have a 

fear of HIV, and how do they perceive their susceptibility to HIV and the severity 

of living with HIV? 
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2. What factors do young adults consider to be important when making decisions 

about engaging in risky behaviors? Is Social Cognitive Theory a valid and useful 

framework for explaining changing perceptions of HIV among young adults? 

3. Can perceptual mapping be used to strengthen the understanding of the factors 

that provoke and dissuade young adults from engaging in behaviors that place a 

person at risk of acquiring HIV? How do the perceptual maps of certain 

subgroups (e.g., males vs females, 18-21 year olds vs 22-24 year olds, whites vs 

blacks, individuals in relationships vs individuals not in relationships) differ from 

one another?  

Definition of Terms 

HIV disease is a term used to broadly describe the class of infections caused by 

the human immunodeficiency virus (HIV), including both HIV and acquired immune 

deficiency syndrome (AIDS). HIV is a virus spread through certain bodily fluids and 

attacks a person’s immune system (Centers for Disease Control and Prevention, 2016a). 

AIDS is the last stage of HIV infection; not everyone who has HIV will progress to AIDS 

(U.S. Department of Health and Human Services, 2016f). 

CD4 T-cells are a type of white blood cell involved in the body’s immune 

response system (U.S. Department of Health and Human Services, 2016b). When a virus 

or bacteria is detected, they signal the body’s immune response to activate. However, 

HIV attacks and destroys CD4 cells, leaving the body’s immune system weakened and 

vulnerable to infection.  



6 

 

A CD4 count is a lab test used to measure the number of CD4 cells in a person’s 

blood and is used as an indicator of the strength of the person’s immune system and a 

predictor of HIV progression (U.S. Department of Health and Human Services, 2016b). 

Viral load is the amount of HIV in a sample of a person’s blood and is determined 

using a blood test that measures the number of HIV “copies” per millimeter of blood 

(U.S. Department of Health and Human Services, 2015d). The lower a person’s viral 

load, the fewer HIV copies in a person’s blood and generally the stronger the person’s 

immune system. The purpose of antiretroviral therapy is to reduce a person’s viral load to 

an undetectable level (under 40-75 copies, depending on the lab); although the person 

still has HIV, the number of HIV copies is so low that it cannot be detected by a lab test 

(U.S. Department of Health and Human Services, 2015d). 

Antiretroviral therapy (ART) is the treatment of people with HIV and AIDS using 

antiretroviral medications (World Health Organization, 2017). The standard treatment 

consists of a combination of at least three different antiretrovirals (ARV) from two 

different drug classes (U.S. Department of Health and Human Services, 2017); this 

approach is referred to as highly active antiretroviral therapy (HAART). There are six 

main types of drugs used to treat HIV disease: entry inhibitors, fusion inhibitors, reverse 

transcriptase inhibitors, integrase inhibitors, protease inhibitors, and multi-class 

combination products (U.S. National Library of Medicine, 2017). Using a combination of 

ARVs from these classes helps prevent strains of HIV from becoming resistant to a 

particular type of ARV. The combination of ARVs is customized to an individual based 

on the patient’s viral load, CD4 count, strain of HIV, and other considerations like 

disease symptoms (National Institute on Drug Abuse, 2012). Although ART and HAART 
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cannot cure HIV disease, they can help people live longer, healthier lives, as well as 

reduce the risk of transmitting the virus to others, by reducing a person’s viral load 

(National Institute on Drug Abuse, 2012; U.S. Department of Health and Human 

Services, 2017). 

Pre-exposure prophylaxis (PrEP) is a means of preventing people who do not 

have HIV, but are at significant risk of it, from getting it (Centers for Disease Control and 

Prevention, 2016f). Individuals who are exposed to HIV through sex or injection drug use 

can take this pill every day to prevent the virus from establishing a permanent infection 

and spreading throughout the body (U.S. Department of Health and Human Services, 

2016e). PrEP has been found to reduce the risk of HIV infection by up to 92% when 

taken every day, however it is less effective if a person does not consistently take it 

(Centers for Disease Control and Prevention, 2016f). 

Transmission category refers to the classification of a person’s possible HIV risk 

factors based on the presumed hierarchical order of probability of the individual risk 

factor most likely responsible for HIV transmission (Centers for Disease Control and 

Prevention, 2016d). Individuals with more than one reported risk factor are classified 

under the transmission category listed first in the hierarchy, with the exception of men 

who have sex with men and inject drugs; this group comprises its own transmission 

category. In hierarchical order, the transmission categories are (Centers for Disease 

Control and Prevention, 2016d, 2016g; Schmidt & Eve Mokotoff, 2003): 

 Men who have sex with men (MSM): Male-to-male sexual contact includes both 

men who have ever had sexual contact with other men (homosexual contact) and men 

who have ever had sexual contact with men and women (bisexual contact). 
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 Injection drug use (IDU): A person is placed in this category if they have ever 

received an injection (self-injection or given by someone else) of a drug not prescribed by 

a physician for that person.  

 Men who have sex with men and inject drugs (MSM/IDU): Individuals in this 

category have engaged in male-to-male sexual contact, as well as injection drug use. This 

is the only transmission category that encompasses multiple risk factors. 

Heterosexual contact: This includes persons who have had heterosexual contact 

with a person who is known to have HIV or is at high risk for HIV (e.g., an injection drug 

user). This category does not include men who have ever had sexual contact with both 

men and women. 

Receipt of HIV-infected blood or blood components or tissue or having 

hemophilia or a coagulation disorder: Having received HIV-infected blood or having a 

blood coagulation disorder in which a person may have received HIV-infected blood 

through a blood transfusion are generally included in the “Other” category for 

transmission because once blood products began to be screened for HIV this mode of 

transmission was greatly reduced. 

No identified risk (NIR): Persons without a risk factor are included in this 

category, which is typically integrated into the “Other” category. A risk factor may not 

have been identified because the case is currently being followed-up on, the person died 

before a risk factor was identified, the person was lost to follow-up, the person refused to 

be interviewed, or the person was interviewed, but a risk factor could not be determined. 
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There are three stages of HIV infection: 

 Acute HIV infection is the initial stage of HIV disease in which many, although 

not all, people develop “flu-like” symptoms about 2-4 weeks after becoming infected 

with HIV; this is the body’s natural response to HIV infection (U.S. Department of 

Health and Human Services, 2015c). During this time the virus uses CD4 cells to 

replicate itself, while at the same time destroying the CD4 cells. At this time there is a 

large amount of the virus in a person’s blood, putting them at high risk of transmitting the 

virus to others, especially if they are unaware of their infection (Centers for Disease 

Control and Prevention, 2016c).  

 The clinical latency stage, occurring after the acute stage of infection, is a period 

in which a person is living with the HIV virus, but experiences little to no symptoms 

(U.S. Department of Health and Human Services, 2015c). During this stage the HIV virus 

is still active, but reproduces at low levels. Individuals will progress through this stage at 

different rates, with those adhering to antiretroviral therapy generally remaining in this 

stage much longer, possibly decades (Centers for Disease Control and Prevention, 

2016c).  

 The final stage of HIV infection, AIDS, occurs when a person’s immune system is 

so severely damaged and suppressed that it can no longer fight off opportunistic 

infections. When the number of CD4 cells in a person’s blood drops below 200 

cells/mm3 or the person develops at least one opportunistic infection (e.g., Kaposi 

sarcoma, pneumocystis pneumonia, extra-pulmonary tuberculosis, cytomegalovirus), 

regardless of CD4 count, a person is considered to have progressed to AIDS (U.S. 

Department of Health and Human Services, 2014a, 2015c). Once a person progresses to 
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AIDS their clinical diagnosis will not change even if their CD4 count rises above 200 

cells/mm3 or they overcome the opportunistic infection that led to the AIDS diagnosis. 

Significance of the Issue for Study 

In the 35 years since HIV was first diagnosed, there have been immense changes, 

not only in the understanding of the disease and its outcomes, but also the face of the 

disease. As HIV incidence is growing amongst young adults, the issue of young adults 

engaging in behaviors that place them at risk of acquiring HIV is critical. With evidence 

that risky behaviors are increasing among young adults, it is necessary to understand the 

factors driving these perceptions and shifting behaviors so that appropriate education and 

preventative measures can be made available to aid in risk-taking decision-making. In 

accordance with Social Cognitive Theory, young adults who observe less morbidity and 

mortality from HIV, as well as perceiving others’ perceptions of the disease to be less 

severe, would lead to a decrease in the deterrent effect of the fear of HIV (Chatterjee et 

al., 2011). This reduced fear of HIV may then lead young adults to engage in risky 

behaviors, thereby putting themselves at increased risk of acquiring the disease. As young 

adults already have a tendency to have a high sense of invulnerability to hazardous 

events, regardless of whether the event is low-probability or high-probability, decreased 

observation of negative outcomes resulting from others’ risky behaviors may contribute 

to further perceptions of invulnerability and the increase of HIV among young adults. 

As no research of late has been performed to ascertain the current perceptions of 

at-risk young adults concerning HIV, as well as how their perceptions may increase their 

engaging in behaviors that would put them at risk of acquiring HIV, this mixed methods 

exploratory research will provide an updated assessment of young adults’ HIV-related 



11 

 

perceptions and behaviors, as well as a unique understanding of how these perceptions 

and behaviors are associated with another through the use of perceptual maps for a 

sample as a whole, as well as for specific subgroups.  

In order to successfully communicate prevention messages that resonate with 

young adults, it is critical to first gain an understanding of their perceptions of HIV and 

the factors that motivate their HIV-related risk-taking decision-making. This research 

therefore has the potential to elicit better awareness of the changing perceptions of young 

adults in order to inform the development of more appropriate and relevant HIV 

prevention materials for young adults. The creation of age- and socio-demographically-

appropriate messages may then contribute to a shift in HIV transmission and reduce the 

incidence among young adults and adolescents. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Background of HIV 

The disease that would later become known as human immunodeficiency virus 

(HIV) was first diagnosed in early 1981, however it was initially identified as 

pneumocystis carinii pneumonia (U.S. Department of Health and Human Services, 2011). 

HIV, the virus that can lead to acquired immunodeficiency syndrome (AIDS), is a virus 

spread through bodily fluids (i.e., blood, semen, pre-seminal fluids, vaginal fluids, rectal 

fluids, and breast milk) (U.S. Department of Health and Human Services, 2016d), that is 

characterized by attacking CD4 or T-helper cells of the immune system. HIV uses these 

cells to reproduce itself, which leads to their destruction, thereby preventing the body 

from protecting itself against disease and infection (U.S. Department of Health and 

Human Services, 2016f). 

The HIV lifecycle is the process in which HIV uses the T-lymphocyte CD4+ cells 

to replicate itself and spread throughout the body; it occurs in seven steps. First, HIV 

binds to receptors on the outside of a CD4 cell; as the two fuse together HIV is able to 

enter into the CD4 cell (U.S. Department of Health and Human Services, 2016c). Once 

inside, HIV releases and uses an HIV enzyme known as reverse transcriptase to convert 

HIV RNA into HIV DNA, allowing the HIV to enter into the cell’s nucleus and combine 

its genetic material with the cell’s genetic material with the assistance of another HIV 

enzyme known as integrase (Hare, 2006). The integrated DNA virus that results may then 

remain latent for hours or even years before it is activated and begins to replicate itself 

(Hare, 2006). Once replication is activated, HIV uses the CD4 cell to create long strands 
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of HIV proteins that are used as building blocks for more HIV. The HIV proteins and 

HIV RNA then form into immature HIV that is noninfectious (U.S. Department of Health 

and Human Services, 2016c). The immature HIV moves out of the CD4 cell, releases 

protease, another HIV enzyme, and forms into mature HIV; it is at this time that HIV 

becomes infectious (U.S. Department of Health and Human Services, 2016c). 

Acute HIV infection, the initial stage of HIV disease, occurs about one to four 

weeks after being infected with HIV; some people experience flu-like symptoms, while 

others are asymptomatic (U.S. Department of Health and Human Services, 2015c). 

During this time the virus uses CD4 cells to replicate itself, adding increasing copies of 

HIV into a person’s blood (Hare, 2006). The immune system then tries to attack the virus 

by generating HIV antibodies, a process known as seroconversion (AVERT, 2017).  

Once seroconversion occurs, the second stage of HIV infection begins, which is 

the clinical latency stage. This stage is essentially made up of two parts—an 

asymptomatic stage and symptomatic HIV infection. Some people may begin to feel 

better after seroconversion and remain asymptomatic for 10 or 15 years; however the 

virus is still active during this time and replicating itself, which can have serious effects 

on a person’s immune system (AVERT, 2017). Individuals adhering to antiretroviral 

therapy will usually remain in this stage longer as the virus is kept at bay by the 

medications (Centers for Disease Control and Prevention, 2016c). However, as CD4 cells 

are depleted by HIV, a person’s immune system becomes increasingly weakened and 

susceptible to opportunistic infections, and symptoms will likely become more apparent 

(Hare, 2006).  
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Once the immune system becomes so weakened that there are either too few CD4 

cells or the person is diagnosed with an AIDS-defining illness, the person is said to have 

progressed to AIDS (Centers for Disease Control and Prevention, 2014a). The final stage 

of HIV infection is AIDS, which is a syndrome rather than a virus or a disease—it is 

diagnosed from a set of symptoms instead of a clinical test (AVERT, 2017). The case 

definition of AIDS, based on criteria established by the Centers for Disease Control and 

Prevention (CDC), is that AIDS occurs when a person’s CD4 count falls below 200 

cells/mm3 or the person develops at least one AIDS-defining opportunistic infection 

(e.g., Kaposi sarcoma, extra-pulmonary cryptococcosis, cytomegalovirus disease, 

recurrent pneumonia) (Hare, 2006; U.S. Department of Health and Human Services, 

2014a, 2015c). 

AIDS was first observed in five young, previously healthy, homosexual men in 

1981 (Gottlieb, Schanker, Fan, Saxon, & Weisman, 1981). By 1983 the CDC reported 

cases of AIDS in females with male sexual partners who had AIDS (U.S. Department of 

Health and Human Services, 2011), however it was noted that most cases of AIDS had 

been reported among homosexual men with multiple sexual partners, injection drug 

users, hemophiliacs, as well as Haitians (Centers for Disease Control and Prevention, 

1983a). It was therefore proposed that AIDS may be caused by an infectious agent 

transmitted sexually or through blood and blood products; by September 1983 the CDC 

identified all major routes of HIV transmission and eliminated transmission through 

casual contact (Centers for Disease Control and Prevention, 1983b). ELISA, the first 

blood test to test for HIV antibodies in the blood, was approved for commercial use in 

1985; blood banks consequently began to screen the United States’ blood supply to help 
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prevent HIV infection through blood transfusions (Centers for Disease Control and 

Prevention, 1985). The first antiretroviral drug for HIV disease was approved in 1987 

(U.S. Department of Health and Human Services, 2011), and remained so until 1995. Its 

effectiveness was mixed, with many experiencing significant side effects and a lack of 

efficacy in prolonging life (Dournon et al., 1988; Richman et al., 1987; Schmitz et al., 

1994). Despite advancements in the understanding and prevention of HIV and AIDS, in 

1992 AIDS became the number one cause of death in the United States for men aged 25 

to 44 (Centers for Disease Control and Prevention, 1993), and by 1994 it was the leading 

cause of death for all Americans 25 to 44 years of age (Centers for Disease Control and 

Prevention, 1996). 

Changes in HIV Disease Treatment over Time 

From 1986, the year in which the first antiviral medication for HIV was 

developed (zidovudine) (Fischl et al., 1987), to 1995, notable advances were made in the 

understanding of HIV. It had previously been believed that HIV entered into a latency 

period after the initial infection, however it was then learned that viral replication of the 

disease continued during this period, whether the person was displaying symptoms of the 

disease or not, and that consequently the number of T-lymphocyte CD4+ cells continued 

to decrease and negatively affect immune function (Maenza & Flexner, 1998). As a result 

of this improved understanding, in 1995, the U.S. Food and Drug Administration 

approved the first protease inhibitor, a new class of HIV drugs (Palmisano & Vella, 2011; 

U.S. Department of Health and Human Services, 2011). Drugs of this type were different 

from the reverse transcriptase inhibitors that came before in that they do not function to 

prevent infection of a host cell, but instead to prevent an already infected cell from 
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generating additional copies of the virus (U.S. Department of Health and Human 

Services, 2013). The knowledge that HIV is continuously replicating itself also led to the 

better understanding of drug resistance; with billions of copies of the virus being 

produced each day, it is more likely that a random mutation during replication can leave 

the virus less sensitive to certain antiviral medications. Once the virus in a person’s body 

has become resistant to one drug, it may become resistant to other drugs both within the 

same class or a different one (National Institute of Health, 2016). In hope of reducing the 

likelihood of developing drug resistance, the use of HIV drugs in combination, rather 

than individually, has become the standard of care. By having a person take HIV drugs 

from two or more classes at the same time, HIV is better kept in check (Horn, 1998). The 

use of any combination of HIV drug classes, including non-nucleoside reverse 

transcriptase inhibitors (NNRTIs), nucleoside reverse transcriptase inhibitors (NRTIs), 

protease inhibitors (PIs), fusion inhibitors, CCR5 antagonists (CCR5s), and integrase 

strand transfer inhibitors (INSTIs), is referred to as highly active antiretroviral therapy 

(HAART) (U.S. Department of Health and Human Services, 2015b). The typical 

HAART regimen for a patient is two NRTIs or NNRTIs and one protease inhibitor (U.S. 

Department of Health and Human Services, 2016g). The other classes are reserved for 

“salvage therapy” in the case of a patient not responding to the first-line medications, the 

patient having multiple strains of HIV, or HIV becoming resistant to a class of 

medication because of non-adherence (Imaz, Falcó, & Ribera, 2011). 

 Therefore, 1995 marked the beginning of the HAART era (U.S. Department of 

Health and Human Services, 2011). By the following year HIV disease had already 

dropped to the third leading killer of Americans 25 to 44 years of age; although it was 
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still the leading cause of death among African Americans in this age group (Peters, 

Kochanek, & Murphy, 1998). HAART was pushed for everyone diagnosed with HIV as a 

“hit early, hit hard” strategy, making HAART the new standard of care for HIV (Franco 

& Saag, 2013; Gulick et al., 1997; Hammer et al., 1997; Ho, 1995). 

Sansone and Frengley (2000) conducted a study in New York City in 1995 and 

1998-1999—the year preceding and the two years immediately following the advent of 

HAART. They found that the mortality rate of people living with AIDS (receiving a 

variety of HIV treatments or none at all) decreased from 75.6 deaths per 100 person-years 

in 1995 to 33.2 deaths per 100 person-years in 1998-1999 (Sansone & Dermot Frengley, 

2000). They also found that the number of patients who died from sepsis and 

pneumocystis carinii pneumonia, both AIDS-related opportunistic infections which 

caused significant mortality, decreased from 26.1% and 20.9% in 1995 to 12.8% and 

8.5% in 1998-1999, respectively. Similarly, Moore and Chaisson (1999) examined 

morbidity and mortality rates among HIV-infected individuals using HAART from 1994-

1998. The incidence of opportunistic infections was found to have decreased from 23.7 

infections per 100 person-years in 1994 to 14.0 infections per 100 person-years in 1998 

(Moore & Chaisson, 1999). Likewise, mortality decreased from 20.2 deaths per 100 

person-years in 1994 to 8.4 deaths per 100 person-years in 1998.  

The Antiretroviral Therapy Cohort Collaboration examined changes in mortality 

and life expectancy among HIV-positive individuals beginning combined antiretroviral 

therapy between 1996 and 2005 (The Antiretroviral Therapy Cohort Collaboration, 

2008). Life expectancy at age 20 was found to have increased from an additional 36.1 

years to an additional 49.4 years—an increase of over 13 years. Samji et al. (2013) 
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examined life expectancy among HIV-positive individuals on antiretroviral therapy 

(ART) for a more recent time frame than did the Antiretroviral Therapy Cohort 

Collaboration study; they looked at life expectancy changes from 2000 to 2007. During 

this time, it was found that life expectancy increased from 36.1 additional years in 2000-

2002 to 51.4 additional years in 2006-2007 (Samji et al., 2013). Therefore, a 20 year old 

on ART can now expect to live to be about 74 years of age (Samji et al., 2013), only a 

few years less than that of the general population (79 years) (World Health Organization, 

2015). Wada et al. (2014) found that people who initiated HAART early in the course of 

their disease were more likely to die of non-AIDS causes and at older ages than were 

individuals who initiated HAART later in the course of their disease. Although the 

estimated median ages at non-AIDS death for each group of HIV-positive individuals 

were lower than that estimated for the HIV-negative group, the adjusted hazards ratio for 

non-AIDS death among HIV-negative people and early HAART initiators were almost 

identical (hazard ratio=1.01), suggesting that the risk of non-AIDS mortality among 

certain HIV-positive individuals is comparable to that faced by HIV-negative persons 

(Wada et al., 2014). 

Despite the effectiveness of antiretroviral therapy on increasing life expectancy 

among HIV-positive individuals, an HIV-positive person on antiretroviral therapy can 

expect to live about two-thirds as long as individuals who are HIV-negative; this 

difference is attributed to active HIV infection, as well as underlying lifestyle, 

socioeconomic, and health factors (e.g., injection drug use, gender, time until initiation of 

HAART) (The Antiretroviral Therapy Cohort Collaboration, 2008). 
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The innovation of HAART thus drastically changed the course of HIV and AIDS. 

However, as HAART has proven effective, allowing many HIV-infected individuals to 

have a nearly normal life expectancy, some individuals have developed a complacency 

towards the disease (Frieden & Kummer, 2013). Many mistakenly believe that they do 

not need to adhere to their treatment program (Fu et al., 2012) or that because HAART 

reduces viral load that there is no further risk of transmission (Marshall & Wood, 2012; 

National Institute of Health, 2012). As a result, some individuals, particularly HIV-

positive young adults, believe it is okay to return to practicing unsafe behaviors like 

injection drug use (Fu et al., 2012; Tun, Celentano, Vlahov, & Strathdee, 2003) and 

unsafe sex (Lightfoot, Swendeman, Rotheram-Borus, Comulada, & Weiss, 2005; Rice, 

Batterham, & Rotheram-Borus, 2006; Tully et al., 2015). Individuals without HIV are 

also not as threatened by the disease and do not necessarily take the proper precautions 

against it (Dukers et al., 2001). 

Although individuals with HIV are now living much longer lives, and in some 

cases may live just as long as members of the general population, a person’s quality of 

life and lifestyle will be affected. HIV treatment allows persons living with HIV to live 

longer because it helps strengthen a person’s immune system, thereby enabling it to fight 

off infections and cancers; without HAART, a person’s immune system will weaken and 

a person will become susceptible to AIDS opportunistic infections (e.g., Kaposi’s 

Sarcoma, candidiasis, pneumonia) (U.S. Department of Veterans Affairs, 2015). It is 

critical that an individual adheres to his treatment plan by consistently taking medications 

and maintaining a regular schedule in order to reduce the amount of HIV in one’s blood; 

missed doses or an irregular schedule can allow the virus to copy itself more rapidly, lead 
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to drug resistance, and bring about AIDS progression or death (Al-Dakkak et al., 2013). 

Some individuals experience great difficulty in being adherent to their treatment plan, as 

many treatment regimens can be quite complex, have scheduling or cognitive demands, 

or associated adverse effects; social and psychological factors like treatment attitudes and 

social climate, as well as institutional and health resources may make adherence more 

difficult (Fogarty et al., 2002; Paterson, 2000). Adverse effects have been reported with 

the use of all antiretroviral medications; however newer HAART regimens have fewer 

intolerable and serious side effects than did those in the past (U.S. Department of Health 

and Human Services, 2016a). More common, but short-term, side effects of HIV 

medications include nausea, vomiting, diarrhea, fatigue, headaches, rash, and dizziness 

(U.S. Department of Health and Human Services, 2009), while long-term and more 

serious side effects are accelerated cardiovascular disease, insulin resistance, renal 

toxicity, and dyslipidemia (U.S. Department of Health and Human Services, 2016a). 

Rao, Kekwaletswe, Hosek, Martinez, and Rodriguez (2007) found that in focus 

groups with young adults living with HIV, side effects from HIV medications were 

frequently reported, however the majority of participants did not feel the side effects were 

significant enough to skip taking their medications. The participants were willing to 

tolerate unpleasant side effects like vivid dreams and dizziness for the sake of their 

health; the factors affecting their medication adherence were instead related to social 

factors and stigma (Rao et al., 2007). Additionally, Hawkins, Evangeli, Sturgeon, Le 

Prevost, and Judd (2016) found that in a study of 14-22 year olds living with perinatally-

acquired HIV, their non-adherence to HIV medications was associated with weekend 

days, not being at home, and not having a routine; it was not however associated with 
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who the person was with or if they were reminded to take their medication. Non-

adherence was also found to be associated with lower behavioral self-efficacy, in which 

the individuals lacked the confidence and skills to self-cue medication administration, 

integrate taking their medications into their daily routine, and support oneself for 

continuous adherence (Hawkins et al., 2016). Likewise, MacDonell, Jacques-Tiura, Naar, 

and Fernandez (2016) found that in a sample of 16-24 year old minorities living with 

HIV that medication non-adherence was associated with lower self-efficacy, lower levels 

of social support, psychological symptoms, and problem-level substance use. Motivation 

was not found to affect medication adherence (Hawkins et al., 2016; MacDonell et al., 

2016) 

Significant expenses are also associated with HIV treatment. In 2006 the average 

annual cost of HIV care was $19,912; this increased to an estimated $23,000 in 2010 

(Centers for Disease Control and Prevention, 2015e; Schackman et al., 2006). In 2010, 

the annual lifetime cost of HIV treatment was estimated to be $379,668 (Centers for 

Disease Control and Prevention, 2015e). However, as life expectancy for persons living 

with HIV has increased since 2010, so too would the resulting lifetime cost for HIV 

treatment. 

Magnitude of the Problem 

In 2014 it was estimated that 9,731 adolescents and young adults 13-24 years of 

age were newly diagnosed with HIV in the United States (Centers for Disease Control 

and Prevention, 2015i). This is a notable increase from 2008 in which 8,523 were 

estimated to be diagnosed and from 2002 in which the estimate was 2,956 adolescents 

and young adults (Centers for Disease Control and Prevention, 2003, 2012c). It is 
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projected that in 2012, 44.2% of 13-24 year olds living with HIV were not aware of their 

infection, and therefore were not receiving treatment; as a result, they may have 

unknowingly transmitted HIV to others (Centers for Disease Control and Prevention, 

2012b, 2015k). Although this is an improvement from 2009 in which 59.5% of HIV-

positive 13-24 year olds were estimated to be living with an undiagnosed infection 

(Centers for Disease Control and Prevention, 2012d), these rates are significantly greater 

than for any other age group; 18.1% of all persons living with HIV in 2009 and 12.8% in 

2012 were estimated to not be aware of their HIV-positive status (Centers for Disease 

Control and Prevention, 2012d, 2015k). As a result of almost half of young adults being 

unaware of their HIV infection, the actual annual incidence of HIV among this age group 

is believed to be much greater, with young adults accounting for two in five new HIV 

infections each year, despite representing only 17% of the population (Centers for 

Disease Control and Prevention, 2015c; Kaiser Family Foundation, 2012). Although total 

new HIV diagnoses have been decreasing in recent years (Centers for Disease Control 

and Prevention, 2015g), diagnoses among individuals 13 to 24 years of age are on the 

rise; these individuals accounted for 11.7% of new diagnoses in 2002, 17.8% in 2008, 

and 22.3% in 2015 (Centers for Disease Control and Prevention, 2003, 2014c, 2016d). 

The majority of new HIV infections among 13-24 year olds occur among 20-24 

year olds (80.5%), with very few occurring among 13-14 year olds (0.28%); just under 

19% (19.2%) are 15-19 years of age (Centers for Disease Control and Prevention, 

2016d). From 2009-2014, the number of 20-24 year olds diagnosed with HIV was greater 

than any other age group; in 2015 this number was marginally surpassed by 25-29 year 

olds (7,599 compared to 7,151) (Centers for Disease Control and Prevention, 2003, 
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2012c, 2015i, 2016d). In 2010, young men who have sex with men (MSM) 13-24 years 

of age accounted for an estimated 72% of new HIV infections within this age group, and 

30% of new infections among MSMs of all ages (Centers for Disease Control and 

Prevention, 2015b). Black MSMs accounted for 36% of all new HIV infections among 

MSMs in 2010; 45% of these were between the ages of 13 and 24 (Centers for Disease 

Control and Prevention, 2015b). At this rate, one in six MSMs will be diagnosed with 

HIV in their lifetime; more specifically, 50% of black MSMs, 25% of Latino MSMs, and 

9% of white MSMs will contract HIV (Centers for Disease Control and Prevention, 

2016e). Thus, understanding perceived risk in 20 to 24 year olds is critical to developing 

effective interventions aimed at decreasing this incidence. 

Although the incidence of HIV is decreasing overall, the prevalence of it is 

increasing as mortality rates have declined, due to the increased use and success of 

antiretroviral therapies that prevent HIV from multiplying and help maintain one’s 

immune system. HIV has not been among the top 15 leading causes of death for all age 

groups since 1997 (Hoyert, Kochanek, & Murphy, 1999; Xu, Murphy, Kochanek, & 

Bastian, 2016). HIV disease mortality for all ages combined peaked in 1995 after having 

increased from 1987 through 1994. However, after 1995, the HIV death rate began to 

decrease 33.0% each year through 1998; the rate continued to decrease 6.4% each year 

from 1999 through 2013 (Centers for Disease Control and Prevention, 2016h). Yet, in 

2013 HIV disease was still among the top 15 leading causes of death for certain age 

groups: 15-24 (13
th

), 25-34 (8
th

), 35-44 (9
th

), 45-54 (10
th

), and 55-64 (14
th

). Among these 

age groups, HIV disease mortality dropped in rank from 2012 to 2013 among 25-34 year 
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olds (6
th

 to 8
th

) and 45-54 year olds (9
th

 to 10
th

); yet among 15-24 year olds HIV disease 

mortality rose in rank (14
th

 to 13
th

) (Murphy, Kochanek, Xu, & Heron, 2015). 

As the morbidity and mortality rates associated with HIV disease have improved, 

fewer Americans perceive HIV to be an urgent health problem. In 1987, 68% of 

Americans surveyed in a Gallup Poll named HIV/AIDS as the most urgent health 

problem facing the nation; by 1992 that percentage dropped to 41% and to 7% in 2011 

(Kaiser Family Foundation, 2011). The perceived health threat of HIV disease does vary 

among different subgroups, such as blacks and gay and bisexual men. For instance, while 

7% of Americans overall named HIV disease as the most urgent health problem in the 

country in 2011, 19% of blacks did so. Despite the black community having the greatest 

concern of HIV among all racial groups, the percentage of blacks sharing this opinion is 

falling; in 2006, 49% of blacks said AIDS is a more urgent problem now than it was a 

few years ago, but in 2011 the percentage dropped to 35% (Kaiser Family Foundation, 

2011). Likewise, nearly half (49%) of gay and bisexual men in the United States say that 

HIV disease is a “very” or “somewhat” significant issue for them personally, while 35% 

are personally concerned about becoming infected with HIV (Hamel et al., 2014). Gay 

and bisexual men of color are more likely to say HIV disease is a “very” or “somewhat” 

significant issue for them personally than are whites (64% compared to 42%) and that 

they are personally concerned about becoming infected with HIV (53% compared to 

28%) (Hamel et al., 2014). Black and Latino youth and young adults are more likely than 

white youth to say they are personally “very” or “somewhat” concerned about HIV 

disease (70% of black youth, 48% of Latino youth, and 35% of white youth); they are 

also twice as likely as white youth (32%) to say that HIV disease is a “very serious” 
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problem for their generation (Kaiser Family Foundation, 2012). Additionally, 24% of 

black youth report knowing someone living with or who has died of HIV or AIDS, as 

compared with 16% of Latino youth and 10% of white youth (Kaiser Family Foundation, 

2012). 

Risk Factors for HIV 

Sexual Risk-Taking Behaviors 

Engaging in certain behaviors can put a person at risk of acquiring HIV. Because 

HIV can be transmitted through certain bodily fluids, including blood, semen, breast 

milk, and vaginal and rectal fluids, any behaviors that put a person in contact with these 

fluids, will increase a person’s risk of acquiring HIV (Centers for Disease Control and 

Prevention, 2015j). In the United States, HIV is primarily spread by having vaginal or 

anal sex without a condom or without taking medicines that prevent or treat HIV, or by 

sharing needles, syringes, or other drug injecting equipment with a person who has HIV 

(U.S. Department of Health and Human Services, 2014b). Although less common, HIV 

may also be spread from mother to child during pregnancy, birth, or breastfeeding, or by 

being stuck with an HIV-contaminated needle or sharp object (U.S. Department of Health 

and Human Services, 2015a). 

Sexual transmission of HIV accounts for the majority of new HIV cases each year 

in the United States, as well as people living with HIV disease. Transmission between 

men who have sex with men (MSM) accounts for the greatest portion of HIV cases—

63% of new HIV infections each year and 54% of people living with HIV; heterosexual 

sex transmission accounts for both 25% of new cases and 25% of all people living with 

HIV in the United States (Centers for Disease Control and Prevention, 2014b). 
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The risk factors for HIV are the same for everyone, yet some groups are more 

affected than others. Adolescents and young adults are at increased risk of contracting 

HIV because many engage in risky sexual behaviors, which are behaviors that put a 

person at increased risk of getting a sexually transmitted disease (STD) like HIV. Sexual 

risk-taking behaviors include having sexual intercourse (Eaton et al., 2012), initiating 

intercourse at a young age (early sexual debut) (Bachanas, 2002; Donohew et al., 2000), 

having multiple partners (Eaton et al., 2012; Hutchinson, Jemmott, Jemmott, Braverman, 

& Fong, 2003; Millstein & Moscicki, 1995; Valois, Oeltmann, Waller, & Hussey, 1999), 

not using or inconsistently using condoms (Albarracín, Johnson, Fishbein, & 

Muellerleile, 2001; Crosby, 2000; Millstein & Moscicki, 1995), using drugs or alcohol in 

association with intercourse (Doljanac & Zimmerman, 1998; Donohew et al., 2000; 

Eaton et al., 2012), having a history of STDs (Donohew et al., 2000; Millstein & 

Moscicki, 1995), having an older sexual partner (Miller, Clark, & Moore, 1997), and 

having a sexual partner who has engaged in risky sexual behavior or injection drug use 

(Katz, Fortenberry, Tu, Harezlak, & Orr, 2001). 

In 2015, the Youth Risk Behavior Survey (YRBS) found that 41.2% of students in 

grades 9-12 reported having ever engaged in sexual intercourse (Kann et al., 2016); the 

prevalence was slightly higher among gay, lesbian, and bisexual students (50.8%) 

compared to heterosexual students (40.9%), as well as among heterosexual males 

(43.3%) compared to heterosexual females (38.2%). Similar results were reported by 

Donohew et al. (2000) and Bachanas et al. (2002); however these studies examined 

sexual risk-taking behaviors among teenagers in particularly high-risk subgroups— 

inner-city youths and high sensation-seekers, respectively. Donohew et al. (2000) found 
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that 45% of inner-city high school students reported having had sex at some point in their 

life. This study also reported that 70% of those who were sexually active had sexual 

intercourse for the first time at 13 or 14 years of age (younger than the average age of 16 

for the general youth population at that time) (Donohew et al., 2000). Likewise, a 2002 

study by Bachanas et al. found a sample of high sensation-seeking ninth-grade students to 

have an average age for sexual debut of 14.2 years, with 57% of those who were sexually 

active having had their first sexual experience at 14 years of age or younger (Bachanas, 

2002). These studies from more than a decade earlier found that high-risk subgroups of 

youth have rates of sexual risk-taking comparable to the general population of youth in 

2015. Consequently it can be inferred that as the proportion of youth in the general 

population who are engaging in risky sexual behaviors increases, it will also increase 

among youth of high-risk subgroups, leaving them with an even larger proportion that has 

ever had sexual intercourse, as well as intercourse at an earlier age.  

According to the 2015 YRBS, 3.9% of high school students had their sexual debut 

before 13 years of age; this is particularly disproportionate by student sex and sexual 

orientation, ranging from 1.6% of heterosexual female students to 15.2% of male students 

who are unsure of their sexual orientation (Kann et al., 2016). Individuals who engage in 

sex at a young age are more likely to have multiple sexual partners, and thus are also 

more likely to contract STDs (Hutchinson et al., 2003; Millstein & Moscicki, 1995). 

Millstein and Moscicki (1995) conducted a study that examined the association between 

number of sexual partners and STD occurrence. Almost 40% (38.9%) of female subjects 

aged 13 to 19 reported having at least four lifetime sexual partners and 18.1% reported 

having had two or more partners within the past two months. Additionally, 36.3% of 
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subjects currently had an STD, previously had an STD, or both currently and previously 

had an STD. Risky sexual behavior (including more than three lifetime partners and 

multiple sexual partners within the last two months) was found to have a statistically 

significant association with positive STD results. Nationally, 11.5% of students reported 

having sexual intercourse with at least four individuals in their lifetime; female lesbian 

and bisexual students reported the highest prevalence with 15.5% (Kann et al., 2016). 

The 2015 YRBS also notes that 56.9% of the currently sexually active students in 

the United States reported that they or their partner used a condom the last time they had 

sexual intercourse (Kann et al., 2016). This is a decrease from the 2011 YRBS in which 

60.2% of the sexually active students reported that either they or their partner used a 

condom the last time they had sexual intercourse (Eaton et al., 2012). The prevalence of 

condom use increased from 1991 to 2003 from 46.2% to 63.0%, but then did not change 

significantly from 2003 to 2011 (63.0% to 60.2%) (Eaton et al., 2012). However, as 

condom use seemed to peak in 2003, it appears to now be decreasing, having declined 

from 60.2% to 56.9% in just four years. Condom use can be affected by the use of drugs 

and alcohol, as their use preceding sexual behavior can impair one’s decision-making 

skills, leaving the individual at increased risk for STIs and HIV (Doljanac & 

Zimmerman, 1998). Two-thirds of adolescents 12-19 years of age reported having used 

alcohol and 38% reported drinking at least once within the past month, according to a 

study conducted by Bachanas et al. (2002). Also, 43% indicated having used drugs at 

some point, with 25% reporting using at least one time in the past month (Bachanas, 

2002). The YRBS (2016) found that 20.6% of sexually active students drank alcohol or 

used drugs before last sexual intercourse; this is a decrease from 2011 in which 22.1% 
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reported drug or alcohol use prior to last sexual intercourse (Eaton et al., 2012; Kann et 

al., 2016). However, drug or alcohol use prior to last sexual intercourse varied greatly 

between students: 20.0% of heterosexual students, 22.4% of gay, lesbian, and bisexual 

students, 44.5% of the not sure students, 24.2% of heterosexual male students, and 14.9% 

of heterosexual female students (Kann et al., 2016). Donohew et al. (2000) reported that 

5.4-10.4% of high school students had unwanted sexual intercourse while they were 

drunk. Similarly, 6.7% of high school students reported having been physically forced to 

have sexual intercourse when they did not want to (alcohol not necessarily involved); 

gay, lesbian, and bisexual students reported the highest prevalence of forced sexual 

intercourse with 17.8% (21.1% of females and 8.0% of males) (Kann et al., 2016). 

Adolescent females who have an older male sexual partner are also considered to 

be engaging in risky sexual behavior because the difference in age between partners may 

lead to a power differential in which the younger females do not feel they have the power 

to make decisions regarding sexual matters, such as condom use, thereby putting them at 

increased risk (Miller et al., 1997). Additionally, older male partners are typically more 

experienced sexually and have likely had multiple partners. Engaging in sexual 

intercourse with a partner who has engaged in risky sexual behaviors places that person at 

increased risk as well (Katz et al., 2001). Senn and Carey (2011) found that a sample of 

young women had their first vaginal intercourse at age 14.6, with partners who were on 

average 17.5 years of age; 41% of the sample reported that their first vaginal intercourse 

partners were three or more years older (Senn & Carey, 2011). Langille et al. (2007) 

found that in a study of 15-19 year old women, 23.1% had a partner at last vaginal 

intercourse who was at least three years older than her (Langille, Hughes, Delaney, & 
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Rigby, 2007). In both studies, those women who had partners who were at least three 

years older than them were more likely to engage in risky sexual behaviors, especially 

unprotected sex. 

Young men who have sex with men, and particularly young black and Hispanic 

MSMs, are at increased risk of acquiring HIV simply because of the large percentage of 

MSMs living with HIV (Centers for Disease Control and Prevention, 2015b). As a group 

they have a greater chance of encountering a sexual partner who is HIV-positive, 

particularly among those with many sexual partners. Additionally, MSMs 18-24 years of 

age are less likely than older MSMs to be aware of their infection (51% are unaware), 

thereby not taking the appropriate steps to reduce the chance of transmitting the disease 

to others (Centers for Disease Control and Prevention, 2015b). Unprotected receptive 

anal sex is the sexual risk behavior that has the greatest risk for acquiring HIV. 

Therefore, engaging in anal sex without condoms places young MSMs at significant risk. 

Like many young women, young MSMs also frequently engage in sexual relationships 

with older men, and because MSMs 40 years of age and over are more likely to be living 

with HIV, young MSMs with older partners are more likely to encounter a partner with 

HIV (Centers for Disease Control and Prevention, 2016b). Outlaw et al. (2011) found that 

young men who had an age at MSM sexual debut of less than 16 years were more likely 

to report drug use, emotional or psychological problems related to substance abuse, and 

to have attempted suicide more often; although they were no less likely to report 

unprotected sex, they were more likely to report having engaged in exchange sex within 

the previous three months (Outlaw et al., 2011). Other factors that put young MSMs at 
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increased risk of acquiring HIV are stigma, homophobia, discrimination, isolation, and 

lack of social support (Centers for Disease Control and Prevention, 2015c, 2016b). 

Black women may be at increased risk of being exposed to HIV if they engage in 

sexual activities with black MSMs who are “on the down-low”, meaning that they do not 

disclose their bisexual behaviors to their female partners (Millett, Malebranche, Mason, 

& Spikes, 2005); these men are at increased risk of acquiring HIV because of engaging in 

anal sex and sexual activities within a population of higher HIV prevalence, and thus that 

risk is transferred to their female partners who are unaware of these men’s other risky 

behaviors. However, studies have found mixed results as to the validity of these claims. 

While some indicate that “down-low” identification was not associated with unprotected 

anal or vaginal sex with male or female partners (Bond et al., 2009), others have found 

that men on the down-low are more likely to have had unprotected vaginal sex and less 

likely to have ever been tested for HIV (Wolitski, Jones, Wasserman, & Smith, 2006). 

Injection Drug Use 

Injection drug use (IDU) accounts for the transmission of 8% of new HIV disease 

diagnoses each year in the United States (Centers for Disease Control and Prevention, 

2012e) and 16% of people living with HIV disease (Mathers et al., 2008). While the 

proportion of new infections attributable to IDU has decreased since the 1990’s, it is still 

responsible for the third largest proportion of HIV cases (Centers for Disease Control and 

Prevention, 2015a). Drug use behaviors that increase one’s risk of acquiring HIV are 

those that increase the likelihood, frequency, and magnitude of exposure to HIV-infected 

blood and include the frequency in which one injects drugs and the use and sharing of 

injection paraphernalia that is contaminated with HIV-infected blood (Burack & 
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Bangsberg, 1998). The transmission of HIV from IDUs to non-IDUs occurs through 

high-risk sexual behaviors.  

The frequency in which a person injects drugs is a significant risk factor. As an 

early study by Cohen et al. (1985) found, as the frequency of injecting drugs increased, 

the greater the proportion of injectors who were found to be HIV-positive: 21% of IDUs 

who denied injecting drugs within the past month, 31% who reported injecting one to five 

times per month, 47% who injected 6 to 45 times per month, and 61% who injected more 

than 45 times per month (Cohen et al., 1985). Unquestionably, the more often a person 

injects drugs, the more opportunities he has to be exposed to HIV-contaminated blood. 

Sharing drug injection equipment with multiple people is also a key risk factor for 

acquiring HIV. Chaisson et al. (1987) found that among heterosexual IDUs in San 

Francisco, HIV seroprevalence among those who reported not sharing syringes with 

anyone was 3%, compared to 9% among those sharing syringes with one person and 15% 

among those sharing syringes with at least two people. Sharing syringes was found to 

increase the odds of contracting HIV by 320% (one person) and 540% (two or more 

people), depending on the number of people with whom equipment is shared (Chaisson, 

Moss, Onishi, Osmond, & Carlson, 1987). The use of “shooting galleries”, places where 

a person can rent drug injection equipment for a small fee, is also risky for acquiring 

HIV, as the needles and equipment are returned after being used and are typically 

continued to be rented until they are clogged or too dull (Ball, Rana, & Dehne, 1998; 

Carlson, 2000; Deren, Kang, Colón, Andia, & Robles, 2004; Fuller et al., 2003; Koester, 

Glanz, & Baron, 2005). “House works” or “dealer’s works” are a set of drug injection 

equipment that a drug dealer may lend out to customers to use and then return and "hit 
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doctors" are individuals who may use the same syringe or needle to assist multiple clients 

who are not able to inject themselves; these are both situations that contribute to 

increased risk of HIV (Don C Des Jarlais & Semaan, 2008). Injection drug  users using 

shooting galleries, house works, or hit doctors are more inclined than other IDUs to share 

syringes and thus they are at greater risk of HIV infection (Ball et al., 1998; Carlson, 

2000; Kral, Bluthenthal, Erringer, Lorvick, & Edlin, 1999). Both shooting galleries and 

house works allow for a person to inject very quickly after the drugs are obtained, and 

thus the appeal of the temporal proximity leads to continued use of these risky services 

(Feldman & Biernacki, 1988). 

Some states and communities in the United States have proposed the legalization 

of supervised injection sites, as part of a harm reduction strategy to reduce the negative 

effects of injecting drugs, by providing clean syringes and injection equipment, as well as 

a safe environment (Breitenbach, 2016). Syringe exchange programs are currently 

available in 196 cities across the United States to provide clean syringes to IDUs to help 

reduce the spread of blood-borne diseases like HIV (North American Syringe Exchange 

Network, 2015). Thus, even if a person is not ready to stop injecting drugs, he can at least 

reduce the risk he is subjecting himself to by using clean syringes. 

The frequency of sharing syringes, the number of individuals with whom a person 

shares syringes and drug paraphernalia, the probability that those syringe-sharing partners 

are HIV-positive, and the way that syringes and equipment are shared, all contribute to 

HIV risk. Kaplan and Heimer (1992) created a mathematical model to determine the 

conditional probability of HIV infection when sharing an HIV-contaminated syringe. The 

model associates HIV infectivity with the prevalence of HIV infection in syringes used 
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by IDUs, the mean shared injection frequency among IDUs, the probability that a syringe 

is cleaned and disinfected prior to use, and the mean AIDS incubation time (Kaplan & 

Heimer, 1992). The model estimated that the average risk of acquiring HIV from an HIV-

infected injection tool was 0.0067 per injection event; this equates to approximately one 

transmission in 150 injection events. For an HIV-negative individual who shares injection 

equipment with an HIV-positive person, the HIV-negative person would have a 49% risk 

of acquiring HIV in the first 100 injection events (Burack & Bangsberg, 1998). 

The Centers for Disease Control and Prevention analyzed data from the National 

HIV Behavioral Surveillance System (NHBS) collected in 2012 (Centers for Disease 

Control and Prevention, 2015h). This analysis found that of IDUs participating, 33.5% 

reported receptive syringe sharing, 57.4% reported sharing drug injection equipment, 

70.0% had unprotected vaginal intercourse, 25.0% had heterosexual anal sex without a 

condom, 5.0% of males had male-to-male sexual contact without a condom, and 49% had 

more than one opposite sex partner in the previous 12 months; 11% of IDUs participating 

tested positive for HIV and 37% of them were previously unaware of their infection 

(Centers for Disease Control and Prevention, 2015h; Spiller, Broz, Wejnert, Nerlander, & 

Paz-Bailey, 2015). The prevalence of unprotected vaginal sex was highest among male 

and female IDUs 18-24 years of age (85.7% and 89.1%, respectively), the prevalence of 

receptive syringe sharing was highest among 18-24 year old IDUs (53.1%), and sharing 

injection equipment was second highest among this group (70.3%) (Centers for Disease 

Control and Prevention, 2015h). Based on analyses of the 2014 National Survey of Drug 

Use and Health (NSDUH), it was found that 74% of IDUs did not use bleach to clean 

their syringes, 43% got their syringe in a “risky” manner, 39% reused a syringe at their 
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last injection event, 18% lent a used syringe to someone else, and 17% injected with 

someone else’s used syringe (Substance Abuse and Mental Health Services 

Administration, 2015). Other risky injection behaviors include: sharing cookers, cotton, 

and rinse water; injecting with other IDUs; splitting drugs wet; backloading drugs; 

sharing syringes receptively; injecting drugs daily; and injecting drugs primarily on the 

street (Des Jarlais, 2003; Thorpe, 2002). 

Young people who inject drugs have most of the same risk factors for HIV as 

older IDUs; however they tend to engage in those risky behaviors more often than older 

IDUs, as was seen in the 2012 NHBS data (Centers for Disease Control and Prevention, 

2015h). Males that inject drugs and who also have sex with men, are at increased risk of 

HIV transmission (Centers for Disease Control and Prevention, 2015d). Studies have 

found that sexual (Latka et al., 2001) and injection (D. C. Des Jarlais, 2003; Jose et al., 

1993; Neaigus et al., 2013; Thorpe, 2002) risk behaviors are highly prevalent among 

young IDUs (18-30 years of age). IDUs 18-29 years of age (38.0%) were found to be 

more likely than individuals 30 and older (23.6%) to engage in both unprotected sexual 

intercourse and receptive syringe sharing (known as dual HIV risk). The younger IDUs 

also had a 160% greater odds of engaging in both of these risk behaviors than neither, 

compared to the older IDUs (Neaigus et al., 2013). Des Jarlais et al. (2003) found that 

among two populations of 18-30 year old IDUs in New York City 63.8% and 43.0% 

shared cooker/cotton/water, 92.2% and 66.7% injected drugs with other IDUs, and 51.5% 

and 38.6% injected drugs daily. A study conducted in the country of Georgia, examining 

risky injection and sexual behaviors among IDUs found that persons 18-30 years of age 

were the most likely (55.3%) to have engaged in unsafe injection at their last drug 
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injection event (Chikovani, Bozicevic, Goguadze, Rukhadze, & Gotsadze, 2011). Unsafe 

injection behavior was defined as the occurrence of at least one of the following: 

injecting with a used syringe, injecting with a syringe left at a place by someone else, 

using a preloaded syringe, sharing drug injection equipment (e.g., container, cotton), and 

using drug solution from a shared container or solution diluted with someone else’s 

blood. Using injection drugs may also reduce one’s inhibitions and increase other risky 

behaviors, like risky sexual behaviors, in order to obtain drugs or they may be coerced 

into doing so (Centers for Disease Control and Prevention, 2015d). 

Men who have sex with men are also at additional risk of acquiring and 

transmitting HIV through drug injecting behaviors. A study of MSMs living with HIV 

who use methamphetamines found that the most commonly reported motivation for its 

use was to enhance sexual pleasure; self-medication of negative feelings associated with 

living with HIV was reported as a motivator as well (Semple, Patterson, & Grant, 2002). 

Methamphetamines are also commonly used in combination with Viagra in this 

population. Spindler et al. (2007) observed that while methamphetamine and Viagra are 

both independently associated with high risk sexual behavior, when this “sex-drug 

cocktail” is used, the risk more than doubles; 19.1% of MSMs using Viagra alone and 

22.6% using methamphetamines alone reported engaging in unprotected insertive anal 

sex, compared to 46.9% of those using them in combination (Spindler et al., 2007). 

Fisher et al. (2011) found that MSMs using both Viagra and methamphetamines were 

more likely to be HIV-positive compared to those using only one or neither of the two. 

They are also more likely to have used cocaine, ecstasy, crack, and GHB/GHL (Fisher, 

Reynolds, Ware, & Napper, 2011). MSMs who use methamphetamines, as well as other 
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drugs, may be more likely to inject the drug as opposed to smoking or snorting it; they 

are also more likely to engage in risky sexual behaviors as a result of the drug use (i.e., 

use condoms less, have more sex partners, engage in receptive anal sex) (Centers for 

Disease Control and Prevention, 2007). 

 Other demographic and behavioral characteristics among IDUs that are 

associated with increased risk of acquiring HIV are living in an area with a high HIV 

prevalence, minority race or ethnicity, low income, male gender, being diagnosed with 

antisocial personality disorder, being homeless, and being incarcerated (Burack & 

Bangsberg, 1998; Centers for Disease Control and Prevention, 2015d). 

Risk and Risk-Taking Among Young Adults 

 It is well documented that adolescents are more likely to engage in risky 

behaviors than are adults, such as reckless driving, use of illicit substances, and 

unprotected sex (Blum, Nelson-Mmari, Collins, & al., 2004; Williams, Holmbeck, & 

Greenley, 2002). However, while clinical and anecdotal evidence suggest that risk 

perception, risk preference, and risky decision-making are heightened in adolescence, 

laboratory studies have not produced consistent results. Steinberg (2008) has argued that 

despite widely-held beliefs about adolescent risk-taking, three major suppositions have 

not been empirically supported: that adolescents are irrational when it comes to 

information processing or think about risk differently than adults; that adolescents are 

more likely than adults to perceive that they are invulnerable to risks; and that 

adolescents are less risk-averse than adults. For instance, Cohn, Macfarlane, Yanez, and 

Imai (1995) found that teenagers perceived greater susceptibility to various health-related 

activities than did their parents. Additionally, those teenagers determined to be at greatest 
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risk for encountering the health-related activities, like getting drunk or using cocaine, 

were the least optimistic about avoiding them. The results of this study did not support 

the common findings that adolescents feel more invulnerable to hazards as their 

perceived susceptibility was greater than their parents (Cohn, Macfarlane, Yanez, & Imai, 

1995). 

 Risk-taking itself generally increases from childhood to adolescence and then 

decreases from adolescence to adulthood. Steinberg (2008) has proposed that around 

puberty the brain’s socio-emotional system leads to increased reward-seeking, 

particularly in the presence of peers, thus leading to increases in risky behaviors; as this 

brain system becomes more sensitive to rewards, social information, and emotions, the 

adolescent is more easily aroused to risky behaviors (Steinberg, 2007). However then the 

brain’s cognitive-control system changes by increasing the individual’s ability to self-

regulate their behaviors; this decreases risk-taking behaviors from adolescence to 

adulthood (Steinberg, 2008). Chein, Albert, O’Brien, Uckert, and Steinberg (2011) 

measured brain activity differences between adolescents (14-18 years), young adults (19-

22 years), and adults (24-29 years) while engaging in a simulated driving game that 

required them to make a series of decisions. Each participant completed the task alone 

and with peers observing. Only adolescents took significantly more risks when peers 

were present; and while differences were not significant for young adults or adults, young 

adults engaged in  more risky behaviors when they were alone as opposed to with peers 

(Chein et al., 2011). Results suggest that the presence of peers increases risk-taking 

behaviors among adolescents due to their heightened sensitivity to the potential rewards 

of risky decisions; however there are not statistically significant differences in the risk-
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taking between young adults and adults (Chein et al., 2011). Similarly, Gardner and 

Steinberg (2005) conducted a study in which adolescents (13-16 years), youths (18-22 

years), and adults (24 and older) completed two survey measures assessing risk 

preference and risky decision-making and one behavioral task assessing risk-taking; 

participants either completed the measures alone or with peers present. Risk-taking and 

risky decision-making were found to decrease as age increased and participants made 

riskier decisions and took more risks when peers were present (Gardner & Steinberg, 

2005). It has been suggested that adolescents’ greater susceptibility to engage in risky 

behaviors is not the result of differences in risk perception or risk appraisal due to age, 

but rather age differences in psychosocial factors that affect self-regulation (Steinberg, 

2004). During adolescence there is a disconnect between novelty of experiences and 

sensation-seeking and the ability to self-regulate oneself; because this disconnect is 

biological, interventions aimed at reducing the harm associated with risk-taking behavior 

may be more effective than interventions focused on increasing education of risk 

(Steinberg, 2004) 

 Brain imaging studies have shown that adolescents achieve adult levels of 

intellectual capability before they achieve adult levels of impulse control (Reyna & 

Farley, 2006). Therefore, while adolescents may be capable of making informed 

decisions, they may not have the capacity to disregard impulses in emotionally charged 

situations (Casey, Jones, & Hare, 2008). And at a time in their lives when they are 

engaging in more socioemotional contexts they therefore may have heightened responses 

to incentives, thereby leading them to engage in risky behaviors. 
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 Conflicting results have been found as to how risk-taking, risk perception, and 

risk preference differ by age. Although adolescents generally engage in more risky 

behaviors than do adults, the reasoning may be more biologically-based than 

perceptually-based. Because the magnitude of the risk-taking differences vary by age and 

the risk in question, comparisons between studies are difficult. The ages that are used to 

define “adolescent”, “youth”, “young adult”, and “adult” vary between studies. And 

although “adolescents” (generally between 13 and 18) typically engage in more risky 

behaviors compared to adults, “youth” and “young adults” (generally 18-23) have shown 

less consistent results when compared to both adolescents and adults. Young adults may 

be at a transitional age in which they are becoming less susceptible to emotional 

situations and becoming better able to regulate their behaviors. However, as these “skill 

sets” are on a gradient, it is likely that there is great variation among young adults. 

Nonetheless, many risky behaviors that are initiated in adolescence increase the risk for 

that behavior in adulthood, and thus reducing risk-taking behaviors among young adults 

would make significant increases in the population’s health as a whole (Steinberg, 2008). 

Previous Research: Perceptions of HIV Disease as a Result of HAART 

The availability and effectiveness of HAART has elicited some changing 

perceptions of HIV disease. These favorable feelings of perceiving living with HIV and 

AIDS to be less severe, believing that the risk of transmitting HIV is less, and feeling it is 

not as necessary to use condoms, are generally referred to as “HIV treatment optimism” 

(Peterson et al., 2012). Significant research has been conducted examining the association 

between HIV treatment optimism and risky sexual behaviors among MSMs because an 

increase in risky sexual behaviors occurred within this population once access to HAART 
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became widespread. Peterson et al. (2012) conducted a study in which they examined 

whether treatment optimism beliefs are associated with unprotected sex among HIV-

positive black MSMs. It was found that black MSMs who were less motivated to use 

condoms because of HIV treatment were more likely to engage in unsafe sex than those 

with more motivation, and that those perceiving a lower level of susceptibility to 

transmitting HIV were more likely to engage in unprotected anal intercourse than those 

with a higher perceived susceptibility. An insignificant association was found between 

the severity of HIV and unprotected sex, given current treatments that are available; this 

lack of association may reflect the diverse treatment experiences of black MSMs that 

may or may not affect their perceptions of HIV severity and impacts on quality of life 

(Peterson et al., 2012). General optimism that HIV treatments can make the disease 

manageable does not seem to result in increased sexual risk-taking behaviors; however, 

specific beliefs about the effects of treatment on infectiousness and the need for condoms 

may lead to increased sexual risk-taking. 

Brennan et al. (2010) found that racially-diverse HIV-positive MSMs who 

believed that having a low or undetectable viral load or that being on HIV treatment 

reduces HIV transmission, were significantly more likely to engage in risky sexual 

behavior. The effects of condom motivation and perceived severity of living with HIV on 

sexual risk-taking behavior varied by racial group; white MSMs were more likely to 

report decreased motivation to use condoms than were black and Latino MSMs, while 

white MSMs reported higher levels of perceived HIV severity than black and Latino 

MSMs (Brennan et al., 2010). Similar to Peterson et al. (2012), Brennan et al. (2010) 

found that sexual risk-taking seems to be related to a person’s beliefs about how HAART 
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affects the transmissibility of HIV, rather than being related to a person’s perceptions of 

the severity of living with HIV. 

Crepaz, Hart, and Marks (2004) conducted a meta-analytic review to examine the 

prevalence of unprotected sex among MSMs since HAART became available. The 

likelihood of unprotected sex was found to be 82% greater among people who believed 

that HAART reduces HIV transmission or who were less concerned about engaging in 

unsafe sex because of the availability of HAART as compared to those not having these 

beliefs (Crepaz et al., 2004). Research therefore supports that HIV-positive MSMs do 

seem to have a “HIV treatment optimism” belief. Although evidence primarily supports 

the facet of it regarding the transmissibility of HIV as a result of HAART, the behaviors 

of certain subgroups may be in part also motivated by their perceptions of the severity of 

living with HIV disease. 

Research examining these trends among heterosexuals and injection drug users is 

limited and generally not as current as the research that has examined these perceptions 

among MSMs. According to Lehman et al. (2000) 31% of gay men, IDUs, and 

heterosexual men and women surveyed between 1998 and 1999 said that they were less 

concerned about acquiring HIV since HAART became available; 17% indicated that they 

were taking fewer safety precautions (i.e., using condoms, not sharing needles) since they 

learned about HAART (Lehman et al., 2000). Also in 1999, Catz, Meredith, and Mundy 

(2001) found that HIV-positive women were developing a diminished perception of the 

severity of HIV, although not necessarily reduced infectivity. Thirty-five percent of the 

women in the sample engaged in unprotected sex or had been diagnosed with an STD in 

the previous six months and 15% stated they practiced safe sex less often since the advent 
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of HAART, yet only 5% believed that reductions in viral load as a result of HIV 

medications indicated that practicing safe sex was not important (Catz, Meredith, & 

Mundy, 2001).  

Results of studies examining IDUs’ perceptual changes of HIV after the 

availability of HAART appear mixed. Tun et al. (2004) examined the risky sexual and 

drug injecting behaviors of HIV-positive IDUs after beginning HAART. They 

determined that 26.3% of participants engaged in unprotected sex after initiating 

HAART, including 48.0% of whom had not engaged in unprotected sex during the one 

year before beginning HAART (Tun, Gange, Vlahov, Strathdee, & Celentano, 2004). 

Additionally, 48.9% reported injecting drugs after initiating HAART, with 15.1% of 

whom had not injected drugs within the year prior to HAART initiation; 26.3% shared 

needles after beginning HAART, including 52.0% of whom had not done so in the year 

before beginning HAART. Tun et al. (2003) also examined both HIV-seropositive and 

seronegative IDUs’ perceptions of HIV treatment to determine the association with 

unprotected sex and needle sharing. They found that two-thirds of participants who were 

sexually active engaged in unprotected sex, while about half of those injecting drugs 

shared needles (Tun et al., 2003). Among those IDU participants who were HIV-

seropositive, engaging in unprotected sex was significantly associated with believing that 

HIV treatments decrease HIV transmissibility, while among HIV-seronegative 

participants unsafe sex and injection behaviors were significantly associated with risk 

reduction fatigue. Dissimilarly, a study conducted in France from 1996-1998 with HIV-

positive IDUs found that the proportion who reported engaging in unprotected sex 

significantly decreased among those who initiated HAART, but not among the rest of the 
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sample (Bouhnik, 2002). Therefore, the use of HAART was found to be associated with 

reduced sexual risk-taking behaviors. A more recent study by Marshall et al. (2010) 

found no association between ART initiation and sexual activity, unprotected intercourse, 

or having multiple sexual partners; however, the study was not able to assess participants’ 

perceptions of ART’s ability to reduce HIV transmissibility (Marshall et al., 2010). 

Perhaps, as people have developed a more accurate and complete understanding over 

time of how antiretrovirals work, IDUs are recognizing the importance of continuing to 

refrain from engaging in risky behaviors even when on HAART.  

Little is known about the perceptions of HIV-negative heterosexuals and injection 

drug users as research has not been conducted with these individuals to assess their 

perceptions of HIV and HAART. Furthermore, there is a gap in the literature surrounding 

the current perceptions of young adults concerning HIV and HIV treatment. However, 

research was conducted during the early stages of the HIV epidemic to assess young 

adults’ HIV attitudes and behaviors. 

Klepinger, Billy, Tanfer, and Grady (1993) examined the perceived risk of HIV, 

perceived HIV status, perceived severity of AIDS, personal concerns related to AIDS, 

and risky sexual behaviors of men aged 20-39. Although all groups overestimated their 

perceived risk of contracting HIV under certain circumstances, men 20-24 years old had 

the greatest overestimations. Despite these overestimates, their ranking of relative risk by 

transmission was congruent with medical evidence (Klepinger et al., 1993). Young men 

20-24 were also the most likely to think there was zero chance that they were already 

infected with HIV (62.5%), but also the most likely to believe that there was a greater 

than 50% chance that they were already infected (6.4%). Perceived HIV status was 
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significantly related to education level, with more educated respondents being more 

likely to report some chance of being infected with HIV and less likely to report no 

chance of being infected. Regarding perceived severity of HIV, 20-24 year olds were the 

least likely to believe that AIDS destroys the immune system, there is no cure, or that 

death occurs within five years; however they were the most likely to believe that there 

will be a cure in five years (Klepinger et al., 1993). As a whole the men’s perceived 

severity and risk of HIV did not seem to affect their sexual behaviors. While the men 

recognized that certain behaviors put them at risk of contracting HIV, their prior 

behaviors (and outcomes of those behaviors) significantly influenced their perceived risk 

(Klepinger et al., 1993). 

Although few studies have looked at young adults’ HIV perceptions and 

behavioral correlates, those that have, have tended to focus on the college student 

population. Lewis, Malow, and Ireland (1997) conducted a meta-analysis of HIV risk in 

heterosexual college students. They found that while college students are generally highly 

knowledgeable about HIV basics, they continue to accept misperceptions about disease 

transmission. Those who engage in risky behaviors have greater perceived susceptibility 

and tend to experience anxiety about disease transmission as a result. However, they tend 

to not communicate with their partners about safe sex practices or regularly use condoms 

(Lewis et al., 1997). DiClemente, Forrest, and Mickler (1990) found that 37% of a 1,127 

college student sample never used condoms during sexual intercourse in the previous 

year and two-thirds used condoms less than half of the time. Although many of the 

students reported increasing health-protective behaviors, most had multiple sex partners 

and had never used condoms in the prior year (DiClemente et al., 1990). Butcher, 
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Manning, and O’Neal (1991) found similar results in a study of 17-24 year old college 

students. Although 87% of survey participants believed that condoms are an effective 

means of preventing HIV, only 15% reported always using condoms during sexual 

intercourse; 29% stated that they never used condoms (Butcher et al., 1991). 

Furthermore, 21% of females and 17% of males indicated they had ever had sexual 

intercourse without a condom because of embarrassment. 

Young adults have also been found to have perceptions of invulnerability towards 

HIV. Millstein and Halpern-Felsher (2003) assessed risk judgments and perceptions of 

invulnerability among adolescents and young adults 20 to 30 years of age. Various 

hazards were evaluated including the chance of getting a STD from one instance of 

unprotected sex with a partner, the chance of getting HIV from one instance of 

unprotected sex with a partner, the chance of getting pregnant after one instance of 

unprotected sex with a partner, the chance of getting a STD after finding out your partner 

has one, and the chance of getting HIV after finding out your partner has a STD 

(Millstein & Halpern-Felsher, 2003). The young adults had significantly greater 

numeracy-adjusted risk judgments for the hazards associated with unprotected sex with a 

partner compared to the adolescent groups; however they had significantly lower risk 

judgments for hazards in which their partner hypothetically had a STD. Additionally, the 

young adults’ risk judgments for pregnancy (28.6) were over twice that of contracting 

HIV (11.5), indicating that pregnancy was perceived as a more likely outcome of 

unprotected sex than was HIV infection, or even STD contraction. The young adults were 

more likely than the adolescents to perceive themselves as invulnerable, possibly because 

the adolescents, as they  have been taught, are more likely to believe that risky behaviors 
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mean significant risks (Millstein & Halpern-Felsher, 2003). The young adults, however, 

have learned through maturation and increased observation of peers’ risky behaviors that 

negative outcomes are not typically the result of risky behaviors. Similarly, in a more 

recent study conducted by Inungu, Mumford, Yuonis, and Langford (2009), it was found 

that 86.8% of college students did not perceive themselves as being at risk of contracting 

HIV. Due to their perceived invulnerability and misconceptions about HIV transmission 

modes, despite reporting being highly familiar with HIV and its transmission, many of 

the students engaged in risky sexual behaviors (Inungu et al., 2009).  

Overall, early studies of young adults’ perceptions of and behaviors related to 

HIV reveal that young adults have a tendency to perceive themselves as being 

invulnerable to HIV even though they admit to engaging in risky sexual behaviors; 

however, they do not necessarily perceive the behaviors as being risky. And while they 

perceive condoms to be an important method of protecting oneself from HIV, they tend 

to not use them. Young adults’ knowledge level of HIV and belief in misconceptions 

about HIV transmission may lead them to incorrectly assess what constitutes a risky 

behavior and what their actual risk is of contracting HIV. 

Rationale for Research Questions 

 The following provides a brief summary of the reasons for pursuing the three 

proposed research questions in this study. 

Research Question 1: What are young adults’ current perceptions of HIV? 

Specifically, do they have a fear of HIV and how do they perceive their susceptibility to 

HIV and the severity of living with HIV? 
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Over the last 35 years the information known about HIV has changed greatly, 

including an understanding of exactly how the disease is transmitted, the development of 

countless antiretroviral medications to help treat the disease, and techniques to reduce 

one’s chance of acquiring the disease based on the behaviors and factors that place a 

person at risk of the disease. Despite the significant increases in HIV-related knowledge, 

people continue to become infected with the disease; and although the incidence of HIV 

is decreasing within many age groups, the incidence among 18-24 year olds is on the rise. 

Why is this trend occurring? 

To date the literature includes little to no information regarding young adults’ in 

the United States current perceptions of HIV and how those perceptions influence their 

risk-taking behaviors. Although research was conducted on various groups of young 

adults during the early stages of the HIV epidemic to understand their opinions and 

attitudes towards HIV (Butcher et al., 1991; DiClemente et al., 1990; Inungu et al., 2009; 

Klepinger et al., 1993; Lewis et al., 1997; Millstein & Halpern-Felsher, 2003), research 

of late has not examined how young adults’ perceptions have changed as the 

understanding of the disease has progressed. Current literature has focused almost 

exclusively on examining the perceptions of HIV-positive MSMs to determine how their 

perceptions towards HIV have changed since the advent of HAART and how their risk-

taking behaviors have changed as a result.  

The extensive research that has been conducted among HIV-positive MSMs, 

particularly examining the concept of “HIV treatment optimism” (Hanif et al., 2014; 

Peterson et al., 2012; Tully et al., 2015), shows that many MSMs believe that once a 

person is taking HAART that his susceptibility to transmit the HIV virus to others is 
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significantly reduced; therefore, many MSMs lack the motivation to use condoms or to 

take other sexual preventative measures to reduce the transmission of HIV. It has not 

been consistently found, however, that perceptions of the severity of living with HIV 

have an effect on risky behaviors. Numerous theories of health behavior posit that 

perceived susceptibility to a disease and perceived severity of the disease combine to 

inform a person’s perception of threat and risk (Kalichman, Nachimson, Cherry, & 

Williams, 1998). Therefore, in order to further assess young adults’ perceptions of HIV, 

these same facets are of interest. Perceived susceptibility to contracting HIV and 

perceived severity of living with HIV will be examined in order to determine if they have 

an influential role in young adults’ current perceptions of HIV, risk perception of HIV, 

and resultant behaviors. 

Of the research more recently conducted with young adults in the United States 

on HIV perceptions, it has focused on those young adults who have already been 

diagnosed with HIV disease (Fu et al., 2012; Tully et al., 2015; Veinot et al., 2006), 

rather than ascertaining the perceptions of those persons still at risk of acquiring it. The 

perceptions of individuals with HIV and without HIV will greatly differ, and thus to 

reduce incidence, it is necessary to understand those factors of influence among persons 

still at risk of the disease. By conducting prospective research we will gain a better 

understanding of young adults’ current perceptions of HIV, including how they perceive 

their susceptibility to acquiring HIV and the severity of living with HIV, and whether or 

not they have a fear of HIV. This will help determine what the deterrent effect of the fear 

of HIV disease is and thus will help guide future HIV prevention messaging. 
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Research Question 2: What factors do young adults consider to be important 

when making decisions about engaging in risky behaviors? Is Social Cognitive Theory a 

valid and useful framework for explaining changing perceptions of HIV among young 

adults? 

Older individuals, who lived through the 1980’s and 1990’s, witnessed the effect 

that HIV had on certain subgroups and communities. The magnitude of the HIV epidemic 

was recognized through the negative lifestyle changes, severe illnesses, and death that 

occurred among individuals with HIV or AIDS. As a result, many people developed a 

fear of acquiring the disease. This led people to learn and accept the behaviors that put a 

person at risk of acquiring HIV and thus they either refrained from engaging in those 

behaviors or took preventative measures to reduce their risk of being exposed to the 

disease. However, once HAART was developed and the morbidity and mortality of HIV 

significantly declined, public opinion towards HIV shifted. Chatterjee et al. (2011) 

proposed that more young adults and adolescents are now injecting drugs for this very 

reason; in neighborhoods where injection drug use is prevalent, adolescents and young 

adults no longer witness extensive morbidity and mortality as a result of HIV disease. 

Instead they observe older adults engaging in injection drug use and either not 

contracting HIV, or if they do, they simply take antiretrovirals to manage the disease. 

According to Social Cognitive Theory, these observations would serve to reduce the 

deterrent effect of the fear of HIV, consequently stopping fewer young adults from 

refraining to engage in drug injecting behaviors (Chatterjee et al., 2011). By the same 

token, this concept can be applied to young adults’ increased engagement in risky sexual 

behaviors as well. If young people do not feel they are at risk of acquiring HIV by 
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engaging in certain behaviors (e.g., drug injecting behaviors, risky sexual behaviors) 

because they see others engaging in these same behaviors and not having significant 

negative consequences (i.e., HIV infection), then young people will be more likely to 

initiate or continue engaging in these risky behaviors. Young adults are not witnessing 

HIV effects of a significant enough severity to sway their perceptions and resulting 

behaviors. 

According to Social Cognitive Theory, health behavioral change is the result of 

the interaction between one’s environment, personal factors, and the behavior itself. It is 

theorized that behavior is influenced by observational learning, reinforcements, and 

outcome expectations, as well as the person’s perceived capability and self-efficacy to 

perform the behavior. Therefore, if young adults repeatedly witness those around them, 

whether they are family, friends, or neighbors, engaging in drug injecting or risky sexual 

behaviors and not contract or die from HIV disease, then they are not likely to form 

expectations of HIV acquirement as a result of these behaviors. Repeated exposure to 

these behaviors and outcomes will serve to reinforce the outcome expectations for these 

young adults, leading to the belief that HIV infection or HIV-related death does not result 

from injection drug use or engaging in risky sexual behaviors. They will therefore not be 

influenced to avoid these risky behaviors so as to reduce their risk of acquiring HIV. 

Little is known about the perceptions of young adults in the United States 

concerning the current state of HIV. It is therefore important to gain a more 

comprehensive understanding of those factors influencing the decisions to engage in 

behaviors that place young adults at risk of acquiring HIV disease. By identifying the 

factors most influential in these decision-making processes, health educators can develop 
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HIV prevention messages that are more appropriate and more relevant to young adults in 

the 21
st
 century. 

Research Question 3: Can perceptual mapping be used to strengthen the 

understanding of the factors that provoke and dissuade risky behaviors that place a person 

at risk of acquiring HIV? How do the perceptual maps of certain subgroups differ from 

one another? 

Perceptual mapping will be used to visually depict young adults’ perceptions of 

HIV, as well as the factors that influence their decisions to engage in or refrain from 

engaging in HIV-related risky behaviors. Perceptual mapping broadly refers to 

techniques used to graphically depict a person’s or group’s perception of a concept, like 

the susceptibility to acquiring HIV if a condom is not used during sexual intercourse, by 

displaying similarities and differences between conceptualizations that affect the decision 

or outcome of interest (Bass, Gordon, Ruzek, & Hausman, 2008). Using 

multidimensional scaling analysis methods, perceptual mapping can be used to identify 

how factors are related to the individual or group, but also to each other, and to determine 

which factors are most influential in behavioral outcomes (Borg & Groenen, 2005). The 

influential attributes are those qualities that are perceived as being important, but that are 

also seen differently across behaviors. An attribute may be regarded as highly important, 

however if it is not different across behaviors then that attribute will not be influential in 

decision-making (Kohli & Leuthesser, 1993). For instance, if susceptibility to acquiring 

HIV is perceived as being the same whether a condom is used versus if one is not used, 

then susceptibility will not be an influential factor in the decision-making process. 

Ultimately, the generated perceptual maps create a three-dimensional visual depiction of 
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how a person or group perceives a decision or experience by comparing how they relate 

factors and attributes to each other and to themselves. Used in commercial marketing to 

understand purchasing behavior, this method can also be used to discern differences 

between sub-segments of a population to understand potential differences in intervention 

strategies (Bass, Gordon, et al., 2016; Bertoni et al., 2011; Gordon et al., 2014).   

If a researcher understands the factors affecting a person’s behavior, he should be 

better able to design a message that addresses those factors perceived as most important 

to the individual in order to provoke a behavior change. Therefore, the generation of 

perceptual maps will help us to better understand which factors are most influential in 

provoking and dissuading young adults from choosing to engage in risky behaviors, and 

whether those messages need to differ depending on the subgroup. If public health 

educators can more accurately understand what factors lead young adults to engage in 

risky behaviors compared to risk reduction behaviors, then the appropriate factors can be 

focused on in future educational messaging in order to reduce sexual and drug injecting 

risk behaviors, and consequently stop the growing incidence of HIV among young adults. 

Significance of the Research 

The 35 years of HIV disease in the United States have seen immense differences, 

not only in the understanding of the disease and its outcomes, but also the face of the 

disease. In the early period of the epidemic, those most frequently infected were white 

men who have sex with men (MSM) living in urban areas or male injection drug users 

(IDU) (National Institute of Health, 2012). Now however, non-Hispanic black males and 

Hispanic males are disproportionately affected, particularly among MSMs and youth 13 

to 24 years of age (Centers for Disease Control and Prevention, 2012a, 2015a). 
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Adolescents and young adults overall are disproportionately affected by HIV disease. In 

2010, youth aged 13 to 24 represented an estimated 26% of new HIV cases, despite 

accounting for only 17% of the United States’ population (Centers for Disease Control 

and Prevention, 2012a; Whitmore et al., 2012). This is a 30% increase from 2007, in 

which only 20% of new HIV infections occurred among this age group (Centers for 

Disease Control and Prevention, 2012a). 

Comulada et al. (2003) reported that the perceptions of young adults concerning 

HIV and its transmissibility are changing. They found that patterns of transmission 

behavior changed significantly over time with 22% of HIV-seropositive young adults 

engaging in these behaviors in 1993-1994; by 1999-2000 45% of young people living 

with HIV disease had recently engaged in activities that could transmit HIV (Comulada, 

Swendeman, Rotheram-Borus, Mattes, & Weiss, 2003). This change suggests that 

perceptions and expectations of the consequences of HIV-related risky behaviors among 

young adults may be shifting. 

Significant research has been geared towards better understanding the changing 

perceptions of individuals living with HIV disease, particularly among MSMs, since the 

advent of HAART. Evidence suggests that adult MSMs may be more likely to engage in 

risky sexual behaviors if they believe that HAART reduces the transmissibility of HIV or 

that condoms are not necessary, yet their perceptions of the severity of living with HIV 

disease does not seem to significantly affect their behaviors. An incorrect understanding 

of the transmissibility of HIV as a result of using HAART, or it being available for use, 

could potentially lead to a significant spread of the disease. According to past evidence, 

individuals who believe that they will not spread HIV to others simply because they are 
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taking HAART are more likely to engage in risky sexual behaviors that could result in 

the transmission of HIV.   

Although research has examined the changing perceptions of MSMs already 

living with HIV disease, no prior research has been performed to ascertain the current 

perceptions of young adults who are at great risk of contracting HIV due to their 

engagement in risky behaviors, as well as how their perceptions may influence their 

engaging in behaviors that would put them at risk of acquiring HIV. With evidence that 

risky behaviors are increasing among young adults, it is necessary to understand the 

factors driving these shifting perceptions so that the appropriate education and 

preventative measures can be made available to aid in risk-taking decision-making. 

As this review of the literature indicates, the issue of young adults increasingly 

engaging in behaviors that place them at risk of acquiring HIV is critical as HIV 

incidence is growing amongst this group. The need for research of this type to be 

conducted is emphasized by the gap in the literature and the growing calls for further 

evaluation. Chatterjee et al. (2012) noted that future research should examine and test the 

competing explanations for the increases in HIV-related risk-taking behaviors, 

particularly injection drug use, among young adults. Specifically this research aims to 

contribute to the improved understanding of the perceptions and factors affecting the 

decision-making associated with engaging in HIV-related risk-taking behaviors by 

determining what the deterrent effect of the fear of HIV disease is among young adults, 

and using innovative methods to inform intervention development. 
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CHAPTER 3 

METHODOLOGY 

Overview 

The purpose of this study was to understand the deterrent effect of the fear of HIV 

disease among young adults 18 to 24 years of age and how that is associated with HIV-

related risky behavior decision-making. In order to achieve a more complete and accurate 

understanding of the changing perceptions of HIV disease held by HIV-negative young 

adults, particularly surrounding the acquirement and transmission of HIV, this 

exploratory research sought to utilize both qualitative and quantitative methods. A two-

phase, mixed-methods approach was therefore used to examine the research questions. In 

order to quantitatively assess young adults’ perceptions of HIV to generate perceptual 

maps, it was first necessary to conduct qualitative interviews and focus groups with 

young adults to gain a richer, more comprehensive level of understanding of their HIV 

risk perceptions, decision-making processes, and risky behaviors. The ideas and themes 

derived from the qualitative interviews and focus groups were then used to inform the 

development of a quantitative perceptual mapping survey that was used to visually depict 

young adults’ HIV perceptions and factors influencing behavioral decision-making. 

Theoretical Foundation 

In order to assess young adults’ perceived risk of HIV, as well as which 

characteristics of HIV affect those perceptions, the psychometric paradigm was used as a 

guide to inform Phase I interview and focus group questions. The constructs of Social 

Cognitive Theory were also used to drive Phase I question development in order to assess 

whether key theory constructs like behavioral capability, observational learning, outcome 
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expectations, reciprocal determinism, reinforcements, and self-efficacy, are an effective 

framework for explaining young adults’ perceptions of HIV. As the Phase II survey was 

derived from the information collected in Phase I, Phase II was also informed by the 

concepts of the psychometric paradigm and Social Cognitive Theory. 

Psychometric Paradigm 

People respond to dangers in different ways. The evaluation of risk is 

fundamentally subjective and therefore prone to distortions due to a person’s biases 

(Slovic, Fischhoff, Lichtenstein, & Roe, 1981). The magnitude of risk and the extent to 

which a person is prepared to accept a risk is thus dependent on the type of risk, personal 

experiences, the person’s beliefs and attitudes, as well as a variety of cultural influences 

like cultural norms, value systems, and cultural individuality (Rohrmann, 2008). 

Perceptions of risk influence the behavior a person engages in or does not engage in and 

so if a person’s perceptions are incorrect or flawed then any efforts of protection are 

unlikely to be successful. It is therefore important to understand perceptions of a danger 

or hazard in order to affect individual and public responses to risk. By studying risk 

researchers can better understand how risk perception affects behaviors, the conditions 

under which risk perceptions are increased or decreased, the circumstantial factors that 

affect risk perceptions, and how to develop appropriate and relevant health 

communication messages and strategies (Jenkin, 2006). 

But what specific factors influence whether a person takes or avoids risks? 

Intuition is the predominant method by which people determine risk. This quick and often 

automatic assessment of risk is based on experienced feelings and affect or emotion 

(Slovic, Peters, Finucane, & MacGregor, 2005). “The affect heuristic” is a term that has 
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been used to describe the reliance on feelings and emotions to inform the decision-

making process; people therefore judge a risk not only by what they think about it, but 

also by how they feel about it (Slovic & Peters, 2006). A person may use his affective 

response to a risk to judge the significance of the risk (Pachur, Hertwig, & Steinmann, 

2012). These inferences are often utilized to make a difficult mental task simpler, and 

while valid under certain circumstances, they may lead to biases with significant 

consequences under others. The “availability heuristic”, on the other hand, is the manner 

in which people judge a risk according to the frequency of an event’s occurrence or the 

ease with which an occurrence comes to mind (Tversky & Kahneman, 1973). Yet, these 

judgments may be incorrectly affected by limited knowledge of relevant occurrences, 

inaccurately judging the frequency of lethal events, biased news coverage, people’s 

tendency to view themselves as immune, and failure to recognize the limits of available 

data (Pachur et al., 2012; Slovic et al., 1981). Overconfidence in one’s judgements based 

on affect, as well as an inability to reconcile conflicting opinions about risk, may also 

lead to judgmental biases in risk perception (Slovic et al., 1981). 

Risk is therefore based on perception rather than fact. Furthermore, the average 

person’s perception of risk is based on qualitative characteristics like voluntariness, 

control, and newness of the risk, rather than quantitative characteristics like the expected 

number of fatalities, as is the factor affecting experts’ ratings of risk (Marris, Langford, 

Saunderson, & O’Riordan, 1997). Thus, while risk is socially constructed, it is 

psychologically-oriented. The psychometric paradigm or model was developed by Slovic, 

Fischhoff, and Lichtenstein to explain why people perceive different hazards differently, 

as well as why different people perceive the same hazard differently (Fischhoff, Slovic, 
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Lichtenstein, Read, & Combs, 1978; Siegrist, Keller, & Kiers, 2005). The purpose of the 

model is, therefore, to identify the factors that affect risk perception. The psychometric 

paradigm is based on techniques that collect and analyze a person’s subjective rating of a 

variety of qualitative scales, such as new vs old and voluntary vs involuntary (Sjoberg, 

2000a). The ratings are then used to formulate a “personality profile” of hazards; 

although an aggregate mean score of each rating is generally calculated for the group, 

factors such as gender, race, and ethnicity can be used to examine between-group 

differences (Marris et al., 1997). The initial nine rating scales were: voluntariness of the 

risk, immediacy of the effect, knowledge about risk to the exposed, knowledge about risk 

to science, control over the risk, newness or familiarity of the risk, chronic or catastrophic 

risk, common or dreaded risk, and severity of the consequences (Fischhoff et al., 1978). 

The nine characteristics are often reduced to two underlying factors through factor 

analysis: “unknown risk”, the vertical factor, is highly correlated with newness, scientific 

knowledge, and delay of the effects at one end, and the opposite at the other; and "dread 

risk”, the horizontal factor, is highly correlated with lack of control, dread potential, and 

fatal consequences, with one end being those that are certain to be fatal and the other 

being those causing injuries rather than fatalities (Siegrist et al., 2005; Slovic et al., 

1981).  

Other risk characteristics have been incorporated into the model with additional 

research, including delayed consequences, increasing risk, preventability of the hazard, 

inequitability of risks and benefits, whether the hazard affects future generations, if it 

threatens global catastrophe, if the hazard can be easily reduced, personal impact of the 

risk, and observability of the exposure to the risk (Fischhoff et al., 1978; Jenkin, 2006; 



60 

 

Slovic et al., 1981). With the addition of these other characteristics, a third underlying 

factor was identified, “exposure”, and is correlated with the rater’s personal exposure and 

number of people exposed (Slovic, Fischhoff, & Lichtenstein, 1985). Immoral risk and 

tampering with nature have also been included in more recent studies of the psychometric 

paradigm (Sjoberg, 2000b), and result in a fourth factor (Sjoberg, 2000a). Table 1 below 

includes all 19 characteristics that have been included in the paradigm.  

Although most psychometric studies have looked at multiple different hazards, 

the model can be adapted to accommodate an in-depth study of a single hazard. Single-

hazard domains with diverse hazard scenarios have been studied for automobiles and 

railroad transportation (Slovic, 1987). It is therefore possible and reasonable to apply the 

psychometric paradigm to HIV and its related risk behaviors. The psychometric paradigm 

was thus used to inform the framework of the qualitative phase of this study, as well as 

the quantitative phase, by elucidating the qualitative aspects of the paradigm of 

participants’ perceptions of HIV risk. 
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Table 1 

Qualitative Dimensions of Risk Used in the Psychometric Paradigm (Jenkin, 2006) 

Dimension Description 

Voluntariness The extent to which exposure to the hazard is voluntary. 

Immediacy The extent to which the consequences are noticed immediately. 

Knowledge of 

exposure 

The extent to which a person knows if he has been exposed. 

Expert knowledge The extent to which experts know about the hazard. 

Controllability 
The extent to which a victim can control the severity of 

consequences due to exposure. 

Novelty The extent to which the hazard is new to society. 

Catastrophic potential How many fatalities occur at once. 

Dread The extent to which the effects of exposure are dreaded. 

Severity The extent to which the consequences of exposure are severe. 

Delayed The extent to which the consequences of exposure are delayed. 

Certainly fatal The extent to which exposure will definitely cause fatality. 

Increasing The extent to which the risk is increasing over time. 

Preventability The extent to which the hazard is preventable. 

Inequitable 
The extent to which risks and benefits are not equally distributed 

across society. 

Affects future 

generations 

The extent to which the hazard will affect future generations. 

Global catastrophe The extent to which the hazard threatens a global catastrophe. 

Easily reduced 
The extent to which risk associated with the hazard can be easily 

reduced. 

Personal impact The extent to which the risk affects the respondent personally. 

Observability The extent to which the effects of exposure are observable. 

 

  



62 

 

Social Cognitive Theory 

It  has been proposed that injection drug use is now more prevalent among young 

adults and adolescents than in the past because they no longer witness widespread 

morbidity and mortality as a result of HIV disease (Chatterjee et al., 2011). With the 

expectation decreasing that HIV will result from injection drug use because it is no longer 

frequently observed as an outcome of older adults engaging in injection drug use, young 

adults’ perceived fear of HIV has changed. According to Social Cognitive Theory (SCT), 

observations such as individuals no longer contracting HIV from engaging in injection 

drug use would serve to reduce the deterrent effect of the fear of HIV, leading young 

adults to be less concerned about the consequences of engaging in such behaviors, and 

therefore less deterred from engaging in them. Parallel to observing the morbidity and 

mortality of HIV associated with injection drug use having significantly declined, if 

young adults are aware of individuals engaging in risky sexual behaviors and not 

encountering HIV, their perceived fear of HIV is likely to be reduced; and if the deterrent 

effect of the fear of HIV is lessened there will likely be an effect on the sexual risk-taking 

behaviors that young adults engage in as well. It is therefore of interest to examine 

whether or not Social Cognitive Theory is a valid framework for explaining young 

adults’ changing perceptions of HIV and resulting behaviors (Research Question #2). 

People are able to act in a certain manner in order to produce certain desired 

results. Personal agency allows people to control their thoughts, motivations, emotions, 

and actions, in part based on the experiences that person has gone through, but even more 

so as a result of the effects of the interplay between personal and situational influences 

(Bandura, 1999). As a person learns from his experiences he is able to make assessments 
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of his capabilities, anticipate the likely results of an action or situation, identify socio-

cultural opportunities and limitations, and adjust his behavior as necessary. Belief 

systems like these form into a working model of the world that allow a person to achieve 

the desired results and prevent the undesired ones based on his behavior (Bandura, 1999).  

In Social Cognitive Theory the behaviors a person engages in are deliberate, and 

are not merely the result of environmental events occurring around them; their belief 

systems, drawn from previous experiences, give their actions and goals meaning and 

direction, allowing them to influence their environment just as the environment 

influences them (Bandura, 1997). This form of agency is known as emergent interactive 

agency because a person neither fully acts as an autonomous agent, nor solely reacts to 

the external influences around them (Bandura, 1986, 1997). While the human mind is 

reactive, it is also creative, reflective, and proactive in order to allow a person to 

formulate future courses of action, judge the expected value of an action, implement the 

action based on the desired outcome, and assess the appropriateness of their decision 

based on the outcome of the situation (Bandura, 1999). Social Cognitive Theory explains 

psychosocial functioning as being the result of a three-part, bi-directional interaction 

between internal personal factors (cognitive, affective, biological events), behavioral 

patterns, and environmental events (imposed environment, selected environment, and 

constructed environment); this is referred to as reciprocal determinism (Bandura, 1986, 

1997). The manner in which each facet affects the others depends on the activities, 

situational circumstances, and socio-structural constraints and opportunities. Behavior is 

therefore the result of the interplay between a person’s individual attributes and behaviors 

and the social settings of which he is a part of (Bandura, 1982). 
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Social Cognitive Theory was developed by Albert Bandura (1986) as an 

expansion on Social Learning Theory, in which people learn from observing, imitating, 

and modeling the behaviors of others. However, behavior is not merely the result of 

mimicking the actions of others; cognitive functions serve to generate new behavioral 

patterns by allowing a person to move beyond what he has seen or heard based on a sense 

of personal control (Luszczynska & Schwarzer, 2005). This sense of perceived self-

efficacy relates to the personal agency a person has over his actions, but also results from 

judgments based on the behaviors a person has observed others engaging in, the expected 

outcomes of a behavior, the person’s ability to perform an action, as well as the manner 

in which these personal attributes affect and are affected by environmental factors 

(Bandura, 1997; Luszczynska & Schwarzer, 2005). SCT encompasses interpersonal 

factors that affect behavior by considering how social context and environment influence 

a person’s behaviors. The interaction between environment, personal factors, and aspects 

of the behavior itself therefore generate a particular behavior.  

The key constructs of SCT are (Bandura, 1986; Luszczynska & Schwarzer, 2005; 

McAlister, Perry, & Parcel, 2008): 

 Reciprocal determinism: The reciprocal relationship between a person’s internal 

factors, his behavior, and his environment; just as one’s environment can affect an 

individual and his behavior, an individual can regulate his own behavior thereby 

influencing his environment. 

 Behavioral capability: The knowledge and skill a person has to complete a 

behavior. 
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 Observational learning: Individuals can learn a behavior by seeing others perform 

that behavior. If individuals see others successfully model a behavior, they can 

also perform the behavior successfully. 

 Reinforcements: The responses to a person’s behavior that increase or decrease 

the likelihood of the person performing the behavior again. 

 Outcome expectations: The beliefs a person has about the anticipated 

consequences of a behavior that can influence the successful completion of the 

behavior. They are the result of past experience and affected by the value that 

person has placed on the outcome. 

 Self-efficacy: The confidence a person has in his ability to resist temptation, cope 

with stress, and successfully perform a behavior to bring about the desired 

outcome. A person’s level of perceived self-efficacy is believed to help facilitate 

outcome expectations. 

Social Cognitive Theory on its own is not often used to predict risk-taking 

behaviors because its framework lacks cognitive factors such as attitudes and perceptions 

that significantly impact risk-taking behavior. Yet, certain constructs of its framework, 

like self-efficacy, are often paired with other more cognitive-focused theoretical models 

(Banikarim, Chacko, Wiemann, & Smith, 2003; Boyer et al., 2000; Hutchinson et al., 

2003; Reid & Aiken, 2011). The combination of the psychometric paradigm and SCT 

allows for the inclusion of both cognitive factors, as well as the influence of social 

factors, and thereby enhances the utility of these theories in explaining the influence of 

the deterrent effect of the fear of HIV among young adults, other factors affecting their 

perceptions of HIV disease, and how their HIV-related risky behavior decision-making 
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has been impacted. Therefore, as Research Question #2 of this study is to explore 

whether Social Cognitive Theory is a valid framework for explaining current perceptions 

of HIV among young adults, the constructs of SCT were also used in the development of 

the qualitative, as well as the quantitative, phases of this study. 

Phase I: Qualitative Research 

In order to gain some initial insight regarding young adults’ current perceptions of 

HIV, specifically their fear of HIV, perceived susceptibility to it, and perceived severity 

of living with it, a combination of formative one-on-one interviews and focus groups 

were conducted (Research Question #1). This exploratory phase also provided a 

preliminary understanding of the factors that young adults consider important when 

making decisions about engaging in certain behaviors, as well as a means of testing the 

Social Cognitive Theory framework in the context of young adults’ current perceptions of 

HIV (Research Question #2). 

Qualitative interviews and focus groups were used in a developmental function 

(Palinkas et al., 2010) to inform the Phase II quantitative survey tool so that the 

risk/benefit and perceptual elements would be relevant and appropriate to the population 

being sampled. Without this formative research the survey tool may have omitted notable 

barriers, risks, or other factors critical to the perceptions and decision-making of young 

adults, thereby rendering the final perceptual maps inadequate. Gaining initial insight 

from young adults regarding their risk perceptions and decision-making therefore helped 

ensure that the survey tool would be effective at measuring and accounting for risk and 

decision-making perceptions.  
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The psychometric paradigm and Social Cognitive Theory were used as a guide for 

structuring the interview and focus group instruments, focusing on both personal risk 

perception and interpersonal factors affecting perceptions and decision-making. It was 

essential that the interviews and focus groups elucidated the cognitive factors affecting a 

person’s perceptions of HIV, with particular attention on their perceived susceptibility to 

HIV and perceived severity of HIV, to evaluate their fear of HIV. It was also necessary to 

investigate the social influences on their perceptions to see how their decision-making 

may be affected. 

Participant Inclusion/Exclusion Criteria 

 Individual interviews and focus groups were designed to understand and identify 

young adults’ current perceptions of and attitudes towards HIV in order to inform the 

elements and themes that should be included in Phase II of the study. A convenience 

sample of 31 young adults was used based on the following inclusion criteria: 

 Young adults 18-24 years of age 

 Have never been diagnosed with HIV or AIDS (self-report) 

 Are comfortable reading and speaking English 

Participant Recruitment 

Due to the sensitive nature of the study, young adults may not be comfortable 

discussing their perceptions of HIV and risk-taking behaviors in front of others. 

Therefore, a combination of individual interviews and focus groups were used, which 

allowed participants the opportunity to share their perceptions and attitudes even if they 

were not comfortable or able to meet as part of a focus group.   
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Interview and focus group participants were recruited through the posting of study 

flyers across the Temple University campus and neighboring area, the use of Temple 

University student club and organization email listservs, and word-of-mouth. (See 

Appendix A for the recruitment flyer.) Both the study flyer and email provided 

information explaining the purpose of the study, type of study, inclusion criteria, 

compensation offered, and contact information for the researcher. Potential participants 

contacted the researcher to express their interest in the study and were then screened via 

telephone to confirm their eligibility for participation. Those meeting all eligibility 

requirements were scheduled to participate in a one-on-one interview or focus group 

depending on their availability and comfort level. 

Interview Design 

 Individual interviews were conducted in order to gain an in-depth understanding 

of HIV perceptions and attitudes of young adults either not available to attend a 

scheduled focus group or not interested in participating in a focus group. This format 

allowed the researcher to ask the participant direct follow-up questions to their responses 

to gain a deeper understanding of the participant’s perceptions and experiences. Social 

Cognitive Theory and the psychometric paradigm were used to help guide the creation of 

the interview questions. Specifically, the SCT constructs of behavioral capability, 

observational learning, outcome expectations (i.e., What do you think could happen as a 

result of engaging in unprotected sex? Why?), reciprocal determinism, reinforcements, 

and self-efficacy were incorporated into interview questions. Questions about risk and 

risk perception were incorporated based on the psychometric paradigm (i.e., What 
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characteristics of HIV affect how you perceive the risk of HIV?). (See Appendix A for 

the interview guide.) 

 A total of five individual interviews were conducted, each lasting about 30 

minutes. They began with the researcher giving a brief overview of the purpose of the 

study and explaining the interview process. After participants went through the consent 

process they each completed a 16-item demographic questionnaire, followed by open-

ended interview questions, including probing and follow-up as appropriate. The question 

portions of the interviews were each audio recorded with the consent of the participants. 

Each participant received a $15 gift card at the end of their interview. 

Focus Group Design 

Focus groups were conducted in order to gain additional understanding of young 

adults’ perceptions and attitudes towards HIV. The use of focus groups allowed for 

participants’ comments to feed off of one another so as to dig deep into perceptions and 

experiences, as well as to assess consensuses and differences. The focus group format 

allowed the researcher to ask individual and group follow-up questions to better 

understand participant responses. The same questions used in the individual interviews 

were also used in the focus groups, and were thus guided by Social Cognitive Theory and 

the psychometric paradigm. (See Appendix A for the focus group moderator guide.) 

 Four focus groups, with a total of 26 participants, were conducted with each 

lasting about 60-90 minutes. To begin, the researcher gave a brief overview of the 

purpose of the study and explained the consent form. Once participants were consented 

they completed the same 16-item demographic questionnaire as did the interview 

participants. The researcher explained the focus group process, including the format and 



70 

 

ground rules, as well as had the participants introduce themselves. The researcher then 

asked the key questions of interest along with clarification and follow-up questions as 

needed; this portion of the focus group was audio recorded with the consent of the 

participants and an observer was present to take notes and assist with administration. All 

participants received a $15 gift card as compensation for being a part of a focus group. 

Qualitative Analysis 

 Using SPSS, version 24.0, descriptive analyses were performed on all 

sociodemographic variables included in the demographic questionnaire in order to 

provide a description of the sample. 

Analysis of the qualitative data, including both the individual interviews and 

focus groups, was guided by thematic synthesis, an approach that combines and amends 

meta-ethnography and grounded theory (Barnett-Page & Thomas, 2009). Thematic 

synthesis, developed by Thomas and Harden, brings together the translation of concepts 

between qualitative sources and the construction of descriptive and analytical themes 

characteristic of meta-ethnography, along with the inductive approach and constant-

comparison method of grounded theory (Barnett-Page & Thomas, 2009; Thomas & 

Harden, 2008). This methodology also follows the approach of using computer software 

to analyze and code qualitative data line-by-line in order to identify themes (Thomas & 

Harden, 2008). However, unlike the coding done in qualitative content analysis in which 

the entire coding frame is developed before any coding begins and coding is generally 

restricted to one code per passage, the inductive coding utilized in thematic synthesis 

allows any number of codes to be assigned to a passage of text, in addition to the code 

development and application occurring concurrently (Schreier, 2014). Although thematic 
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synthesis was developed in order to conduct reviews related to intervention need and 

effectiveness so as to not concede on important facets in systematic reviews (Barnett-

Page & Thomas, 2009), Boyatzis has argued that “Thematic analysis is a process to be 

used with qualitative information. It is not another qualitative method but a process that 

can be used with most, if not all, qualitative methods” (Boyatzis, 1998, p. 4). It was 

therefore felt that using thematic synthesis as a guide for analyzing this research study 

was appropriate. 

All of the interviews and focus groups were transcribed verbatim by the 

researcher or one of two research interns. The researcher developed an initial coding 

frame based on the study’s research questions, including constructs associated with 

Social Cognitive Theory and the psychometric paradigm, as well as emergent themes 

noticed during the process of transcription. Additional codes were added to the schema as 

appropriate as coding progressed. All interviews and focus groups were coded by the 

researcher and the two research interns using Atlas.ti 7.0 in order to identify any and all 

themes associated with HIV risk perception and the related decisions that contribute to 

risk-taking behaviors. Codes were compared between each reviewer after the first 

interview and focus group were coded to ensure that reviewers were coding similarly and 

understood the definition of each code. Coding then proceeded until all three reviewers 

coded each interview and focus group. 

Inter-coder reliability was calculated following the process of percent-agreement 

(MacQueen, McLellan-Lemal, Bartholow, & Milstein, 2008). The project leader’s coded 

transcripts were selected as the master texts to which the others were compared. The 

other two coded texts were then compared to the master texts line-by-line and codes were 
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counted as being in agreement or disagreement. Because coding is subjective in nature 

and some individuals may code the text in larger segments than others, as long as the 

specific text was given the same code by the two coders, they were considered to be in 

agreement. Due to the difference in length of transcripts between individual interviews 

and focus groups, it was decided to compare codes for a larger proportion of text within 

the interviews than the focus groups. Approximately 15% of each focus group transcript 

and 25% of each interview transcript was examined for determining percent-agreement. 

Phase II: Quantitative Research 

To further examine young adults’ current perceptions of HIV, Phase II 

incorporated the key perceptions, attitudes, and influential experiences expressed by 

participants in Phase I. This allowed for either a confirmation or modification to the 

understanding of what young adults’ currently think of HIV and their risk of acquiring it 

(Research Questions #1 and #2). Furthermore, Phase II utilized the perceptions derived in 

Phase I and tested in Phase II to generate perceptual maps as a means of visualizing the 

factors that provoke and dissuade young adults from engaging in behaviors that place 

them at risk of acquiring HIV (Research Question #3). 

The HIV-related perceptions and themes identified in the individual interviews 

and focus groups were used to develop the Phase II survey so that the survey would be 

more likely to include perceptions and factors that would be relevant to and appropriate 

for young adults. Without this formative research the survey tool may have overlooked 

notable barriers, risks, or other factors critical to the perceptions and decision-making of 

young adults; the survey may then not have elicited the perceptions that are truly 

influential to young adults’ risk-taking decision-making in the 21
st
 century. In order for 
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the perceptual maps to be applicable and informative for determining what young adults’ 

current perceptions are of HIV, as well as how they make decisions about their behaviors, 

it was important that an initial assessment of young adults’ perceptions be integrated into 

the larger perceptual assessment of Phase II. 

Although the psychometric paradigm and Social Cognitive Theory were used to 

inform the structuring of the Phase I interview and focus group instruments, they were 

also used to guide the inclusion and wording of survey questions in Phase II. Each 

construct of Social Cognitive Theory was integrated into the perceptual mapping 

questions, as were the principles of the psychometric paradigm. Because young adults’ 

perceptions of HIV, perceived susceptibility to HIV, perceived severity of living with 

HIV, behaviors engaged in, and other influential factors in decision-making were of 

particular interest, the perceptual mapping questions were divided into sections of similar 

statements to aid in the readability and processing of the survey. 

Participant Inclusion/Exclusion Criteria 

In order to quantitatively assess young adults’ perceptions of HIV and decision-

making processes, the themes derived from the first phase of study were used to inform 

the development of a comprehensive perceptual mapping survey tool. The inclusion of 

the themes generated from the qualitative phase was to help ensure that the quantitative 

survey included those factors most relevant and salient to the perceptions and decision-

making of young adults. The data derived from the quantitative survey was then used to 

visually depict young adults’ perceptions of HIV in perceptual maps. 

A convenience sample of 226 young adults was included in Phase II and 

eligibility was based on the following inclusion criteria: 
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 Young adults 18-24 years of age 

 Have never been diagnosed with HIV or AIDS (self-report) 

 Currently reside within the United States 

 Are comfortable reading English 

 Have not previously completed the Phase II survey 

A conservative power analysis using the G*Power computer program (version 

3.1.9.2) (Faul, Erdfelder, Lang, & Buchner, 2007) indicated that a total sample of 390 

participants (130 each of white, black, and Other) would be needed to detect small to 

medium effects (d=.35) with 80% power using a t-test between means with alpha at .05. 

This sample size was not achieved, but the attained sample size of 226 participants, with 

80% power using a t-test between means with alpha at .05 was able to detect medium 

effects (d=.55). Because the number of participants from each racial group was ultimately 

not even, an allocation ratio of 5:1 was used to determine effect size. 

Participant Recruitment 

Mechanical Turk 

In order to reach a national, demographically-diverse sample of 18-24 year olds, it 

was decided to use Amazon’s Mechanical Turk (MTurk). Individuals participating in 

Mechanical Turk are generally considered to be representative of the larger population. 

Although Mechanical Turk is slightly less successful (6%) at attracting African American 

participants, it is 2-5% more effective at reaching Asians and Hispanics as compared to 

non-MTurk modes of data collection (Huff & Tingley, 2015). The racial composition and 

geographic distribution of MTurk workers however are similar to that of Internet users 



75 

 

(Ipeirotis, 2010b). And while young adults aged 17-27 represent about 25% of MTurk 

participants (Ipeirotis, 2010a), a larger proportion than in the general population, because 

this includes the age group of interest for this study, this was considered an asset rather 

than a weakness. It is important to note that the intention of using this modality was not 

to achieve a representative sample, but rather to access a variety of individuals with 

diverse sociodemographic characteristics that would allow for an evaluation of between-

group differences. 

Recruitment Process 

Mechanical Turk (https://www.mturk.com/mturk/welcome), an online 

marketplace for work, was used to recruit participants and allow them to complete the 

Phase II quantitative survey. A human intelligence task (HIT) for 100 surveys was posted 

on Mechanical Turk for workers in the United States only, describing the purpose of the 

survey, as well as the inclusion criteria. It also explained that only participants meeting 

the inclusion criteria and completing at least 90% of the survey would have their task 

“approved”, thereby receiving compensation; individuals not meeting the eligibility 

criteria and not completing at least 90% of the survey questions were rejected in the HIT 

approval process. Participants were compensated $1.50 for completing the survey. 

 A careful review of the initial 100 completed surveys revealed that a significant 

number of MTurk workers were not following the instructions of the HIT and therefore 

their surveys had to be rejected. Of the initial 100 surveys, 55 were rejected for at least 

one of the following reasons: completed the survey multiple times (based on repeat 

MTurk ID numbers or IP addresses), did not meet the eligibility requirements (older than 

24 or reported HIV-positive status), or completed the survey in a length of time that was 
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deemed insufficient for fully reading all questions and responses (less than 7.5 minutes 

for a survey that took an average of 15-20 minutes to complete). 

 Because a significant number of unusable surveys were collected in the first HIT 

posting it was decided to change the approach to recruiting participants. In order to 

eliminate the possibility of MTurk workers completing the survey without first 

confirming their eligibility, as well as to eliminate the possibility of someone taking the 

survey multiple times, a new demographic screening HIT was posted on Mechanical 

Turk. This served as an initial eligibility screener ensuring that only participants meeting 

the eligibility requirements would actually complete the Phase II survey. The screened 

asked about age, gender, race, sexual orientation, and HIV status; if a person was 

determined to meet the eligibility requirements they were contacted about completing the 

Phase II survey. In order to further reduce the number of ineligible individuals 

completing the screener, a second screener HIT was posted specifically for young adults 

18-29 years of age. Additionally, to try to recruit a larger number of non-white 

participants, a third screener HIT was posted directed at young adults identifying as a 

minority. All MTurk workers completing a screener HIT were compensated $0.01; as the 

few demographic questions generally only took 15 to 30 seconds to complete this 

compensation was deemed sufficient.  

Once a worker’s screener task was completed and approved, they were assigned a 

qualification type of “RCLabDemoSurvey” identifying to the researcher that they had 

completed the screener survey, as well as to prevent them from completing it a second 

time. All workers determined to be eligible for the Phase II survey were assigned an 

additional qualification type corresponding to the survey batch of which they were 
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eligible for (e.g., RCLab Demographics1). This granted the worker access to the Phase II 

survey, in addition to indicating to the researcher that the worker was a part of that 

corresponding survey batch and therefore ineligible to complete surveys in other batches. 

The Phase II surveys were posted in smaller batches in order to make the surveys more 

manageable for the researcher, as well as to reduce the fees associated with posting larger 

batches of tasks on Mechanical Turk.  

All MTurk workers who were determined to be eligible for the Phase II survey 

were emailed through the Mechanical Turk interface and told about the survey they were 

invited to complete. The Phase II survey accessible to eligible workers described the 

purpose of the survey, as well as the inclusion criteria for participation. It also explained 

that only participants meeting the inclusion criteria and completing at least 90% of the 

survey would have their task “approved”, thereby receiving the $1.50 compensation; all 

individuals completing the Phase II survey completed at least 90% of the survey. 

 Mechanical Turk was used to recruit participants because it provides access to a 

global workforce of diverse participants. The purpose of utilizing Mechanical Turk was 

to gain access to a set of participants with varying perceptions and experiences. Similar to 

the qualitative sample, this phase included both males and females, individuals of 

different racial and ethnic groups, and persons of different sexual orientations. As surveys 

were completed it was determined that the proportion of white respondents notably 

outweighed that of non-white respondents and thus the screener HIT directed towards 

young minorities was posted in an attempt to recruit a greater number of young adults 

identifying as black, Asian, Hispanic, and Other. The goal of this strategy was to access a 

variety of individuals that would allow for an evaluation of between-group differences. 
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Survey Design 

Format/Measures Used 

In order to gain a more in-depth understanding of the factors that influence young 

adults’ perceptions of HIV and related risk-taking decision-making, the quantitative 

perceptual mapping survey was completed. The themes and perceptions derived from the 

qualitative phase were used to inform the content of the survey questions, and likewise 

were also informed by the psychometric paradigm and Social Cognitive Theory. The 

structuring of the Phase II survey questions, however, was guided by the methods of 

perceptual mapping and multidimensional scaling so as to allow for the subsequent 

creation of perceptual maps to visually depict young adults’ HIV perceptions. (See 

Appendix B for the perceptual mapping survey.) 

Perceptual mapping methods require that participants rate the extent to which they 

associate certain elements with one another, based on perceived similarities, 

dissimilarities, or associations between the elements (e.g., risks and benefits). The 

perceptual maps then display the relationship between the risks and benefits relative to 

each other and to “self” (the group mean). This method therefore required that the survey 

questions be formatted in a manner that asked the participants to rate, on a 0-10 scale, the 

degree to which they agree or disagree with a statement, such as “HIV is not something I 

really think about”, “I am more concerned about pregnancy than HIV when I have sex”, 

“People rarely get HIV”, and “You can tell if someone has HIV by the way they look”. 

The statements were generated from the Phase I interviews and focus groups and 

informed by the constructs of Social Cognitive Theory. (See Table 2 to see how the 

question blocks relate to the SCT constructs.) Themes that were repeatedly mentioned, as 
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well as those of importance, were crafted into perceptual mapping statements. Statements 

that were considered too similar were removed for clarity and time purposes. The 

statements were placed into eight groupings in order to ease the readability of the survey, 

including: knowledge of HIV, perceived risk of HIV, perceptions of HIV, perceptions of 

living with HIV, personal behaviors, condom use, personal experiences related to HIV, 

and general health. 

 

Table 2 

Perceptual Mapping Question Blocks and Corresponding Social Cognitive Theory 

Constructs 

Question Block SCT Constructs 

Knowledge of HIV Behavioral capability  

Perceived risk of HIV Observational learning 

Outcome expectations 

Reinforcements 

Perceptions of HIV Observational learning 

Outcome expectations 

Reinforcements 

Perceptions of living with HIV Observational learning 

Outcome expectations 

 

Personal behaviors Behavioral capability 

Reciprocal determinism 

Reinforcements 

Self-efficacy 

Condom use Behavioral capability 

Reciprocal determinism 

Reinforcements 

Self-efficacy 

Personal experiences related to 

HIV 

Observational leaning 

Outcome expectations 

Reinforcements 

General health Behavioral capability 

Reciprocal determinism 

Reinforcements 

Self-efficacy 

 

 

Sociodemographic information, including risky behaviors and HIV testing 

history, were collected in order to allow for a description of the sample. This information 

also allowed for comparisons of perceptual maps across different subgroups. 
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Based on the themes that arose in the Phase I interviews and focus groups it was 

decided to include three standardized scales in the survey to measure factors that may be 

influential in decision-making about engaging in risky behaviors. The Generalized Self-

Efficacy Scale, created by Schwarzer and Jerusalem (1995), was used to measure a 

person’s perceived self-efficacy based on coping abilities and adaptation skills 

(Schwarzer & Jerusalem, 1995). It is a self-administered, 10-item, 4-point scale assessing 

how true a person believes the statements to be about him. The scale is scored by 

summing all of the responses; scores range from 10 (low self-efficacy) to 40 points (high 

self-efficacy). The scale has been found to be highly reliable, with Cronbach’s alphas 

ranging from .76 to .90, with the majority in the upper .80s (Schwarzer & Jerusalem, 

1995). 

The Brief Self-Control Scale (SCS), developed by Tangney, Baumeister, and 

Boone (2004), was used to focus on the ability of the self to control itself by resisting 

temptations, breaking habits, and maintaining self-discipline. Measuring self-control 

allows for the assessment of a person’s ability to change and adapt oneself in order to 

have more optimal interactions between the self and the world (Tangney, Baumeister, & 

Boone, 2004). The Brief SCS is a self-administered, 13-item, 5-point scale measuring the 

degree to which a person believes the statements to be about him. The Total Self-Control 

Scale, a 36-item scale measuring self-control, was also developed. However, since the 

Brief SCS was found to have correlations of .92-.93 with the Total SCS, as well as it 

utilizing the same range of content, due to time constraints the Brief SCS was deemed to 

be appropriate for this study. The Brief SCS has also been found to be highly reliable 

with Cronbach’s alphas ranging from .83-.85 (Tangney et al., 2004). The scale is scored 
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by totaling the numerical value of all responses; although 9 of the 13 items are reverse 

coded, meaning that the numerical scale must be reversed when scoring these items. 

Scores range from 13 (not at all self-controlled) to 65 (highly self-controlled) (Tangney et 

al., 2004). 

 Personality was mentioned in a number of Phase I interviews and focus groups as 

influencing the behaviors that a person engages in or avoids. It was therefore decided that 

a personality assessment would be an important measure to include in the Phase II 

survey. In order to not be too time-consuming or over-burdensome the Big Five 

Inventory (BFI) 10-item version was utilized. The BFI-10, an abbreviated version of the 

BFI-44, was developed in order to measure personality traits (extraversion, 

agreeableness, openness, conscientiousness, and neuroticism) while under the constraint 

of limited time (Rammstedt & John, 2007). This self-administered, 10-item, 5-point scale 

measures how strongly a person disagrees or agrees that the statement describes his 

personality. The scale consists of two measures for each personality trait, with one 

measure in each pair being reverse coded; the two items making each pair are then totaled 

to give a score for each of the five personality traits. The BFI-10 has mean correlations of 

.83 with the BFI-44, mean test-retest reliability of .75, mean convergent validity of .44, 

and mean intercorrelations of .08-.13, providing strong evidence of discriminant validity 

(Rammstedt & John, 2007). 

Qualtrics 

In order to allow for the survey to be completed by individuals via Mechanical 

Turk, the perceptual mapping survey was created electronically using Qualtrics. It was 

believed that this format would increase participants’ access to the survey, as well as 
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ensure a greater degree of privacy by not requiring a person to personally submit a paper 

version of the survey. The survey took approximately 15-20 minutes to complete, 

providing sufficient depth of information without leading to participant burnout. The 

three screener surveys that were used to recruit eligible participants were also created 

using Qualtrics. All three screeners, which were exactly the same, were completed in 

about 30 seconds. 

Mechanical Turk workers who were eligible for the Phase II survey were emailed 

through the Mechanical Turk system. They were able to read the HIT posting, and if 

interested could choose to “accept” the HIT. They then clicked on the survey link leading 

them to the Qualtrics survey. At the beginning of the survey participants read through an 

introduction and consent form. If they agreed to participate in the survey they were able 

to select an option indicating their consent. Participants were then required to enter their 

MTurk ID number and were able to answer the survey questions. Due to the sensitive 

nature of the survey, participants were not required to answer every question. However, 

because the individuals on Mechanical Turk are a set of workers receiving compensation 

for completing HITs, it was important to establish a set threshold that was required (at 

least 90% completed) in order to receive payment. 

Quantitative Survey Analysis 

Descriptive analyses and perceptual mapping were used to analyze the survey 

data collected in Phase II in order to address the three research questions proposed in this 

study. Overall sample characteristics were analyzed using SPSS, version 24.0, and 

included sociodemographic information such as gender, race, ethnicity, age, sexual 
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orientation, relationship status, who participants live with, education level, high school 

type, receipt of HIV education, as well as sexual, condom use, and HIV testing behaviors. 

Research Question 1 

What are young adults’ current perceptions of HIV? Specifically, do they have a 

fear of HIV, and how do they perceive their susceptibility to HIV and the severity of 

living with HIV? To address this question, means for each statement in the four related 

question blocks (perceptions of HIV, personal perceptions and experiences related to 

HIV, perceived risk of HIV, and perceptions of living with HIV) were calculated for the 

total sample. Current perceptions of HIV were assessed with two question blocks, 

perceptions of HIV and personal perceptions and experiences related to HIV. Fear of HIV 

and perceived susceptibility to HIV were the focus of the block on perceived risk of 

contracting HIV. Perceived severity of living with HIV was assessed with the question 

block on perceptions of living with HIV and people living with HIV. T-tests and 

analysis-of-variance (ANOVA) tests were used to examine mean differences in mapping 

statements by demographic variables, including gender, age group, racial group, 

relationship status, self-reported condom use, and scale score (a combination of scores 

from the self-efficacy, self-control, and personality scales). P-values were adjusted for 

multiple comparisons using a Bonferroni adjustment with alpha levels of .004 per test 

(.05/12). Significant mean differences were discussed. 

 Using SPSS a k-means cluster analysis was performed to determine whether 

perceptual mapping responses significantly differed by groups within the sample. Of 

specific focus were the scales for self-efficacy, self-control, and personality (made up of 

five subscales—extraversion, agreeableness, conscientiousness, neuroticism, and 
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openness). Prior to running the cluster analysis the scores for each scale were calculated 

according to the scoring methods for each respective scale. The cluster analysis was able 

to identify three distinct groups of participants based on participants’ scores for the three 

scales. This allowed the researcher to examine perceptual differences between groups on 

the basis of multiple scale assessments rather than only fixed demographic variables (e.g., 

race, gender, age). The three identified clusters were characterized as (1) moderate self-

efficacy and self-control with moderate personality measures, (2) high self-efficacy and 

self-control with high conscientiousness and low neuroticism, and (3) low self-efficacy 

and self-control with high neuroticism. An ANOVA test was used to examine mean 

differences in mapping statements for the three scale score clusters.   

Research Question 2 

What factors do young adults consider to be important when making decisions 

about engaging in risky behaviors? Is Social Cognitive Theory a valid and useful 

framework for explaining changing perceptions of HIV among young adults? To address 

this question, means for each statement in the four remaining question blocks (behaviors 

engaged in, condom use, knowledge of HIV, and general health) were calculated for the 

total sample. To examine mean differences in mapping statements, t-tests and ANOVA 

tests were calculated by the same demographic variables as were used for Research 

Question #1. P-values were adjusted for multiple comparisons using a Bonferroni 

adjustment with alpha levels of .004 per test (.05/12). Significant mean differences were 

reported.  

To address whether Social Cognitive Theory is a useful framework for explaining 

changing perceptions of HIV, the SCT constructs and their related question blocks were 
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examined and interpreted using statement means and t-test and ANOVA results. A mean 

plot was constructed for the three groups derived from the cluster analysis to depict the 

usefulness of reciprocal determinism, as it is the result of the interaction between person, 

environment, and behavior. 

Research Question 3 

Can perceptual mapping be used to strengthen the understanding of the factors 

that provoke and dissuade young adults from engaging in behaviors that place a person at 

risk of acquiring HIV? How do the perceptual maps of certain subgroups differ from one 

another? For this research question, perceptual maps for each question block were created 

for the total sample, as well as by sociodemographic variables of interest. Maps for the 

total sample and those depicting notable differences within the sociodemographic 

subgroups were interpreted. The maps were produced using Cogniplot, a 

multidimensional scaling software program developed in the Risk Communication 

Laboratory at Temple University. SPSS was first used to determine inter-item 

correlations between the mapping factors. Once inter-item correlations were calculated, 

Cogniplot was used to generate the perceptual maps for the whole group, as well as for 

the subgroups of interest, to display the risk/benefit elements relative to each other and to 

“Self” (the group mean) in order to graphically represent how respondents perceive HIV, 

as well as the factors that influence their decisions to engage in HIV-related risk-taking 

behaviors. Cogniplot was also used to generate the cumulative percent of total distance 

accounted for by the maps. This measure of distortion indicates the strength of the map to 

accurately portray the perceived relationship between variables, including Self. The 
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greater the cumulative percent total distance, the less distortion and the stronger the 

validity of the map. 

Perceptual mapping is a technique that uses multidimensional scaling (MDS) to 

graphically depict a person’s or group’s perception of an object or concept  by displaying 

similarities and differences between conceptualizations or objects (Bass, Gordon, et al., 

2016; Bass, Wolak, et al., 2016; Bass, Gordon, Ruzek, & Hausman, 2008; Bass, Muñiz, 

Gordon, Maurer, & Patterson, 2016). MDS determines the distances between conceptual 

attributes and allows for the researcher to not only visualize, but also measure the 

position of one point in relation to another, as well as judge patterns within the three-

dimensional space (Borg & Groenen, 2005). The closer two data points are graphically, 

the more similar they are perceived to be to one another (Treat et al., 2002). 

Characteristics of the MDS display that are unlikely to result from chance, such as 

groupings, clustering, or regional differences in the graphical displays, may help to assess 

the data and explain what it means (Borg & Groenen, 2005). The maps can be used to 

determine attributes or factors that are influential in behavioral outcomes. The influential 

attributes are those qualities that are perceived as being important, but that are also seen 

differently across concepts or behaviors (Sinclair & Stalling, 1990). An attribute may be 

regarded as highly important, however, if it is not different across concepts or behaviors 

then that attribute will not be influential in decision-making (Kohli & Leuthesser, 1993). 

The “Self”, which is the individual or group mean, is also positioned within the space, 

allowing for a comparison of where “Self” is in relation to concepts (Gordon & Bass, 

2011).  
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Typically computer programs like Galileo, created by Woelfel and Fink (1980), 

are used to perform the mapping. Perceptual mapping software, like Galileo, utilizes 

proximity data, and thus data must be in the form of distances between elements (Woelfel 

& Fink, 1980). This data examines differences between objects, differences between 

objects and attributes, differences between attributes, differences between “Self” and 

objects, and differences between “Self” and attributes (Bass, Gordon, & Ruzek, n.d.; 

Gordon & Bass, n.d.; Woelfel & Fink, 1980). However, unlike other cognitive mapping 

procedures that require respondents to make complex judgments on a large scale, 

perceptual mapping only requires that participants make judgments about individual 

associations (Gordon & Bass, 2011). On a scale of 0-10 respondents rate the extent to 

which they agree or disagree with a statement. These individual perceived associations 

are then put into one complete model by the software program according to their inter-

item correlations. Ultimately, the generated perceptual maps create a visual depiction of 

how a person or group perceives an object, event, or experience by comparing how they 

relate objects and attributes to each other and to themselves. The percentage of variance 

conveys the explanatory power of the map (Gordon & Bass, 2011). Perceptual mapping 

has not commonly been used in public health research (Bass et al., 2016; Bass et al., 

2008; Bass, Muñiz, Gordon, Maurer, & Patterson, 2016), as it is a technique more 

commonly found in the fields of marketing and advertising. However it is considered to 

be a highly effective technique for understanding perceptions (Larson et al., 2009). 

The use of perceptual mapping and multidimensional scaling will allow for the 

creation of a visual depiction of the perceptual similarities, dissimilarities, and patterns of 

young adults’ perceptions of HIV and how these factors provoke or dissuade young 
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adults from engaging in behaviors that place them at risk of acquiring HIV. The ability to 

create perceptual models by stratifying for certain factors, such as gender or race, will 

allow for a comparison of groups’ perceptions and the identification of how perceptions 

and factors may vary across groups.  

The last step of the process is to use vector message modeling, which is used to 

identify the factors most influential in “moving” a group toward a desired decision (Bass, 

Wolak, et al., 2016). Employing a tactic that integrates only the variables perceived as 

being most important, rather than incorporating everything, helps with message cohesion 

and simplicity; if too many concepts are emphasized the real motivators of change may 

be overshadowed. Although designing the messages and related interventions are 

subjective, vector modeling provides an objective foundation for identifying the most 

salient factors to be incorporated into the messages. 

Perceptual maps are mathematical models of the correlations between concepts, 

and thus vector analyses can identify the strongest associations between concepts in these 

maps that are the most likely to result in concept/behavior movement within the 

perceptual space (Bass, Wolak, et al., 2016). The vector modeling process begins by 

identifying the concept/behavior that is to be moved within the space, such as using 

condoms, and what the desired new location of the concept is to be (Gordon & Bass, 

2011). The trajectory from the concept’s original position to the desired position is the 

“target vector”. Next, the number of concepts to be included in the message must be 

stipulated; generally the fewer the concepts, the clearer and more cohesive the message. 

Computer software then accounts for the target vector and number of concepts for the 

final message and creates all of the possible vector resolutions; the resolutions are rank 
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ordered by best fit (Gordon & Bass, 2011). The resolution that logically incorporates 

concepts together (and has conceptual consistency and practicality) and moves the initial 

concept closest to the desired location is the best message combination; those concepts 

should then be integrated together into a message with the goal of achieving the desired 

behavior. 

This process allows for the development of message strategies that can be used in 

an intervention. In this study, vector message modeling was assessed in order to make 

recommendations on the next steps for intervention development and testing. Identifying 

the factors that are influential in young adults’ decision-making and then using vector 

message modeling will allow for the creation of HIV prevention messages that are salient 

and meaningful to young adults. Creating messages that focus on aspects of HIV that are 

not actually important to young adults are unlikely to reduce HIV risk-taking behaviors. 

Vector modeling, however, will identify the best combination of concepts to incorporate 

into prevention messages in order to bring about a desired change in behavior (i.e., using 

condoms during sexual intercourse). For instance, the modeling will identify the HIV 

perceptions and related concepts that are most likely to “move” young adults towards 

using condoms; those will then be the concepts integrated into intervention messaging. 
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CHAPTER 4 

PHASE I QUALITATIVE RESULTS 

Restatement of the Study Purpose and Research Questions 

 The main purpose of this study was to understand the perceptions of, attitudes 

towards, and deterrent effect of the fear of HIV disease among young adults 18-24 years 

of age and how these perceptions have impacted HIV-related risky behavior decision-

making. This research had three primary questions: 

1. What are young adults’ current perceptions of HIV? Specifically, do they have a 

fear of HIV, and how do they perceive their susceptibility to HIV and the severity 

of living with HIV? 

2. What factors do young adults consider to be important when making decisions 

about engaging in risky behaviors? Is Social Cognitive Theory a valid and useful 

framework for explaining changing perceptions of HIV among young adults? 

3. Can perceptual mapping be used to strengthen the understanding of the factors 

that provoke and dissuade young adults from engaging in behaviors that place a 

person at risk of acquiring HIV? How do the perceptual maps of certain 

subgroups differ from one another? 

This chapter describes the outcomes of the analyses conducted in Phase I of this 

study. It will describe the demographic composition of the individuals participating in the 

individual interviews and focus groups. The qualitative data gathered in Phase I is used to 

address Research Questions #1 and #2. Research Question #3 will be addressed with the 

data from Phase II. 
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Descriptive analyses were performed on all sociodemographic variables in order 

to allow for an overall description of the sample. After transcribing all interview and 

focus group recordings verbatim, three researchers coded each transcript using Atlas.ti 

according to the methods of thematic analysis identifying constructs associated with 

Social Cognitive Theory and the psychometric paradigm, themes related to the study’s 

research questions, and other emergent themes. 

Participant Profile 

As the qualitative results derived from the individual interviews (n=5) and focus 

groups (n=26) were combined, so were the results of the sociodemographic survey 

completed by all participants. Over 60% of participants identified as female (61.3%) and 

38.7% as male; no participants identified as transgender.  

Racially, participants reported being 71.0% white, 19.4% Asian, 12.9% African 

American/black, 3.2% Native American/Alaskan Native, and 9.7% Other (included Afro-

Latino, black/Middle Eastern, Puerto Rican) (See Figure 1). Because participants could 

identify with more than one race, the percentages total over 100%. The majority of 

participants reported being non-Hispanic (90.3%). 
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Participants ranged in age from 18 to 23 years. The mean age was 19.81 years, 

with a standard deviation of 1.447. Half of the participants (48.4%) were 18 or 19 years 

old, while few (12.9%) were 22 or 23 years old. See Figure 2. 
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At the time of participation all were students at Temple University and resided 

within the greater Philadelphia region. The majority of participants (83.9%) were 

originally from the Mid-Atlantic region of the United States; 3.2% were from the New 

England region and 12.9% were originally from outside of the United States. 

Participants reported who they live with, selecting all that apply. The largest 

proportion reported living with roommates (77.4%), followed by parents (12.9%), a 

spouse or partner (3.2%), and other family members (3.2%); 9.7% reported living alone. 

Participants were 80.6% heterosexual, 12.9% gay or lesbian, and 6.5% bisexual. 

Participants had been sexually active with men only (45.2%), women only (22.6%), and 

both men and women (12.9%). Six participants (19.4%) reported not having ever been 

sexually active. In the past six months, 25.8% of participants did not have any sexual 

partners, 45.2% had 1 partner, 12.9% had 2 or 3 partners, 12.9% had 4-6 partners, and 

3.2% had 7 or more sexual partners.  

The relationship status of participants varied, although none reported being 

married or in a domestic partnership. (See Figure 3.) The majority reported not currently 

dating anyone (45.2%), 16.1% reported dating, but not anyone exclusively, 16.1% were 

exclusively dating someone in a new relationship (i.e., 6 months or less), and 22.6% were 

exclusively dating someone in a long-term relationship (i.e., more than 6 months). 



94 

 

 

 

The number of sexual partners also differed by relationship status, with 

participants who are dating, but not exclusively, or are not dating, having the most 

variability in number of sexual partners; however, participants who are not currently 

dating were the most likely to have had no sexual partners. See Figure 4. All individuals 

in long-term, exclusive relationships reported having one sexual partner in the previous 

six months.  
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Participants were asked to think about their condom use within the past six 

months. While the majority of participants reported using condoms at least most of the 

time, a notable proportion do not regularly use them: 25.8% always use condoms, 25.8% 

use condoms most of the time, 9.7% use them some of the time, and 12.9% never use 

them. Over one-quarter of participants (25.8%) reported not having been sexually active 

within the last six months. Condom use varied by participant sexual orientation, with gay, 

lesbian, and bisexual participants being more likely to always use condoms. (See Figure 

5.) Heterosexuals were not the most likely to never use condoms, but were more likely to 

inconsistently use them. Condom use also differed by relationship status. (See Figure 6.) 

Participants in exclusive, long-term relationships were the least likely to always use 

condoms and the most likely to never use condoms. Participants dating, but not 

exclusively, or dating exclusively, but short-term, were the most likely to always use 
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condoms. The more sexual partners a participant reported having in the last six months, 

the more likely they were to always or most of the time use condoms. (See Figure 7.) 
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All participants reported having never injected drugs. Accordingly, no one 

reported having used clean needles within the previous six months because no one had 

injected drugs in that time period. 

All participants reported having never been told that they had HIV or AIDS. 

However, less than half of participants (48.4%) had been tested for HIV; 45.2% had not 

been tested for HIV and 6.5% were not sure if they had been tested for HIV. HIV testing 

varied by sexual orientation, with those identifying as gay, lesbian, or bisexual being 

more likely to have been tested for HIV as compared to those identifying as heterosexual. 

HIV testing varied by relationship status as well. Participants who were dating, but not 

exclusively, were the most likely to have been tested for HIV. (See Figures 8 and 9.) 
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The majority of participants (83.9%) received sexual education in school that 

included HIV education; 12.9% did not receive this education and 3.2% were not sure if 

they ever received HIV education. 
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Inter-Coder Reliability 

 Each interview and focus group transcript was coded by three individuals. Inter-

coder reliability was determined through percent-agreement according to the process 

described by MacQueen et al. (2008). A sample of each interview (25%) and each focus 

group (15%) was compared line-by-line and codes were counted as agreeing or 

disagreeing. Coder 1 and coder 2 were found to have moderate agreement with 67.1% of 

codes matching; coder 1 and coder 3 had slightly less agreement at 61.4%. Full 

agreement between all three coders was found to be 50.8%. 

Qualitative Results from Individual Interviews and Focus Groups 

Research Question 1: Young Adults’ Current Perceptions of HIV 

 In order to assess young adults’ current perceptions of HIV, including the 

deterrent effect of the fear of HIV, as well as the participants’ perceived susceptibility to 

and severity of living with HIV, both individual interview and focus group participants 

were asked such questions as:  

 What are your perceptions of HIV disease? How big of an issue is HIV disease 

for you? 

 Do you think young adults are afraid of contracting HIV? Why or why not? 

 What characteristics of HIV affect how you perceive the risk of HIV? 

 Do you feel that you or people like you are at risk of HIV disease? Why? 

 What do you think it would be like to live with HIV or AIDS? (For the focus 

group moderator guide and the interview guide, see Appendix A.) 
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Personal Perceptions of HIV 

Participants’ personal perceptions of HIV varied greatly as there are various 

facets of the disease that a person may focus on. However, there were some commonly 

shared beliefs and perceptions, including a general sense that HIV is not a good disease 

and not something that anyone would want to contract. Additionally, participants tended 

to have a perception that HIV “doesn’t apply to me”. Individuals perceive the disease to 

be something that happens to “other” people and therefore only “other” people really 

need to be concerned about contracting it. For instance, a heterosexual white female 

participant (ID #413) stated,  

I grew up in the suburban bubble so before I came to college I had no idea, 

just the minimal sex ed that we got in high school, like we watched 

Philadelphia. That’s the most memorable part of my sexual education in 

high school. So it was not really a thought in my mind at that point so I 

think definitely whatever thought I did was definitely highly stigmatized 

‘cause that’s just kind of where I grew up and how I grew up is that it’s 

not an issue for us. Which is horrible, but that’s kind of how my 

community, not like they actively thought that, that’s just always how I 

thought that they felt. 

 

There is a belief that only certain types of people contract HIV and most participants felt 

that they were not included in any of those groups. Participants identifying as gay or men 

who have sex with men (MSM) were generally the only participants expressing that they 

belonged to a group that may be included in those groups of  “other” people who get 

HIV. For instance, a homosexual white male participant (ID #121) stated,  

I mean just from my perspective of the gay community, I think they’re 

growing and I think that’s when you see the vast majority of the young 

generation, the 13 to 24 year olds, how they’re contracting it more. So I 

would say that the LBGT community is probably at risk. I think they are 

just new to the experience. They’re finally having their openness 

accept[ed] more, leaning towards acceptance in the community, so they’re 

just going with it. Even though I would say prevention is actually probably 

condoned more in their community. So there is two sides to that. 
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Although some participants did mention young adults or college students as being at 

increased risk of contracting HIV, the statement was usually further qualified in a manner 

that would exclude that particular participant. A heterosexual Asian female (ID #611) 

specified, “Narrow that down into people who do unsafe sex, I mean without protection, 

and people who just indiscriminately have [sex].” And while young adults and college 

students were believed by some to be at increased risk of HIV, they were not the ones 

that the participants perceived as actually contracting the disease. 

 Participants also feel that HIV and AIDS are not talked about that much, whether 

it be in the media, at school or work, by health care providers, or within their social 

circles, and therefore it must not be a significant concern. Because they do not hear about 

the disease that often and in most cases do not know anyone living with the disease, they 

have a tendency to conclude that the disease is not contracted that often. Being unaware 

of anyone newly contracting the disease also leads them to believe that it is not in the 

population within which they interact and therefore is not something that they could be 

exposed to. 

Overall participants indicated that HIV is not something they generally think 

about that much, if at all. Because they are unaware of anyone newly contracting the 

disease or living with it they have a tendency to not think about it or to unconsciously put 

it “on the back-burner”. As a result, many of the participants indicated that they tend to 

not actively protect themselves from the disease. This however, was not the case with all 

participants and varied based on one’s perceived risk or susceptibility to HIV. A 

homosexual white male participant (ID #222) shared, 
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So especially in college and undergrad when I think a lot of my other 

heterosexual counterparts might have been off on Tinder or whatever, I 

don’t know that they would be thinking about it as much. But like every 

time I was on Grindr, it was like I really have to think about it. And then 

after [I] would have a more random hook-up I’d be petrified for a little 

while. Say like, “wait, was that guy telling the truth?” Or, “maybe he 

wasn’t clean.” So I got tested a good fair bit, probably more than other 

people only because I was always worried about it. 

 

 Despite perceiving HIV to be uncommon within the population, especially the 

population within which they interact, they have beliefs that HIV is a highly stigmatized 

disease, as well as that it causes a slow death for anyone who contracts it. They recognize 

that it is a serious and life-altering disease. However, conversely, they do not perceive 

HIV disease to be “a big deal in the U.S.” While they recognize that it is a serious disease 

for anyone living with it, they don’t perceive it to be a serious or significant issue for the 

United States as a whole. Additional examples of participants’ perceptions of HIV can be 

found in Table 3.  
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Table 3 

Participant Quotes Related to Personal Perceptions of HIV 

Do not hear about 

HIV 

(ID #222): “Now it’s sort of slipped and now under the radar and 

you really only hear about it if you’re in those demographics that 

we’re most concerned about. Otherwise you don’t hear about it. 

So I think the people that are living with HIV and living with a 

risk, a higher risk of HIV, they think about it and therefore know 

like people that are living just fine with it and know that we can 

treat it and we can prevent it.” 

Do not think about 

HIV 

(ID #612): “I feel like, this is terrible, but I know HIV is a bad 

thing and I know that you should be careful with it, but it’s also 

not something that is sitting in the back of my mind. Like I don’t 

really think about it that much and I feel like that could also be 

maybe because it’s such a big deal and like you said, you’re 

scared about it like your whole life that it kind of seems like, ‘oh, 

that couldn’t happen to me ‘cause it’s such a big thing’ I guess. 

So I don’t really know how to word it, but I guess I don’t really 

walk around thinking like, ‘oh, how should I protect myself from 

HIV in this situation.’ It’s kind of just on the back-burner. It’s not 

something I prioritize, as bad as that sounds.” 

Do not know anyone 

with HIV, not 

concerned about 

(ID #621): “Well I kind of believe what she said. We don’t really 

put it as a priority focus. In fact some even perceive HIV or AIDS 

as a joke almost. Like the fact that most of us don’t personally 

know anyone who’s contracted HIV or has AIDS, so the fact that 

we have so little association with it kind of just makes us view it 

as not much of a threat or as less important.” 

Preventable, 

treatable, not 

concerned about 

(ID #711): “I mean obviously it’s scary that that exists and it’s 

scary that someone can contract it, but it definitely doesn’t hinder 

a lot of the things I do, because it’s treatable. I mean it’s not 

curable, but it can be treated and there are also just ways to 

prevent it. So I would just take the proper preventative measures 

to do so, rather than like to not contract it, you know what I mean 

like not contract it? So I mean it definitely doesn’t change what I 

do, but I am careful about it.” 

HIV causes a slow 

death 

(ID #411): “I think the part that bugs me up is the fact that 

knowing that your body shuts down and that you have medicine 

that makes you feel better, but it’s the fact that it can develop into 

AIDs and you can eventually die and that your body is just slowly 

shutting down and sometimes you probably don’t even know it. 

That’s the part that bugs me up.” 
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Other’s Perceptions of HIV 

Participants tended to believe that other people are not sufficiently educated about 

HIV—they do not understand the progression of it, how it is transmitted, how it is 

treated, or the behaviors that put a person at risk of contracting HIV. They therefore 

perceive that other people do not understand how serious the disease is or how it would 

affect their lives if they were to contract it. Also, like themselves, they believe that other 

people perceive it to be a disease that happens to “other” people and not to people like 

themselves. Likewise, they believe that young adults in general have a sense of 

“invincibility” towards HIV and therefore are not concerned about engaging in risky 

behaviors. A white female participant (ID #822) commented, “I feel like young people 

sometimes think they’re invincible and like, ‘it won’t happen to me. I’m not gonna get 

HIV because I’m a healthy 20-year-old girl.’ I feel like people have that attitude.” 

Regardless of the behaviors they engage in it is believed that many young adults feel they 

will not contract HIV simply because they are young and healthy. 

 The participants also made assumptions that their friends and peers are not 

concerned about HIV because of the risky behaviors they engage in. Numerous instances 

were cited in which friends of the participants engage in casual sex with individuals they 

do not know, have unprotected sex, and choose to not get tested for HIV or other sexually 

transmitted diseases (STDs). Based on these observations, as well as some discussions 

with friends about HIV and STDs, the participants feel that other people their age do not 

perceive HIV to be a threat to their health. 

 The participants perceive that older adults are more concerned about HIV than 

younger persons because they were alive during the 1980’s and 1990’s when the “boom” 
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of HIV occurred. They believe that because older adults witnessed the onset of the 

disease that they were exposed to more discussions and media coverage about HIV. 

Additionally, they witnessed first-hand the numbers of people dying from HIV, as well as 

the manner in which people’s lives were negatively transformed once they contracted the 

disease. The participants also believe that because of what older adults witnessed in the 

1980’s and 1990’s that they perceive HIV to be a more serious and destructive disease 

than do young people, as well as holding stereotypical beliefs about the disease and who 

contracts it. For instance, if a person contracts HIV they will definitely die from it and if 

you are gay then you will contract HIV. 

 Individuals who know someone living with HIV or AIDS, or who has died from 

the disease, are also believed to be more concerned about HIV. Participants who did not 

know anyone with the disease felt that individuals knowing someone with HIV would be 

more concerned about it. They also felt that if they personally knew someone with HIV 

that they would be more concerned about it. However, those participants who did know 

people living with the disease, or who had died of the disease, indicated that HIV is still 

not something that they generally think about or actively protect themselves against. 

Because they primarily knew people who had died from HIV in the 1990’s they felt that 

it was so long ago that the experience does not translate to the present; so much has 

changed with the understanding of the disease since then that these participants were 

generally unfazed by having relatives who had died from the disease. Additional 

examples of participants’ perceptions of others’ perceptions of HIV can be found in 

Table 4. 
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Table 4 

Participant Quotes Related to Others’ Perceptions of HIV 

Not sufficiently 

educated about HIV 

(ID #121): “Yeah a lot of students, a lot of people don’t really 

realize how big of a deal HIV is. In fact probably a lot of people 

don’t even know the whole cycle, HIV to AIDS, to developing it 

full blown. I think people are just under-informed on it, under-

educated. I mean it’s a common disease in other places rather than 

here, but I think that whole Ebola example really could be 

compared to other people’s perception on it. They are like ‘oh well 

it's not really a huge factor here, it’s worse in other countries, I 

don’t have as high as a chance of getting it.’” 

 (ID #822): “It’s interesting ‘cause I feel like I, like since it has 

been an interest to me, I feel like I know a good amount about 

HIV. And I forget that not everyone does. Like one of my friends, 

when Charlie Sheen came out and said he had HIV, one of my 

friends texted me, and she went to Catholic school, like I went to 

Catholic school as well, so you didn’t get sex ed. So I don’t even 

remember when I first heard of HIV. But she asked me if Charlie 

Sheen had to have sex with a man to be getting HIV. And I was 

like, ‘oh my gosh’. She’s not like an uneducated person, you know 

what I mean? She’s an intelligent person that’s in college and 

that’s scary that she thought that. And I didn’t even know people, 

like I guess I didn’t think about people thinking like that or 

knowing that little.” 

Older adults (ID #221): “Yeah, none of us were alive really when Freddy 

Mercury died. And that was like the big thing that brought it into 

the public eye. Whereas before it was just like, ‘yeah, gay dudes 

get it, who cares’. Right? Because being gay was still nationally 

pretty much considered not that great. And then after Freddy 

Mercury died, and everybody loved Queen, that was a huge deal 

for getting people to notice it and talk about it. So they’re probably 

more, older adults are probably more conscious about it because 

they were around for the boom of it. Whereas for us it’s just 

something that exists. It’s not something that we’re afraid of for 

the most part.” 

 (ID # 222): “And certainly also that like it’s a death sentence, life 

ruiner. I think that’s still there. I can’t generalize the entire elder 

population or older population, but I still think that a lot of 

them…they just haven’t thought about it or heard about it in a 

while. Like it was a national thing in the eighties and nineties. And 

now it’s sort of slipped and now under the radar and you really 

only hear about it if you’re in those demographics that we’re most 

concerned about. …But the older population hasn’t heard about it 

in years probably. So they’re still stuck back there and they think 

that it’s a death sentence and that if you’re a drug user or if you’re 
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gay you’re going to get it.” 

Stereotypical 

beliefs 

(ID #412): “Another point is that I think a lot of the heterosexual 

people think it’s a homosexual problem and HIV is only for 

homosexuals and that we can’t get it.” 

 (ID #612): “I know this sounds super stereotypical, but a lot of my 

gay friends are a lot more concerned about it than any of my 

straight friends. And they talk about it more. I think that there’s 

kind of always been a stigma or like ‘HIV and AIDS, that’s what 

gay people get’. For a while it was kind of like that. And I know 

that it’s changed over time. Like the public perception of that has 

changed, but I think that’s still there and a lot of people still kind 

of their first thought might be ‘oh, that’s a disease gay people get.’ 

Whether that’s right or wrong or whatever, it’s still something that 

kind of pops into your head.” 

 

Fear of HIV 

The majority of participants stated that they do not have a fear of HIV. While they 

indicated that no one actually wants to contract HIV, it is generally not something that 

they even think about and so are not actively fearful of it. They tend to be more 

concerned about contracting other STDs rather than HIV. Going back to the idea that 

young adults report not hearing much, if anything, about HIV, they feel that it is more 

likely that they would contract another STD because they hear about them more often and 

are therefore more concerned about other STDs. In response to whether or not young 

adults are afraid of contracting HIV, a white female identifying as a lesbian (ID #511) 

commented, 

I think to a certain extent, but I don’t think that it’s the most concerning 

sexually transmitted disease. I think that you hear about people getting 

other diseases more often. You hear the horror stories of maybe the HIV 

contraction, but more often than that you hear HPV or syphilis, gonorrhea, 

etc, those type of things being transmitted more so than you hear about 

HIV. And that could just be because if someone does get it they’re not 

really public about it. 

 

Only a handful of participants stated that they feel young adults are afraid of contracting 
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HIV. However, they tended to focus more on the idea that young adults do not want to 

catch “anything”, rather than explicitly discussing their fear of HIV, and that although 

some young adults may be afraid of HIV, it is unlikely their biggest concern. 

Some participants did acknowledge that if they engage in risky behaviors they 

become more scared of the possibility of contracting HIV; however the fear generally 

does not influence their future behaviors. They tend to be fearful only after they engage 

in the risky behaviors because for the most part that is the only time they are actually 

thinking about the possibility of HIV. A heterosexual black female (ID #214) stated,  

Me and my friends are not concerned about it. But I feel like everybody 

else, everybody’s like low-key scared of getting it if they’re not safe. Like 

my best friend, she used to be very, very careless and then she’ll always 

come to me and be like, ‘oh, I don’t know what to do.’ But she doesn’t 

have it, but she was very careless. And she still doesn’t, after she’ll have 

sex she’ll come back, she’ll be scared, but then she’s still very careless. 

Like it didn’t change her. But she still will be scared of getting it, like it 

didn’t change her actions. 

 

Some participants said that because they engage in risky behaviors and are aware that 

contracting HIV is a possibility, that they will get tested for HIV; however these 

participants did not necessarily indicate that they were actually fearful of contracting 

HIV. Individuals who reported that they were not sexually active and have not injected 

any drugs did not have any fear of HIV because they are not engaging in any risky 

behaviors. And while some participants acknowledged that anyone could contract the 

disease, even without engaging in risky behaviors, it did not instill a fear for the disease 

within them. 

 As with the idea of the “other”, the participants tend to perceive the fear of HIV 

as being greater among certain populations. Due to the history of HIV and the onset of 

the disease being within the lesbian/gay/bisexual/transgender (LGBT) community, a 
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number of participants assume that individuals identifying as LGBT, especially gay men 

or those identifying as MSM, are more afraid of contracting HIV. Specifically in regard 

to the fear of HIV in the gay community, a gay white male (ID #222) stated, “I feel like 

there’s still a fear. There’s still fear out there. It’s just whether or not you’re thinking 

about that fear or not. And so yeah I absolutely agree that in the gay community it’s 

always like a thing. It’s still a thing.” Other groups within the population that the 

participants believe are more fearful of HIV include older individuals due to their 

experiences with HIV in the 1980’s and 1990’s, people who are uneducated because they 

may not know how to protect themselves from HIV or how to maintain optimal health in 

general, and individuals of low socio-economic status because if they were to contract 

HIV they would not likely have the financial means to take care of themselves. 

 Despite the participants feeling confident overall that they know a fair amount 

about HIV and understand how the disease is transmitted, some expressed a fear of being 

friends with individuals who are HIV-positive. Although they did not explicitly state that 

they were concerned the person could transmit the virus to them, that was the implication. 

Others had not realized that HIV could be transmitted through injection drug use. 

Additional examples of statements made by participants regarding the fear of HIV can be 

found in Table 5. 
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Table 5 

Participant Quotes Related to Fear of HIV 

Personal (ID #221): “I haven’t been sexually active and I don’t inject drugs 

so I have no fear that I would ever have it or ever been at risk.” 

 (ID #711): “I mean obviously when you know nothing about a 

disease it’s scary to hear about and you’re like, ‘oh my God I can 

get that’, but that was when I was also 12 years old and now I’m 

older and I have more knowledge about it. So it definitely isn’t, 

I’m not scared of it.” 

Young adults (ID #121): “I feel like they’re definitely afraid and aware. I think 

that’s their biggest concern [when] it comes to sexual interactions, 

like they don’t want to catch anything. But at the same time, I 

think they are prioritizing like just going for sex rather than being 

like, ‘this is kind of sketchy, I don’t know if he or she has 

anything’. They just want to have sex. They don’t want to think of 

that. They kind of push it on the back burner. I feel like a lot of 

my friends go out and hook up and then the next day they’ll be 

like, ‘oh I hope I didn’t catch anything.’ They think about it after 

they already did the action. 

 (ID #711): “I’m sure, yes, but I also think that with today's world I 

think that there are bigger things to be concerned about. It’s not as 

big of an issue as it used to be and there’s more knowledge and 

there’s education and we know there’s ways to prevent it. So I 

feel like it’s not the highest concern of people.” 

 (ID #623): “I would pretty much say yes and no ‘cause for one, I 

don’t really think anyone wants to really contract it, but then at 

the same time we’re not really thinking about it. So it’s like we’re 

pretty much thinking that we’re invincible.” 

 (ID #811): “No. I don’t think they think about it. Well yeah, I 

guess afraid. Like nobody wants to get it, but like I don’t think 

you’re thinking about it.” 

Older adults (ID #213): “I think maybe it’s more like the older population’s 

more fearful of it. Mainly because it, I think AIDS and HIV 

became a thing during the eighties, right? So for us, we weren’t 

even born yet, so we weren’t really concerned with the topic. But 

there was a lot of media coverage on it and a lot of exposure to it. 

So I feel like they have maybe more exposure to the education of 

it. So they’re thinking about it more. Whereas we kind of had that 

in high school and that all depends on the education that you get 

as well, ‘cause in some schools they are strong about teaching 

health. In some they don’t teach health. In some religious schools 

they don’t wanna teach that because they don’t feel it’s 

appropriate. So it all depends on maybe the education you get.” 

 (ID #221): “For them (older adults) it would be comparable, to 

use a recent example, like to Zika virus or Ebola or something, to 
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go back a couple years. That’s more probably what it was for 

them, except it became a reality. Whereas for us, Zika virus isn’t 

really a threat. Ebola’s never a threat. And for them, they heard 

about it and then it was real. So I would assume that they would 

be more scared because of the experience they had with being 

there pretty much at its conception.” 

 (ID #212): “I think just the information that we are presented 

about it, it’s a little bit more in-depth and we know it’s been 

research and everything behind this. And for them it was new, so 

that’s why maybe for them it’s still something crazy bad. But for 

us it’s been there. People deal with that. It’s fine.” 

General (ID #411): “I think everyone’s scared about getting an STD. I 

think that’s just everybody in general like if I had an STD or if 

I…clearly I’m at risk any day, but literally I feel like anybody 

would be scared whether it’s as small as getting something that is 

curable or not curable.” 

 

Perceived Susceptibility to HIV 

The majority of Phase I participants have a low perceived susceptibility to HIV. 

Many individuals said that they do not feel they are susceptible to acquiring HIV because 

they do not feel they are engaging in behaviors that place them at risk or that they are 

interacting with people who may engage in risky behaviors. While some participants 

explicitly stated that they do not have sex, do not have unprotected sex, or do not engage 

in injection drug use, others admitted to engaging in behaviors like unprotected sex, but 

did not perceive their partner to be a person who may have HIV, so they therefore felt 

their behaviors were not risky. Some individuals did acknowledge that when they are 

engaging in risky behaviors that they feel they are more susceptible to HIV; however 

more often than not they were citing those behaviors as having occurred in the past. A 

few participants who admitted to engaging in risky behaviors, like unprotected with 

multiple partners, said that they frequently get tested for HIV because they recognize that 

their behaviors are increasing their susceptibility to the disease. 
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 A couple participants expressed their perception that everyone is susceptible to 

acquiring HIV, whether the person is engaging in risky behaviors or not. They recognize 

that HIV can be transmitted through behaviors that would generally not be deemed as 

“risky”, for instance mistreated medical equipment or an accident with blood, and thus 

everyone should recognize at least some level of susceptibility. 

 Participants’ perceptions of their susceptibility to HIV, based on the availability 

of HAART, were varied due to few participants having an accurate understanding of 

what HAART is and how it works. Some believed that a person on HAART would be 

just as likely to transmit HIV as a person who was not on HAART. Few recognized that a 

person’s susceptibility to HIV would be contingent on how adherent their partner was to 

their HAART regimen. A person who does not understand how HAART works may 

assume that they are not susceptible to acquiring HIV simply because their partner is on 

HAART, although the partner may not dependably take it. Further examples of 

participants’ perceived susceptibility to HIV are in Table 6. 
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Table 6 

Participant Quotes Related to Perceived Susceptibility to HIV 

Low susceptibility 

because of behaviors 

(ID #211): “I just never thought, like I’ve never seen it as an 

issue because I don’t inject drugs and I physically cannot have 

sex. So it’s not even a concern for me. Also, my boyfriend’s 

overseas right now so it’s not a thing I ever think about. ‘Cause 

my chances of catching it, besides randomly encountering it on 

the street and like breaking myself on something, it’s like not at 

all, if like very minimal risk for me.” 

 (ID #622): “I wouldn’t say I put myself especially at risk for it. 

I mean I’m pretty cautious about, well I don’t do drugs in 

general. If I ever have sex like you wear protection. That’s just 

kind of common sense. So I don’t think I put myself in any 

unnecessary danger toward it.” 

 (ID #321): “My mentality is just that a lot of other people were 

just say, new to sex, so it’s just like, ‘ok then maybe there’s less 

to worry about’. So if it’s a new campus and everyone here is 

brand new, I figure like, no (we aren’t susceptible to HIV).” 

 (ID #511): “This might sound bad and I don’t say this to be 

prejudicial, but I feel like the people that I associate myself with 

have not come into risk with them just because of their 

behaviors. So I feel like if I was in a group of friends where 

there [were] people engaging in high risk behavior I might be a 

little bit more concerned.” 

 (ID #511): “I think it’s like you’re putting yourself at risk, but I 

don’t think that the risk goes up that exponentially with just 

vaginal intercourse as it would if you were doing anally.” 

Low susceptibility 

because of 

knowledge 

(ID #213): “Well back when I was a freshman, I’m a senior 

now, I remember there were times where I had thought maybe I 

had issues and stuff, but it ended up being just a female 

problem. But I was tested for HIV and AIDS and tested for 

other STIs and luckily nothing, obviously. But yeah, I was 

maybe a little concerned more when I was careless about things. 

But now that I’m a senior and I feel a little wiser and more 

educated about the topic, it’s definitely less of a risk now than it 

was then for me.”  

Do not know 

susceptibility 

because of lack of 

knowledge 

(ID #411): “People are too scared to talk about this, like talk 

about getting STDs, having STDs, being educated about STDs. 

They wanna talk more about ‘oh there’s 10 cent condoms’. Ok, 

but that doesn’t always prevent everything, especially for girls. 

Like I don’t think women on campus understand how 

susceptible they are to STDs. Like the fact that you’re shaving 

your vagina, waxing your vagina, that makes your vagina all the 

more susceptible to diseases, to bacteria. You have to take care 

of your body.” 
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 (ID #622): “I know it’s not a hundred percent, I think it’s like, I 

want to say it’s like fifty percent, but I’m not entirely sure. I 

know that if a mother has HIV and has a child that there’s like a 

fifty percent chance of giving it to the child too, which is kind 

of crazy. But like I don’t know the actual ratio for needles 

versus unprotected sex.” 

High susceptibility 

if engaging in risky 

behaviors 

(ID #521): “If I were doing that (having sex with someone do 

not know well), right, yeah I think it’s pretty high possibility. 

You don’t know that person, that why it’s high.” 

Susceptible even if 

not engaging in 

risky behaviors 

(ID #611): “Also it is kind of highly, easily transmitted, like 

through blood. I mean even if you abstain from sex and abstain 

from doing drugs and things like that, you [are] still susceptible 

to it. Like even if you go to hospital, and if a doctor miscarries 

something, like there’s something wrong and then you can be 

infected very easily.” 

 (ID #711): “I feel like anyone is at risk for it, you never know. I 

mean I don’t feel like I’m as much at risk as there are for other 

groups of people, but I mean there is always a chance anyone 

could get it. But like a freak accident with blood could happen 

or something. You never know.” 

Susceptibility based 

on HAART 

perceptions 

(ID #814): “As long as they understood how the medication 

worked. As long as they didn’t think it was a cure and they 

knew that this was not a cure and they specifically like how it 

affected someone with HIV, I think they would then understand 

like, ‘I’m still at risk’ type thing. But if someone just like, ‘oh 

yeah, I have HIV and this is the medication I’m on,’ their 

partner might just be like ‘ok, if you think it’s being managed’.” 

 (ID #711): “I don’t think it changes it (whether or not HAART 

affects transmissibility of HIV). I think that you’re susceptible 

to it. If you get it, you get it.” 

 

Perceived Severity of Living with HIV 

Overall participants have a perception that living with HIV would be quite severe 

and “life-altering”. They generally noted effects such as the change in lifestyle a person 

would go through, in which their daily routine would be affected due to the need to take 

HIV medications as specific times throughout the day, as well as frequently seeing 

doctors. Other effects mentioned include being treated differently by others due to the 

stigma of HIV, having relationships with family and friends become strained, a toll being 
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taken on one’s mental health, potentially having financial difficulties due to the expense 

of being on HAART and frequently seeing doctors, and becoming susceptible to various 

secondary infections as a result of having one’s immune system significantly weakened. 

Participants also frequently commented that HIV will lead to death and therefore anyone 

who contracts the disease is likely to be living their day-to-day life thinking about when 

they will die; they may have thoughts such as “I could die today” or “I don’t know how 

much longer I have” in the back of their minds. Only two participants knew that with the 

availability of HAART individuals living with HIV and AIDS can now live a much 

longer, healthier life than in the past if they are adherent to their regimen; they recognized 

that acquiring HIV disease is no longer the “death sentence” that is used to be. Table 7 

provides examples of participants’ quotes regarding their perceptions of the severity of 

living with HIV. 
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Table 7 

Participant Quotes Related to Perceived Severity of Living with HIV 

How it affects one’s 

life 

(ID #121): “I think in the beginning it’s like, ‘oh wow, this 

really happened. I can’t believe I did this to myself. What am I 

going to do? I’ve got to treat it somehow. I’ve got to pay for it. 

How am I going to afford it? How am I going to tell my 

friends? How am I going to tell my family members?’ After all 

that happens, I think in the beginning it does start to take on you 

mentally. You know, ‘I have to live with this the rest of my life 

until they either find a cure for it or they treat it to the best of 

their ability. Now I have to be very much more aware of my 

sexual well-being and how I’m going to interact with others.’ I 

mean that’s aside from like drug use. If they are using drugs, 

I’m pretty sure they don’t care at that point of time. But I think 

if they caught it sexually, I feel like that does take a big toll on 

their mentality and they have to live with it the rest of their life. 

Then they have to go through with all the treatments and that 

does take a toll on you physically and mentally. It does mess 

with like the chemicals and stuff. And physically they have to 

be more aware of who they are having sexual intercourse with, 

sexual relationships with. I think it definitely could be 

compared to any other illness or disability. It’s something you 

have to adapt to. You have to change your whole lifestyle to.” 

How it affects one’s 

life, not a death 

sentence anymore 

(ID #511): “I think it would be really difficult at first to come to 

terms with the fact that you’re not only affecting yourself, but 

you’re affecting your partner and possibly children if you do 

decide to have them. And just realizing that it does affect your 

day-to-day life having to remember to take the, well if you are 

using the immune-suppressants, having to remember to take 

those every day. But in terms of what it would have meant 

fifteen, twenty years ago, it’s not a death sentence anymore.” 

How it affects one’s 

life, death 

(ID #711): “I think it would have a huge impact on your life. I 

think it would be very difficult. It’s expensive to be treated for 

it. In the back of your mind you always have that like, ‘I could 

die today’, ‘I don’t know how much longer I have’. Also, the 

perception that other people have of you may change because 

it’s like, ‘oh, I don’t want to go near them’ because there are 

people that aren’t educated about HIV and they think that ‘oh, I 

could touch them and I could get it and then that means I’m 

going to be sick and I’m going to die’. So I think that it could 

change who you’re friends with, it can financially really stress 

you if you can’t afford it and overall you are just unhealthy. 

You’re not able to live how you used to live because you are 

suffering from a disease that is taking over your immune 

system. You are susceptible to all these diseases, and you're just 
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deteriorating as time goes on.” 

Secondary infections, 

death 

(ID #621): “Well I always picture an AIDS patient basically 

being paranoid about the outside world, basically being 

paranoid about getting secondary infections because they 

essentially don’t have an immune system anymore. And as kind 

of I said, always taking medications to keep themselves 

sustained, always to prevent a secondary infection, and always 

living a life just knowing that the end is gonna come to you 

some way.” 

Stigma (ID #421): “I think that I would see it as the way with, I’m 

diabetic so it’s a chronic illness thing that I have to live with for 

the rest of my life, but with HIV comes talking to people you 

have sex with and making that established at the beginning. Just 

still in today’s society there is some stigma so you know it 

affects you, it affects your relationships, it affects your health 

and stuff. I think that for me if I had it, it would…it’s just 

something that you have to live with. It does change your life, 

but if you surround with people that don’t stigmatize the way 

other people do, you surround yourself with people who will 

love and care for you and see you for you rather than your HIV 

status, then your life should go smoother.” 

 (ID #612): “I think also dealing with other people too ‘cause a 

lot of people think of AIDS and HIV as like a really bad disease 

and people, whether they mean to or not, will judge you for 

that. I think also because a lot of times it is contracted or it 

usually is by sex and needles and everything. You think like, 

‘oh that person got a disease from something like dirty or 

wrong,’ as opposed to just catching a cold or getting cancer. It’s 

kind of like you got this because you did something, you were 

negligent…so people, I feel like a lot of people might feel 

judged by that.” 

Finances (ID #622): “I think from a money aspect too, I know it’s very 

expensive to get any sort of medication in general. If so, I think 

that would put, unless you were already in like a very, very 

financially stable position, I think that would put a lot of strain 

on you and your family who are trying to support you.” 

Time consuming (ID #413): “I think my perception is that its super time 

consuming. It takes up your life like most chronic diseases and 

that might be totally false, but that’s just kind of how I thought 

about it.” 

Do not understand 

severity 

(ID #121): “I mean, I think some people with sexually 

transmitted diseases and stuff like HIV/AIDS, I feel like they 

know and they are aware of it, they don’t know how serious it 

really is until they live with someone who’s had it or they know 

someone who’s had it or they go through it themselves.” 



118 

 

Perceived Risk of HIV 

A person’s perceived risk or perceived threat of a disease is a combination of their 

perceptions of their susceptibility to the disease and the severity of the disease. Therefore, 

the manner in which perceived susceptibility to HIV and the perceived severity of living 

with HIV come together will essentially determine whether or not a person perceives 

themselves to be at risk of acquiring HIV. Overall the participants had a low perceived 

risk of HIV. As they believe they have become better educated about HIV they feel their 

susceptibility to the disease has decreased. Likewise, if they feel they are not engaging in 

risky behaviors because they are in long-term relationships, do not associate with “risky” 

people, or assume that other people around them have not yet been exposed to HIV 

because they are young, or because they truly do not engage in risky behaviors since they 

are not having sex at all and do not engage in injection drug use, their perceived 

susceptibility was lower and thus they had a lower perceived risk. They also tend to feel 

that because they do not know anyone living with HIV that it is not in the population 

around them, therefore lowering their perceived susceptibility. A heterosexual Asian 

male (ID #621) stated,  

Well I kind of believe what she said. We don’t really put it as a priority 

focus. In fact some even perceive HIV or AIDS as a joke almost. Like the 

fact that most of us don’t personally know anyone who’s contracted HIV 

or has AIDS, so the fact that we have so little association with it kind of 

just makes us view it as not much of a threat or as less important. 

 

They also perceive their susceptibility to other STDs to be greater than that of HIV, 

thereby influencing their perceived risk of HIV.  

Despite having an overall low perceived susceptibility, they had high perceived 

severity of the disease, feeling that living with HIV would affect nearly every facet of 
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their health and lifestyle and ultimately result in death. Having low perceived 

susceptibility and high perceived severity would indicate a moderate level of perceived 

risk. Yet, many participants explicitly stated that they are not concerned about acquiring 

HIV and that it is generally not even on their “radar”. Having high perceived 

susceptibility and high perceived severity would theoretically lead to high perceived risk, 

whereas low perceived susceptibility and low perceived severity would lead to low 

perceived risk. 

 The few individuals that recognized their susceptibility to HIV is increased when 

they engage in risky behaviors, or for those who could be exposed occupationally, they 

had a higher perceived risk than others. Likewise, individuals acknowledging that 

everyone is actually susceptible to HIV to some degree, should also, logically-speaking, 

have a higher perceived risk. For example, a white female participant (ID #612) 

commented,  

I think it’s also become more realistic. Like when you’re in middle school 

learning about it, most likely you’re not using drugs with needles or 

having sex, but as you get older you meet more people that do do those 

things. Now it’s not just something that happens to older people or other 

people. This is something that could happen to you or your peers and it’s 

something you should be conscious of. 

 

While participants expressing ideas like this did not necessarily perceive their personal 

susceptibility to be increased, it is likely to have an impact on their overall perceived risk 

of HIV. 

 Phase I participants were asked about the characteristics of HIV that affect how 

they perceive the risk of HIV. Generally all of the characteristics were negative. There 

being no vaccine available to prevent HIV, the body not having a readily defense against 

it, and HIV being transmitted relatively easily are all characteristics of HIV that affect a 
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person’s perceived susceptibility to it. However, throughout the focus groups and 

interviews they noted that they felt they were not engaging in risky behaviors so they 

would therefore not have a way of coming into contact with the disease; some also 

commented that the disease is preventable, thereby reducing their perceived susceptibility 

to HIV. Additionally, significant symptoms of the disease, stigma associated with it, its 

effect on relationships, susceptibility to comorbidities, needing to take HIV medication, 

being expensive to treat, leading to death, and not being curable are characteristics of 

HIV noted by the participants that would affect a person’s perceived severity of the 

disease. Based on these characteristics, the participants, as a whole, would appear to have 

moderate perceived susceptibility and high perceived severity, leading to moderate to 

high perceived risk. However as the majority of the participants did not actually feel this 

way, it would seem that their sense of perceived susceptibility to the disease overrides 

their perceived severity of it. As risk is a subjective assessment that tends to be distorted 

by a person’s own biases and experiences, individuals will weigh factors differently. In 

this case, it seems that the participants put more weight into how they perceive their 

susceptibility to acquiring the disease rather than the severity of living with it. For if they 

are not likely to acquire HIV then the severity of living with it is a moot point. 

Research Question 2: Factors Influencing Decisions to Engage in Risky Behaviors and 

Social Cognitive Theory as a Valid Framework to Explain Perceptions of HIV 

 In order to examine the factors that young adults’ consider important when 

making decisions about engaging in risky behaviors, as well as to assess the usefulness of 

Social Cognitive Theory to explain the changing perceptions of HIV among young 

adults, Phase I participants were asked questions including: 
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 Do you think you or people like you engage in behaviors that put them at risk of 

acquiring HIV? What behaviors? Why do you think you or people like you 

engage in these behaviors? 

 What do you think would happen as a result of engaging in unprotected sex? 

Why? 

 What do you think would happen as a result of injecting drugs? Why? 

The qualitative data generated from the individual interviews and focus groups 

was examined for the constructs of Social Cognitive Theory, including observational 

learning, reinforcements, outcome expectations, self-efficacy, behavioral capability, and 

reciprocal determinism. Also, other key factors influencing young adults’ risk-taking 

decision-making were identified. 

Observational Learning and Reinforcements 

Because all of the participants in Phase I were college students at their time of 

participation, the main people that they discussed observing the behaviors of were their 

friends and peers. Some participants discussed observing behaviors of their friends that 

served as positive reinforcement to refrain from engaging in risky behaviors. For 

instance, one participant noted that her friend will not have sex with anyone unless that 

person gets tested for HIV and STDs. Once it can be determined that the person does not 

have any diseases that could be transmitted sexually the individual is willing to consider 

having sex with the person. Observing friends who are willing to put their long-term 

health before short-term gratification reinforces the same behavior to others. 

Additionally, numerous participants discussed having friends who have gotten an STD 

(not HIV) and that by observing people they know contracting STDs makes the 
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possibility of contracting a STD or HIV more realistic for themselves. A white female 

participant (ID #612) commented, 

I don’t know anyone with HIV, but I’ve had friends that got STDs recently 

and when you’re younger you think ‘oh my God, like STDs, it’s such a big 

deal’. And then one of my friends got one and you’re like, ‘wow, that 

actually happens to people’. And I’m sure with HIV it would be on a 

much bigger scale ‘cause it’s a bigger deal. But it’s just kind of like you 

go around thinking it’s not going to happen to you, then you meet 

someone where it does and it’s just like, ‘wow. It’s a real thing’. 

 

Multiple participants noted that they felt young adults would be more concerned about 

HIV and take greater precautions against it if they knew people living with it. They 

believe that the only way for them to understand the significance of the disease and its 

ramifications is to observe someone who is living with it. Without those first-hand 

observations and experiences the idea of acquiring HIV is too unrealistic to them. 

 Many of the behaviors the participants discussed observing among friends and 

peers served to negatively reinforce risky behaviors. Participants frequently mentioned 

observing friends who regularly have unprotected sex and do not get HIV or any other 

STDs. By witnessing friends engage in risky behaviors and not have any negative 

consequences result, like contracting HIV, the idea that it is necessary to refrain from 

unprotected sex or other risky behaviors is not supported; these behaviors reinforce the 

idea that one will not contract HIV by engaging in unprotected sex. Furthermore, 

participants discussed observing their friends engage in unprotected sex, casual sex, or 

have multiple partners within a short period of time, and while some get concerned after 

the fact that they may have contracted something, they neither get tested nor change their 

behaviors. Seeing a friend get scared about the possibility of having contracted a disease 

because they engaged in unprotected sex can serve to reinforce the idea that refraining 
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from risky behaviors is important. However, if those friends who are experiencing the 

“scare” are not changed or motivated to change their behaviors as a result, then a friend 

witnessing this is also going to be less likely to refrain from engaging in these protective 

behaviors. As previously mentioned, when discussing participants’ lack of fear of HIV, a 

heterosexual black female participant (ID #214) noted that she is not scared of 

contracting HIV, despite having a close friend who frequently engages in risky sexual 

behaviors; even though the friend gets concerned that she may have contracted something 

the next morning, she does not change her behaviors. She stated, “My best friend, she 

used to be very, very careless and then she’ll always come to me and be like, ‘oh, I don’t 

know what to do.’ But she doesn’t have it, but she was very careless. … Like it didn’t 

change her. But she still will be scared of getting it, like it didn’t change her actions.” 

 A few participants noted behaviors they have observed from their parents and 

other relatives. Some talked about their parents having discussions with them about 

having safe sex in order to prevent pregnancy, but never about preventing HIV. By 

perceiving that their parents do not worry about HIV infection as the result of unsafe sex, 

the same idea has been reinforced for the participants. 

 Some participants also discussed the role that the media and celebrities have on 

their perceptions of HIV. Observing certain behaviors conveyed by the media can act to 

positively or negatively reinforce behaviors and perceptions. For instance, if a participant 

observes that the media always portrays people living with HIV in a certain manner then 

they may be more likely to believe that those portrayals are an accurate depiction of what 

it is like to live with HIV. One participant mentioned seeing a movie from the 1980’s 

about the onset of HIV, and admitted that while it was effective to a certain degree, 
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because the movie was from the 1980’s it was perceived as being outdated and not an 

accurate depiction of the current state of HIV. The exchange between two participants 

was: 

(ID #813): “Yeah we watched a really sad documentary in sex ed about, I 

forget what it was called, but it was about the outbreak in the 80’s and it 

was so sad. I mean it mostly focused on what they were doing, what they 

were not doing in the government. It was effective, but I still don’t think 

it’s as effective as knowing someone or seeing someone with it.” 

(ID #812): “‘Cause that was in the 80’s.” 

(ID #813): “Exactly. You’re like, ‘oh, that was in the 80’s. That was years 

ago. It’s fine now.’” 

 

Table 8 has additional quotes from participants related to observational learning and 

reinforcements. 

Table 8 

Participant Quotes Related to Observational Learning and Reinforcements 

Positive 

reinforcements 

(ID #211): “Yeah, my roommate, she doesn’t have sex with 

anyone unless they get an STD screening. Like she straight-up 

won’t. She’s like, ‘you have to get tested and I will show you 

mine if you want.’ Yeah so she doesn’t have sexual relations 

with anyone unless they like show her the doctor’s note that 

they’re clean.” 

 (ID #121): “With one friend in particular, he went and got 

tested. He started using the HIV pill, I forget what it’s called, but 

just preventions like that. They are taking little steps, but I still 

think a lot, the vast majority of that age range, they kind of just 

push it, they don’t want to think about it. It happens again and 

again in a cycle until they do get a scare or they do contract 

something.” 

 (ID #612): “I have a lot of friends that have gotten tested for it 

before, so I guess they assume or think that they might be at 

risk.” 

 (ID #211): “I think definitely that my internship last semester 

did because I saw a lot of, it wasn’t just the same demographic 

of people that were coming in. It was like people from every 

single demographic was coming in to get assistance and I think 

that really gave me, I wanna say like a real world example that 

really anyone can get HIV.” 

 (ID #121): “Some people feel that they are very much 

indestructible until that scare happens. With my one friend, 
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that’s when his actions did change. He had a scare where 

something happened and he’s like, ‘oh, I can't do that again. You 

know, I have to be more careful of the way I do things’. That’s 

all it took to realize that.” 

 (ID #811): “I feel like the only way to really get through to kids 

our age is like knowing somebody or being influenced by it in 

some way. Like I know about all of these things, I know from 

the books in nursing Chlamydia is the most common STD. 

Didn’t realize it was a thing until I announced it in a room, but 

actually we were talking about it and you were like, ‘oh yeah, 

my friend had it’, ‘oh yeah, my friend had it’. I did not realize it 

was such a common thing. And talking about herpes now I’m 

like, ‘oh my God, that’s scary”. And so I feel like kids only 

listen when they are affected by it.” 

Negative 

reinforcements 

(ID #214): “Me and my friends are not concerned about it. But I 

feel like everybody else, everybody’s like low-key scared of 

getting it if they’re not safe. Like my best friend, she used to be 

very, very careless and then she’ll always come to me and be 

like, ‘oh, I don’t know what to do.’ But she doesn’t have it, but 

she was very careless. And she still doesn’t, after she’ll have sex 

she’ll come back, she’ll be scared, but then she’s still very 

careless. Like it didn’t change her. But she still will be scared of 

getting it, like it didn’t change her actions.” 

 (ID #212): “I think it depends because I have friends who don’t 

protect themselves at all, but they get checked every semester 

because I think they’re still scared or just trying to make sure. 

But they still continue doing what they do. But others don’t care 

at all, like they would not protect and not even go and check.” 

 (ID #214): “A lot of my friends are very out there, like different 

guy every night and they don’t care. …I think it’s just very 

awkward for them to talk about it (sexual histories) with the 

person that they’re having the sexual encounter with. And I feel 

like they just don’t wanna, it’s just very awkward. It’s just 

something you just don’t wanna do ‘cause I think it’s just 

because it’s gonna be a one-night stand so they just don’t wanna 

feel like, ‘oh I need to know that if I’m just gonna do it one 

time’.” 

Media observations (ID #222): “Magic Johnson, he was sort of the proof, right, that 

if you could afford, if you could make the medicine happen, 

you’d be fine.” 

 (ID #214): “I think when it comes to HIV and AIDS, I feel like 

I’m very ignorant towards it because where I come from we 

didn’t really talk about it. The information I do have on it is 

from tv shows that I watch and movies. And I feel like that’s 

very misconstrued as to what actually it is.” 
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Outcome Expectations 

 Participants were asked what they thought would happen as a result of engaging 

in unprotected sex and injection drug use. While they recognized the outcomes that were 

possible, those were not necessarily the outcomes that were expected. Generally 

participants had more to say about the outcomes of unprotected sex rather than injection 

drug use for the simple fact that no Phase I participants had ever injected drugs before. 

Therefore, while they were able to assume what outcomes may result from injection drug 

use, they were not able to speak from a personal perspective of what they believed would 

happen if they were in that situation. 

 Regarding the outcomes of unprotected sex, participants cited contracting HIV, 

contracting STDs, becoming pregnant, and nothing happening. Although they recognized 

the outcomes that were possible, they did not actually expect them. The following shows 

a brief exchange between two white female participants about their outcome expectations 

of having unprotected sex: 

(ID #811): “Nothing. I mean I know what could happen.” 

(ID #813): “I mean like you could get pregnant.” 

(ID #811): “Yeah, you could…” 

(ID #813): “You could get an STD or nothing could happen.” 

(ID #811): “You could get HIV or you could just be fine. But I think when 

most people are doing it they’re not thinking anything’s going to happen. I 

mean if they were thinking about it they probably wouldn’t do it.” 

 

They generally think that HIV is not the first concern that comes to a person’s 

mind as a result of engaging in risky behaviors, although possibly more so in the gay 

community. They believe that others, including themselves, feel that other STDs are 

more likely than HIV. The outcome that was felt to be most likely was pregnancy, and 

was especially noted by those engaging in male-female sexual interactions. Multiple 
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female participants discussed that when they engage in casual sex that their male partner 

often is not concerned if the female has been tested for HIV or STDs, but only whether or 

not she is on birth control. Because males tend to believe that sex feels better without 

condoms they do not want to use them, and if their female partner is on birth control then 

they believe not using condoms is justified. These female participants also noted that 

some males will offer to buy the Plan B pill the next day just so they do not have to use a 

condom. Because they perceive pregnancy to be the more likely outcome, they focus on 

preventing that and sometimes do not even think about the fact that they could then 

acquire HIV or another STD. Table 9 has examples of statements made by participants 

about what they expect to happen as a result of unprotected sex. 

 A few participants also discussed the expectation that if a person looks “nice”, 

“clean”, or “cute” that he or she will not have HIV or any STDs. Some people have 

observed among their friends and peers that they will not use condoms when their partner 

is “cute” because they believe the person would not have anything and so using condoms 

would be unnecessary. 

When participants discussed their outcome expectations regarding injection drug 

use they acknowledged that HIV or hepatitis could result if a person is not using clean 

needles. However, they also stated that they believed people engaging in injection drug 

use would not be concerned about the outcomes of their behaviors. Because of their drug 

dependence they would likely only be concerned about obtaining the drug and avoiding 

withdrawal rather than the potential long-term effects of their use. They stated that drug 

addiction and overdose may be the more likely outcome expectations of persons injecting 

drugs. 
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Table 9 

Participant Quotes Related to Outcome Expectations 

All possible 

outcomes 

(ID #121): “Most people, they pray to God, ‘I hope I don't get 

pregnant, I hope I don't have anything, I hope he didn’t have 

anything’. But there is always that lingering weight on their 

shoulders the day after because they realize what they did. They 

realize the risk that they took. And they realize the outcomes that 

could happen. And they realize they could be pregnant, they 

realize they could have something, a sexually transmitted disease. 

I’m pretty sure the first thing that pops to mind isn't HIV, maybe 

more in the gay world or the LGBT community that might be more 

prominent, but I think most people probably think of herpes, 

syphilis, something like that first. And in men and women or male 

and female interactions I think pregnancy is probably the biggest 

thing.” 

STDs, but not HIV (ID #813): “I have so many friends that have gotten like 

Chlamydia or something in college. But I’ve never heard of 

anyone knowing anyone in college with HIV. So it’s that like, 

‘well, I don’t know anyone’. You don’t look at someone and be 

like, ‘oh, I bet they could have HIV’. It just seems so uncommon 

to people in our situation.” 

Pregnancy (ID #214): “A lot of my friends and I, if we ever have unprotected 

sex, we focus on being pregnant and not actually getting a disease. 

So we just take Plan B and we don’t really get tested or anything, 

like get checked up on. We just take Plan B or are like, ‘ok, we’re 

good’.” 

 (ID #815): “I’ve hooked up with boys before and the whole 

condom question, it’s like, ‘well I’ll get a condom”. And then 

they’ll like ask, I’ll be like, ‘why, I don’t have anything’. And I’ll 

be like, ‘I’m on birth control’. And they’re like, ‘oh, I only care 

that you’re on birth control. I don’t care about whether you have 

anything.’ And every time it would always just startled me. Like, 

‘what do you mean you don’t care? You only care if I’m on birth 

control? You don’t wanna use a condom in case you have to, you 

get like…I could be anybody. I could be lying to you and you’re 

not worried.’” 

Appearance (ID #412): “I think there’s a stigma that it’s ‘not gonna happen to 

you’ kinda thing. So like college students or whoever are having 

sex and they don’t really think like, ‘oh, that’s gonna happen to 

me’. What I get all the time, because I have had Chlymydia when I 

was younger with my second partner, when I tell my girlfriends 

I’m like, ‘girl, you gotta get tested. I get tested with each new 

partner.’ They’re like, ‘no they’re clean, they look so nice’. I’m 

like, ‘yo, that’s not true’. But there’s a stigma if the person’s nice 

and looks clean then there’s nothing inside of them. I don’t 
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understand that, but that’s literally the answers I get from every 

single person. I don’t know where the stigma came from that if 

you look clean and take a shower that you don’t have anything, but 

there’s a big stigma on that.” 

 

Self-Efficacy and Behavioral Capability 

 While there were a handful of participants who were confident in their ability to 

successfully use condoms, negotiate condom use, and discuss sexual histories with 

partners, many individuals lacked this. One participant who was confident in his ability to 

consistently use condoms or refrain from sex was a homosexual white male (ID #121) 

who stated, 

I mean in my sexual relationships there is always protection 100% of the 

time. People have asked, ‘oh let’s try not doing that’ and I’m like, ‘no’. 

Unless we are like 3, 4, 5 years into a relationship, we are both tested, both 

cleared for any and everything, then where I would see it to be suitable, 

where I guess the risk is very, very low. I’ve always, in my relationships, 

had people just want to hook up and I’m like, ‘that’s not how I am’. So 

I’ve always been very precautious. I don’t want to catch anything, I don’t 

want to risk my health. And you know, I don’t want to be put in that 

situation. So I’ve always looked down upon that risk. I don’t want to even 

chance it. So, very precautious with my sexual interactions.  

 

A common sentiment among the participants is that they may have the best intentions to 

use condoms, yet when they are in the moment to decide to use them or not they often do 

not. For instance, a white female participant (ID #612) stated,  

I think it’s also tough ‘cause a lot of people I talk to have had unprotected 

sex by accident or just whenever, like it’s kind of a ‘in the moment’ thing. 

You’re always like, ‘I will always use protection, I will always use 

condoms, and that’s something I’ll always do.’ But then in the moment 

you’re kind of like, ‘well not this one time’. It’s kind of like in the 

moment you just get rushed or forget about it or don’t care about it in that 

particular moment. 
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Participants felt that this tended to happen whether alcohol was involved or not. One of 

the focus groups discussed that not using condoms during sex has become part of the 

culture. It is not necessarily that using condoms is looked down upon, or even that young 

adults are not capable of using them, however that people are not comfortable discussing 

them. One participant (ID #814) said, “I can see definitely people being a little bit 

nervous or scared maybe to ask someone to use a condom.” While another participant (ID 

#813) responded, “Or to ask someone if they’ve been tested. I don’t think anyone our age 

was ever taught how to do that. Like that wasn’t part of sex ed.” A heterosexual mixed-

race participant (ID #815) followed-up with, “My friends used to joke about that, but that 

was before we were sexually active. We’d joke like, ‘we will never sleep with a boy 

unless we ask him if he’s been tested first.’ And then when we became sexually active 

that almost never happened.” When it comes to discussing sexual histories with partners 

or negotiating condom use the participants generally felt that they did not have the skills 

to implement those preventative measures, were not confident in their ability to do so, 

and therefore not comfortable engaging in those discussions. 

 A few participants talked about their behavioral capability and self-efficacy to get 

tested for HIV. Some individuals who recognize that they engage in risky behaviors get 

tested for HIV and STDs frequently as a result in an attempt to protect themselves. A few 

participants even discussed finding alternative testing locations if they were not able to 

get into one when they wanted, thereby further demonstrating their behavioral 

capabilities and confidence to ensure that the desired behavior would happen. And while 

they were quite capable and efficacious at getting tested, they were generally not capable 
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of refraining from engaging in the risky behaviors. A heterosexual black Hispanic female 

(ID #412) said,  

I wish doctors in general…she’s like ‘how many sex partners do you 

have?’ Instead of just being like, ‘oh, I banged three guys last week’ or 

something like that, I can’t say that. I have to be like, ‘oh, well yeah I use 

condoms,’ instead of like, ‘no, I didn’t use condoms, that’s why I’m here, 

can you help me or not?’ Instead they’re like, ‘you can’t do this’. That’s 

literally what my doctor said. She was like, ‘we can’t keep testing you, 

you gotta get it together’. I was like, ‘*****, that’s why I’m here.’ 

 

While the participant was trying to demonstrate her ability and self-efficacy to get tested 

for HIV, this also exemplifies a doctor trying to teach a young adult the skills to practice 

safer sex to develop further self-efficacy, rather than simply getting tested after the fact. 

The participant seemed to feel that she was being responsible by getting tested, however 

she did not seem to recognize that there were earlier steps that she could be taking—steps 

that would prevent contracting HIV rather than just identifying it after the fact. 

Reciprocal Determinism 

 The qualitative data collected in Phase I demonstrated reciprocal determinism—

the manner in which a person, their environment, and their behaviors are continuously 

influencing one another. Many participants discussed how the act of drinking often 

affects their behaviors. They described going to parties where they are not necessarily 

aware of how much alcohol they are consuming, end up getting drunk, and then possibly 

engaging in risky sexual behaviors. Two female participants in a focus group discussed 

these situations:  

(ID #411): “Doesn’t really help the fact that I could possibly be under the 

influence and not know when too far is too far just because when you go 

to these parties, like fraternity parties, ok cool you guys are having these 

cups of beers, you have kegs, you don’t know how to measure your own 

drink. One little red cup is probably like four drinks and you don’t even 

know that though. And you’re just thinking, ‘oh I only had one, I only had 
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three cups. I’m cool.’ And you end up at the toilet.”  

(ID #412): “Or in someone’s bedroom.” 

(ID #411): “Same thing with predominately black parties. They just hand 

out jungle juice, they hand out mixed [drinks]. They’re just giving you 

stuff and you don’t know what it is. So then you end up getting ****** up 

and stuff happens. Like there are things that go into STDs, HIV, situations 

that could be prevented if people had the proper education for it.” 

 

In cases like these a person makes a decision to engage in a behavior based on the 

situation at hand, which then affects other behaviors the person engages in. The specific 

person, their behaviors, and the situation they are in all influence one another; they then 

influence who the person becomes as a result, the behaviors they engage in in the future, 

and the situations they put themselves in, further continuing this influential cycle. 

 Being in the college environment was also mentioned as having a significant 

impact on participants’ and young adults’ behaviors. In regards to whether or not young 

adults engage in behaviors that put them at risk of acquiring HIV a homosexual white 

male (ID #121) explained, 

I feel like once they get in college and university settings they’re free from 

their parents. There’s no one overbearing or watching their every move, so 

they realize that ‘I’m let loose, I can go out and I can drink, I can do 

drugs’. I mean obviously there’s the risk of getting caught, but when those 

things get mixed with partying and sexual interactions, I think that’s what 

leads to not necessarily HIV, but any contraction, any sexually transmitted 

disease. So, I think they put themselves in that situation without really 

knowing it. 

 

 Again, the environment of college and being in partying situations or simply situations in 

which they are not being watched closely by their parents, may lead young adults to 

decide to engage in certain risky behaviors. Those behaviors then have impacts on the 

individual personally, as well as impact future situations they may place themselves in. 

 Participants also mentioned instances of discussing (or not discussing) sexual 

histories with partners and condom negotiation. Depending on the circumstances of the 
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sexual encounter, the participants noted differences in their behaviors. Because of the 

environment of the hook-up culture perceived by young adults, and decisions to engage 

in sexual intercourse with partners they do not know well or do not plan to see again, they 

are not necessarily comfortable asking their partner to use a condom or discussing sexual 

histories. For instance, a heterosexual black female participant (ID #214) explained, 

I think it’s just very awkward for them to talk about it with the person that 

they’re having the sexual encounter with. And I feel like it’s just very 

awkward. It’s just something you just don’t want to do. I think it’s because 

it’s gonna be a one-night stand so they don’t want to feel like, ‘oh I need 

to know that if I’m just gonna do it one time.’ 

 

Because the situation is perceived as being “a one-time thing” it is felt unnecessary to 

discuss sexual histories or negotiate condom use. The hook-up environment and situation 

of a one-night stand therefore influence the person’s behaviors. The result of these 

behaviors and situations will subsequently have effects on the individual, which will then 

influence that person’s future behaviors and situations. 

 Table 10 has examples of statements that depict reciprocal determinism—the 

cyclical process the individual person, their behaviors, and the environment/situation they 

are in continuously influencing one another. 
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Table 10 

Participant Quotes Related to Reciprocal Determinism 

Condom use (ID #213): “Also, I think alcohol plays a big factor into it, and 

drugs as well. If you’re under the influence and you’re incoherent 

sometimes that’s not the first thing that comes to your mind. And 

so just being careless and kind of just making things happen in 

the heat of the moment without really thinking about long-term 

effects.” 

Injection drug use (ID #412): “Once you’re addicted to a drug, you don’t really care 

if the needle’s clean or not. You just want to get the drug as fast 

as you can so you don’t even second guess using that needle.” 

 (ID #212): “I also think people don’t know that they can actually 

exchange needles. And some people are not very comfortable 

actually going and exchanging needles even though they know 

maybe that there’s no judgment or anything. I just feel like, ‘how 

can I show up?’ And like, ‘they will know that I use something. 

I’m not gonna go and [ex]change my needles.’ And they’re not 

gonna think like, ‘oh I need the clean needles’ when they actually 

like need the drug right now.” 

HAART (ID #213): “I think if you can afford it and you surround yourself 

around communities that can afford it, you’re less at risk. But if 

you’re in a certain situation, maybe an urban area, there’s a lot of 

poverty and you’re at the higher risk because there’s a greater risk 

that people are not taking them regularly or they’re still using 

drugs, like intravenous drugs, and that could still contract it. And 

so I think it really depends on maybe demographics also and 

where you’re living and the communities you surround yourself 

with.” 
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Other Key Factors Affecting Behavioral Decision-Making 

There are two other key factors discussed by participants that affect how they 

make decisions about whether or not to engage in risky behaviors. A frequently 

mentioned anxiety of participants was the concern of getting pregnant from unprotected 

sex. Most participants, except those who either have not had sex or are in homosexual 

relationships, noted this concern. This relates back to believing that pregnancy is a more 

likely outcome to unprotected sex than is getting HIV or another STD, as well as them 

feeling that they know more about pregnancy and understand it better. They tended to 

feel that it would have a more obvious effect on a person’s life in that they have a better 

sense of what it entails to have a child and take care of a child. Female and male 

participants in a focus group discussed this: 

(ID #612): “I feel like you know more about pregnancy than you do HIV. 

Like you don’t really have to be educated much to know what’s going to 

happen to you if you get pregnant. You kind of know you’re going to have 

a baby and this is how your life is gonna be. And if that’s not going to 

work out in your lifestyle you know that that’s bad. But I think HIV, you 

don’t really know or you know that it’s bad, but it’s…I don’t know. It’s 

less, it’s not that it’s less real, but it’s less…” 

(ID #621): “Less of a threat?” 

(ID #612): “Yeah, kind of.” 

Additionally, being pregnant can be physically seen by others, as opposed to HIV which 

may go unobserved by other people. Because pregnancy was generally the outcome of 

greatest concern among participants when engaging in risky sexual behaviors, it was the 

primary focus when preventative measures were taken. Therefore, participants were more 

likely to use birth control in order to prevent pregnancy as opposed to use condoms. Their 

decisions and consequential behaviors were motivated by their desire to reduce the 

chance of pregnancy rather than the chance of contracting HIV. Furthermore, as stated by 
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numerous participants, they usually do not even think about HIV. Table 11 has quotes 

from participants about their concerns related to pregnancy and how it affects their 

decisions and resulting behaviors. 

Table 11 

Participant Quotes Related to Pregnancy Concern 

Prioritize 

pregnancy over 

HIV/STDs 

(ID #413): “Also I feel like there’s an emphasis, you were talking 

about safe sex and birth control...Safe sex is like, ‘oh, I’m on the 

pill, I’m fine. It’s fine, it’s no big deal’, but it’s like, ‘no, no, no, it 

is a big deal because the pill does not prevent STDs’. It’s just… 

there’s not enough conversation about it. There’s so much 

conversation about preventing pregnancy, like, ‘what are you 

using to protect yourself?’ ‘Oh I’m on the pill, you’re fine.’ But 

nobody asks you what you are doing to prevent yourself from 

contracting HIV, like it just doesn’t happen.” 

 (ID #411): “I think it’s the fact that the girls on campus are more 

worried about getting pregnant than getting an STD because an 

STD is not always something that people, like we all said, people 

can’t always see, but getting pregnant is. People can see that, 

people can stigmatize that, rather call you a slut, call you whatever 

because you’re pregnant in college. So I think that probably people 

rather just go with having the STD, not getting tested, or just like 

living with it than opposed to getting pregnant.” 

 (ID #811): “I feel like people may see pregnancy as a more 

realistic possibility than getting HIV.” 

 (ID #511): “I think it’s a catch-22 because people see the 

pregnancy as the more issue that they’re looking to prevent. So 

then that kind of leads them to be fixated on other ways of 

preventing it, if that makes sense. Like I know a bunch of my 

friends use IUDs and hormonal birth control to control that. But 

they don’t even think about the other things they’re at risk for.” 

 (ID #622): “I think a lot of people prioritize the pregnancy aspect 

of sex over the transmission of diseases. Like when you think 

about birth control, for example, as long as you’re taking the pill 

you can’t get pregnant. And that’s what most people are concerned 

about I would say. So they think that as soon as they check that off 

they’re essentially, like they can do whatever they want after that 

point.” 

 (ID #811): “It’s more talked about I think. And it’s more like 

something that a lot of people deal with. Like a lot of people have 

pregnant people walking around their high school, but you don’t, if 

there was anyone with HIV in my high school I would have never 

known.” 
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Another common factor that influenced decision-making was the dichotomy of 

prioritizing the present or prioritizing one’s long-term health. Many participants 

discussed that they personally, as well as friends and peers, seem to prioritize sex or what 

they are doing in the present over their health. They are more interested in coming across 

a certain way in front of a sexual partner (i.e., not asking a partner to use a condom) or 

enjoying sex, rather than waiting until both people can get tested or they know each other 

better. Additionally, some noted that young adults may not be making a conscious 

decision to prioritize their immediate gratification over their long-term health, due to 

alcohol, drug use, or getting “caught up in the moment”; however they more often than 

not seem to make the decision to engage in the behavior that is appealing in the moment 

even though it may prove detrimental to their health in the future. 

Few participants seemed aware that they possess the self-control to refrain from 

engaging in behaviors that may ultimately jeopardize their health. Generally those 

participants who expressed a sense of self-control and self-efficacy were the ones who 

felt capable of making a conscious decision to not engage in sexual intercourse if 

condoms were not available, the partner was not agreeable to using condoms, they had 

not been tested for HIV or STDS, or there were signs that one partner may have an 

infection. They expressed the desire to not put their future health or future goals at risk in 

order to engage in a behavior now that may not ultimately be worth it. Any behaviors that 

were perceived as being risky towards the person’s health were deemed as less important 

and consequently avoided. Table 12 has examples of quotes from participants, some who 

prioritize their behaviors in the present and others who prioritize their future ones. 
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Table 12 

Participant Quotes Related to Prioritizing the Present vs Long-term 

Prioritize present (ID #711): (Why participants prioritize sex) “Like I said before, 

human nature. I mean, the desire to want to do it. I don’t know. I 

think that the positives outweigh the negatives in that situation. 

Like, if you have sex you’re not 100 percent going to get AIDS. So 

I feel like there are just more positives to negatives.” 

 (ID #121): “I think women, I mean this might just be generalizing 

it, but I think women think more towards the future, men think 

more in the here and the now. Some men prepare for the future, 

but I mean that’s just masculinity, stuff like that. But that’s a 

generalization. I think a lot of teenagers, they need that instant 

gratification and they just want to do it now. They don’t want to 

think about the risks about it. They just don’t want to think about 

anything that could harm them. They just want the good times and 

don’t want to think about the bad things that could happen later.” 

 (ID #213): “Also, I think alcohol plays a big factor into it, and 

drugs as well. If you’re under the influence and you’re incoherent, 

sometimes that’s not the first thing that comes to your mind. And 

so just being careless and just making things happen in the heat of 

the moment without really thinking about long-term effects.” 

 (ID #121): “They don’t think that they might basically end up in a 

hospital 10 years from now, 5 years from now. They don’t think 

that far ahead. They just think in the here and the now, what’s 

benefiting them. They don’t want to think about the risks, they 

don’t want to think about the outcomes that could come out of it. I 

think a lot of teenagers, they don't really think about what could 

happen. They don’t think about the outcomes of their actions.” 

 (ID #622): “I would think that drugs tend to alter your brain’s 

thinking to think more along the lines of immediate gratifications 

than of long-term issues I guess. Especially in the case of heroin, 

it’s all about the next high instead of the future.” 

Prioritize long-

term 

(ID #121): “I think the more that I was, like the more I learned 

about it, that’s when I started to realize this is actually a bigger 

issue than just like a bug bite. It’s not just going to go away on its 

own. So it's better to be precautious on the front end than risk it 

and be sloppy one time and have to live with it the rest of your 

life.” 

 (ID #121): “I don’t want to live until 150 or 200 years old, but I do 

want to live a long healthy lifestyle. I don’t want to be spending a 

bunch of my time in a hospital and then going through blood 

transfusions or taking pills and screenings and all of that mumbo 

jumbo… I mean everything with that does take a toll on you 

greatly. I have high goals for myself, I don’t want that slight risk to 

lead to something like that, where I can’t achieve those goals.” 
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Summary of Phase I Qualitative Themes 

 Overall the qualitative data derived from the individual interviews and focus 

groups indicated that HIV is not something that most participants consciously think about 

and therefore they generally do not have a fear of contracting it. Although they tend to 

have a high perceived severity of living with the disease, they have a low perceived 

susceptibility to acquiring it, ultimately resulting in a relatively low perceived personal 

risk for HIV. 

 Young adults’ assessments of risk are attributable to both the affect heuristic and 

the availability heuristic in that their emotions or experienced feelings based on a 

situation and their knowledge of the frequency of the risk’s outcome influence how they 

perceive a particular risk. However, since young adults are biologically at a point in their 

lives when they may yet have fully developed self-regulation and are still somewhat 

inclined to heightened sensitivity in emotional situations, refraining from acting on 

certain impulses, despite recognizing risk, may be difficult. According to the dimensions 

of the psychometric paradigm the Phase I participants assess the risk of HIV based on a 

number of the 19 characteristics of risk. Participants’ perceived characteristics of HIV 

serving to reduce their overall perceived risk of HIV include that the disease is no longer 

novel, as it was first diagnosed before the participants were even born; contracting HIV is 

preventable; the risk associated with HIV can be reduced by avoiding certain behaviors 

or situations; the effects of exposure to HIV are not observable so others likely cannot see 

if a person has been exposed to the disease; and the risk does not affect them personally 

as they do not perceive themselves as being at risk of contracting it. Two characteristics 

of HIV perceived by participants that contribute to perceptions of increased risk are that 
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the consequences of exposure to HIV can be severe, as in a person may contract an 

incurable disease; and contracting HIV is believed to likely result in death. The 

dimensions of the psychometric paradigm that affect the participants’ perceptions of HIV 

reinforce that although they perceive the severity of living with HIV to be great, they 

perceive their susceptibility to acquiring it to be minimal, leading to an overall low 

perception of HIV risk. 

Social Cognitive Theory and its constructs were efficacious at explaining the 

changing perceptions of young adults’ perceptions of HIV. While they believe that older 

individuals who were living during the 1980’s and 1990’s and were thus exposed to the 

morbidity and mortality of HIV at that time have a greater perceived risk of HIV, young 

adults now do not perceive HIV to be of the same level of risk as older individuals likely 

do because they have not been exposed to these same observations or behavioral 

reinforcements. Also, as they observe others engaging in risky behaviors and not 

experiencing negative outcomes, the conclusion that negative consequences do not result 

from risky behaviors is reinforced. Likewise, because they largely do not know anyone 

living with HIV and thus perceive the prevalence of it as being quite low, or even non-

existent, within the population in which they interact, they do not make decisions to 

actively protect themselves from HIV. They view HIV as being a highly unlikely 

outcome of their behaviors, whether risky or not risky, and so are not motivated to take 

steps to protect themselves from it. They are overall more concerned about pregnancy 

and therefore take the steps to protect themselves from that (i.e., use birth control, but not 

condoms). Whether or not one prioritizes their health over their behaviors in the present, 

as well as having behavioral capabilities and a sense of self-control and self-efficacy, 



141 

 

were also deemed influential factors in how young adults make decisions about engaging 

or refraining from engaging in certain behaviors. 

Young adults’ current perceptions of HIV, while similar in many ways to young 

adults’ perceptions of the disease earlier on in the epidemic, are also notably different in 

some ways. Young adults in general still do not believe they are personally at risk of 

contracting HIV, but this is not due to perceptions of invulnerability. Instead they feel 

that they are not engaging in behaviors that could lead to them contracting the disease. 

While they recognize that there is a risk of it, they do not perceive themselves to be the 

ones at risk of contracting it. They also tend to feel that they are highly knowledgeable 

about at least the basics of HIV, yet this is not necessarily the case. Earlier on in the 

epidemic young adults believed they understood how HIV was transmitted, but they also 

believed in many misperceptions related to HIV transmission. Currently, young adults 

also believe they know a lot about HIV, including how it is transmitted, however the 

focus groups and interviews showed that many participants were not aware of all the 

behaviors that put a person at risk of HIV. The last similarity between current and past 

perceptions of young adults is their feeling that they are engaging in protective behaviors, 

while not recognizing that many of their behaviors are actually placing them at increased 

risk of HIV. There are two important differences to note between young adults’ current 

perceptions of HIV and those of the past. Previously young adults overestimated their 

risk of contracting HIV, even more so than did adults. They also had lower perceived 

severity of the disease, being less likely than adults to think the consequences of 

contracting HIV would be significant. Now however, young adults do not overestimate 

their risk of HIV, and in fact may underestimate it. Because they believe that they have a 
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good understanding of the disease, have a strong belief that they themselves are not 

actually at risk of the disease, and are not engaging in risky behaviors, many participants 

did not associate any HIV risk with themselves. Despite their risk perceptions, their 

perceived severity of living with HIV seems to be greater than that of young adults in the 

past. While a direct comparison is not possible to determine how much perceived severity 

has changed, young adults previously believed that HIV would not have significant 

effects on a person’s immune system and that it would not lead to death within five years, 

whereas they now see effects of the immune system and death as being significant and 

severe consequences of living with HIV. 

The themes associated with young adults’ perceptions of HIV identified in the 

Phase I interviews and focus groups provide a foundation for the Phase II perceptual 

mapping survey. Having identified what young adults currently think of HIV, as well as 

how their perceptions may differ from perceptions of young adults’ in the past, the Phase 

II survey is more likely to focus on the factors that are actually important and applicable 

to young adults in the 21
st
 century. Identifying these factors will ultimately heighten the 

accuracy and usability of the perceptual maps and make the future development of 

relevant and meaningful HIV prevention messages more likely. 
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CHAPTER 5 

QUANTITATIVE RESULTS 

Restatement of the Study Purpose and Research Questions 

 The main purpose of this study was to understand the perceptions of, attitudes 

towards, and deterrent effect of the fear of HIV disease among young adults 18-24 years 

of age and how these perceptions have impacted HIV-related risky behavior decision-

making. This research had three primary questions: 

1. What are young adults’ current perceptions of HIV? Specifically, do they have a 

fear of HIV, and how do they perceive their susceptibility to HIV and the severity 

of living with HIV? 

2. What factors do young adults consider to be important when making decisions 

about engaging in risky behaviors? Is Social Cognitive Theory a valid and useful 

framework for explaining changing perceptions of HIV among young adults? 

3. Can perceptual mapping be used to strengthen the understanding of the factors 

that provoke and dissuade young adults from engaging in behaviors that place a 

person at risk of acquiring HIV? How do the perceptual maps of certain 

subgroups differ from one another? 

This chapter describes the results of the quantitative survey conducted in Phase II 

of this study. It will describe the demographic composition of the survey sample, 

behaviors they report engaging in or having experienced, as well as their perceptions of 

various facets of HIV. The data collected in this phase is used to further examine 

Research Questions #1 and #2, in addition to visually presenting young adults’ 

perceptions of HIV in perceptual maps (Research Question #3); a comparison of 
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perceptions between different subgroups of the sample was also conducted with the 

perceptual maps to assess differences and possible directions for future interventions. 

Dataset Quality Control Process 

 Survey responses were collected through Mechanical Turk, an online marketplace 

for work, from January 30, 2017, through February 27, 2017. A total of 312 surveys were 

collected, although some were removed due to data quality concerns. The following 

criteria were used to review the data and eliminate surveys considered to be of low 

quality: 

1. Did not meet demographic eligibility requirements: In order to participate in the 

survey potential participants were informed that they must be between the ages of 

18 and 24, have not been previously diagnosed with HIV or AIDS, currently 

reside within the United States, and have not previously completed the survey. 

Upon reviewing the dataset 10 surveys were removed because the respondent did 

not meet the age requirement for participation and 1 was removed due to HIV 

status. An additional 11 surveys were removed because it was concluded that the 

individual completed the survey multiple times; this was determined by duplicate 

Mechanical Turk ID numbers and duplicate IP addresses. In some instances, the 

participant was not eligible for participation due to age and then modified their 

responses in subsequent surveys. In other cases the participant simply completed 

the survey two or three times. 

2. Survey response time: The 126-item survey was pilot tested and the approximate 

administration time was determined to be between 15 and 20 minutes. However, 

participant response times recorded by Qualtrics were as low as 92 seconds. Upon 
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evaluating data quality and response consistency (comparing questions in which 

the same or a similar response would be expected), as well as further testing the 

time to complete the survey, it was determined that surveys completed in under 7 

minutes and 30 seconds (450 seconds total) would be omitted from the analysis. It 

was believed that completing the survey in less than seven and a half minutes 

would not have allowed adequate time for the participant to have read the survey 

directions, questions, or corresponding answer options or to have thoughtfully 

provided responses. Sixty-four surveys were removed because they were 

completed in less than seven and a half minutes. 

Participant Profile 

 A total of 226 surveys were included in the analysis of the Phase II survey. The 

Phase II survey can be found in Appendix B. Nearly 60% of participants (58.4%) 

identified as female and 39.4% as male; 1.8% identified as transgender female to male 

and 0.4% as transgender male to female. 

 All participants completing the survey identified their race. Because they were 

able to select any number of races with which they identified, the total does not equal 

100% (Table 13). Collapsed racial categories are also shown in Table 14. The majority of 

participants were white (72.6%) and identified as non-Hispanic (85.8%). 

Table 13 

Participants’ Race (All that Apply) 

Race Frequency Percent 

African American/Black 28 12.4 

Asian 27 11.9 

Native American/Alaskan Native 2 0.9 

Native Hawaiian/Pacific Islander 4 1.8 

Other 12 5.3 

White 164 72.6 
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Table 14     

Participants’ Race (Collapsed Racial Categories) 

Race Frequency Percent Valid Percent Cumulative Percent 

African American/Black 24 10.6 10.6 10.6 

Other 44 19.5 19.5 30.1 

White 158 69.9 69.9 100.0 

Total 226 100.0 100.0  

 

 Participants ranged in age from 18 to 24 years. The mean age was 22.17 years, 

with a standard deviation of 1.650. One-third of participants (33.6%) were 18-21 years of 

age and 66.4% were 22-24 years of age (Table 15 and Figure 10). 

 

Table 15 

Participants’ Age in Years 

Age Frequency Percent Valid Percent Cumulative 

Percent 

18 3 1.3 1.3 1.3 

19 18 8.0 8.0 9.3 

20 15 6.6 6.6 15.9 

21 40 17.7 17.7 33.6 

22 42 18.6 18.6 52.2 

23 41 18.1 18.1 70.4 

24 67 29.6 29.6 100.0 

Total 226 100.0 100.0  
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Participants resided across the United States with 39 states reported. All 

participants were within the contiguous United States, ranging from Washington to 

Florida and Maine to California. 

Participants reported who they live with, selecting all that apply. The largest 

proportions reported living with a spouse or partner (34.1%), parents (24.8%), or 

roommates (23.0%). The total percentages for who participants live with are reported in 

Figure 11.  

 

 

 

Participants were asked to report the highest level of schooling they have 

completed. The majority of participants either completed a Bachelor’s degree (32.7%) or 

completed some college (38.1%). The total percentages for participants’ highest 

education are reported in Table 16. The majority of participants (86.7%) attended a 

public high school; fewer participants reported attending a private, non-religious high 
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school (4.0%), private, religious high school (5.3%), being home schooled (3.5%), or 

other (0.4%). 

 

Table 16 

Participants’ Highest Level of Completed Education 

Education Frequency Percent Valid Percent Cumulative Percent 

Less than high school 1 0.4 0.4 0.4 

Some high school, no 

diploma 

3 1.3 1.3 1.8 

High school graduate, 

diploma or equivalent 

31 13.7 13.7 15.5 

Some college, no degree 86 38.1 38.1 53.5 

Trade, technical, or 

vocational school 

4 1.8 1.8 55.3 

Associate degree 22 9.7 9.7 65.0 

Bachelor’s degree 74 32.7 32.7 97.8 

Master’s degree 5 2.2 2.2 100.0 

Total 226 100.0 100.0  

 

Participants were 75.7% heterosexual, 15.0% bisexual, 5.8% gay or lesbian, and 

3.5% other. Participants had been sexually active with men only (37.2%), women only 

(31.9%), and both men and women (14.6%). Thirty-six participants (15.9%) reported not 

having ever been sexually active. In the past six months, 24.3% did not have any sexual 

partners, 56.2% had 1 partner, 14.6% had 2 or 3 partners, 4.0% had 4-6 partners, and 

0.4% had 7 or more sexual partners. 

Half (50.9%) of participants reported being in a long-term relationship, either 

exclusively dating for more than 6 months (36.3%) or being married or in a domestic 

partnership (14.6%). One-fifth (19.9%) of participants were dating or in new 

relationships (6 months or less) and 29.2% were not dating. Figure 12 shows participants’ 

relationship status. The number of sexual partners reported by participants differed by 



149 

 

relationship status. All participants married or in domestic partnerships reported having 

one sexual partner. Having multiple sexual partners in the six-month period was most 

common among participants dating, but no one exclusively (52%) and exclusively dating, 

but for 6 months or less (65%). Participants not currently dating (66.7%) were the most 

likely to have no sexual partners in the six-month time period preceding survey 

completion. 

 

 

 

 Participants were asked to think about their condom use within the past six 

months. Although responses varied from always to never, the largest proportion of 

participants stated that they never use condoms (29.2%), followed by using condoms 

some of the time (18.1%), always (17.3%), and most of the time (12.8%); 22.6% 

indicated they had not been sexually active in the previous six months. Condom use 

varied by participants’ sexual orientation, with heterosexual participants being more 

likely to use condoms always or most of the time (33.9%), compared to those who are 
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gay or lesbian (15.4%), bisexual (20.6%), or other (12.5%). Figure 13 shows participants’ 

condom use in the previous six months by participants’ sexual orientation. Condom use 

also varied by participants’ relationship status; generally the longer and more exclusive 

the relationship the participant was in, the less likely they were to use condoms always or 

most of the time and the more likely they were to never use them. Figure 14 shows 

participants’ condom use by relationship status. 
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The majority (98.7%) of participants reported having never injected drugs. Of the 

three participants indicating past injection drug use, one reported always using clean 

needles in the last six months, one reported using clean needles most of the time, and one 

had not injected drugs within the previous six months. 

All participants reported having never been told that they had HIV or AIDS. 

However, less than half (42.0%) had been tested for HIV; 50.4% had not been tested for 

HIV and 7.5% were unsure if they had been tested or not. HIV testing differed by sexual 

orientation, with those identifying as heterosexual being the least likely to have been 

tested for HIV as compared to other groups. Figure 15 shows participants’ HIV testing 

behaviors by sexual orientation. HIV testing also differed by relationship status. 

Participants who were not dating were the least likely to have been tested for HIV and 

those dating, but not exclusively or dating exclusively, but for six months or less, were 
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the most likely to have been tested for HIV. Figure 16 shows participants’ HIV testing 

behavior by relationship status. 
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 The majority (84.5%) of participants reported having received sexual education in 

school that included HIV education, including comprehensive HIV education (43.4%), 

abstinence-only HIV education (14.2%), and abstinence-plus HIV education (27.0%); 

9.7% did not receive any HIV education in school and 5.8% were not sure if they had 

received this education. 

 Participants completed standardized scales to measure their self-efficacy, self-

control, as well as their personalities, which included extraversion, agreeableness, 

conscientiousness, neuroticism, and openness. Table 17 shows the range, mean, and 

standard deviation of each scale. 

 

Table 17 

Participants’ Scores on Standardized Scales (Self-Efficacy, Self-Control, Personality) 

Scale N Minimum Maximum Mean Standard 

deviation 

Self-Efficacy 226 18 40 30.77 4.623 

Self-Control 226 20 64 42.22 9.115 

Extraversion 226 2 10 5.37 2.220 

Agreeableness 226 2 10 6.91 1.865 

Conscientiousness 226 2 10 7.06 1.732 

Neuroticism 226 2 10 6.31 2.253 

Openness 226 3 10 7.35 1.927 

 

A cluster analysis was conducted using the scales for self-efficacy, self-control, 

and personality. Three clusters were identified. Table 18 shows the means of each scale 

for each group.  
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Table 18 

Means of Standardized Scale Scores for Identified Clusters 

Scale Cluster 1 Mean 

“Mid Self-

Efficacy/Self-

Control” 

Cluster 2 Mean 

“High Self-

Efficacy/Self-

Control” 

Cluster 3 Mean 

“Low Self- 

Efficacy/Self- 

Control” 

Self-Efficacy 30 34 28 

Self-Control 43 53 30 

Extraversion 5 6 5 

Agreeableness 7 8 6 

Conscientiousness 7 9 6 

Neuroticism 6 5 8 

Openness 7 8 7 

 

In relation to the other clusters, Cluster 1 had moderate self-efficacy and self-

control, as well as moderate mean scores for all of the personality measures. Cluster 2 

had high self-efficacy and self-control, as well as higher extraversion, agreeableness, 

conscientiousness, and openness, as compared to the other clusters; however they had 

low neuroticism. Cluster 3 had low self-efficacy and self-control, as compared to the 

other clusters. They also had lower mean scores for agreeableness and conscientiousness, 

moderate mean scores for extraversion and openness, and the highest mean score for 

neuroticism. 

Quantitative Results of Perceptual Mapping Survey 

Research Question 1: Young Adults’ Current Perceptions of HIV 

 Four blocks of questions were specifically directed at the four factors to be 

addressed in Research Question #1: current perceptions of HIV was the focus in the 

blocks examining participants’ perceptions of HIV and personal perceptions and 

experiences related to HIV; fear of HIV was the focus in the block on participants’ 

perceived risk of contracting HIV; susceptibility to HIV was also the focus in the block 
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on participants’ perceived risk of HIV; and severity of living with HIV was the focus in 

the block on participants’ perceptions of living with HIV and people who are living with 

HIV.  

Current Perceptions of HIV 

As a whole, participants disagreed that only certain types of people contract HIV 

(M=1.68, SD=2.571), that only gay people contract HIV (M=0.36, SD=1.151), and that 

you can tell if a person has HIV by the way they look (M=0.67, SD=1.508). They also 

disagreed that people rarely contract HIV (M=1.74, SD=1.982), it is no longer a concern 

in our society (M=1.56, SD=1.948), and that it is not a big deal (M=0.73, SD=1.467). 

They disagreed, although to a lesser extent, that their friends (M=3.54, SD=3.051), 

people who engage in unprotected sex (M=3.37, SD=2.780), and people who engage in 

injection drug use (M=3.98, SD=3.053) are not concerned about contracting HIV. Overall 

they disagreed that they know a lot of people who have had unprotected sex, but none 

have gotten a STD (M=4.14, SD=3.064), likely indicating that they do know people who 

have contracted sexually transmitted diseases other than HIV. However, they had neutral 

opinions in regards to knowing people engaging in unprotected sex and none having 

gotten HIV (M=5.34, SD=3.068), indicating that they were less likely to know people 

who had contracted HIV. The participants had generally neutral perceptions, although 

leaning towards slight agreement, that young adults are less concerned about contracting 

HIV now than they were 20 years ago (M=5.31, SD=3.127). Overall the participants feel 

that HIV is still a significant issue and that many groups of people are concerned about it, 

however they indicated that they perceive young adults as being less concerned about 

HIV than they were previously. Table 19 shows the mean scores for each mapping 
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statement regarding perceptions of HIV; the higher the mean value, the stronger their 

agreement with the statement. 

 

Table 19 

Perceptions of HIV—Perceptual Mapping Mean Scores 

Mapping Statement Mean 

(M) 

Standard Deviation 

(SD) 

Only certain types of people contract HIV. 1.68 2.571 

HIV isn’t a big deal. 0.73 1.467 

People rarely get HIV. 1.74 1.982 

Only gay people get HIV. 0.36 1.151 

People who have unprotected sex are not 

concerned about getting HIV. 

3.37 2.780 

People who inject drugs are not concerned 

about getting HIV. 

3.98 3.053 

My friends are concerned about getting HIV. 3.54 3.051 

You can tell if someone has HIV by the way 

they look. 

0.67 1.508 

I know a lot of people who have unprotected 

sex and none of them have gotten HIV. 

5.34 3.068 

I know a lot of people who have had 

unprotected sex and none of them have gotten 

a STD (not HIV). 

4.14 3.064 

HIV is no longer a significant concern in our 

society. 

1.56 1.948 

Young adults are less concerned about 

contracting HIV now than they were 20 years 

ago. 

5.31 3.127 

 

The sample in total feels strongly that they would be upset (M=9.40, SD=1.612) 

and disappointed in themselves (M=9.01, SD=2.184) if they contracted HIV, and while 

they still agreed that it would be their own fault if they contracted HIV (M=7.40, 

SD=2.852), they feel less strongly about this. They also agreed that they do not know 

anyone living with HIV (M=7.61, SD=3.617), but they disagreed that they do not 

associate with anyone that is likely to have HIV (M=3.49, SD=3.264). They also 



157 

 

disagreed that they do not hear about people contracting HIV (M=3.12, SD=3.305). The 

sample had mixed experiences with the topics that their parents have talked to them 

about. They agreed that their parents have talked to them about pregnancy (M=6.32, 

SD=3.825), neither agreed nor disagreed that their parents have talked to them about 

using condoms (M=4.73, SD=4.211), but disagreed that their parents have talked to them 

about HIV (M=3.36, SD=3.858). Overall the participants would be distressed if they 

contracted HIV, and although they are not aware of knowing anyone with HIV, they 

recognize that it is a possibility. Table 20 shows participants’ mean scores for the 

mapping statements about personal perceptions and experiences related to HIV. 

 

Table 20 

Personal Perceptions and Experiences Related to HIV—Perceptual Mapping 

Mean Scores 

Mapping Statement Mean 

(M) 

Standard Deviation 

(SD) 

I don’t know anyone who is living with HIV 

or AIDS. 

7.61 3.617 

I would be upset if I contracted HIV. 9.40 1.612 

I would be disappointed in myself if I 

contracted HIV. 

9.01 2.184 

My parents have talked to me about 

pregnancy. 

6.32 3.825 

My parents have talked to me about HIV. 3.36 3.858 

My parents have talked to me about using 

condoms when I have sex. 

4.73 4.211 

If I got HIV it would be my own fault. 7.40 2.852 

I don’t associate myself with anyone that is 

likely to have HIV. 

3.49 3.264 

I don’t hear about people contracting HIV. 3.12 3.305 

   

 

 Current perceptions of HIV varied by subgroup. Of particular interest is that as 

individuals self-reported condom use increases, their perception of knowing people who 
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have unprotected sex, but have not contracted HIV decreases: always/most of the time 

(M=5.09, SD=2.885), some of the time (M=5.83, SD=2.729), and never (M=6.02, 

SD=3.242); those who are not sexually active disagreed with this perception (M=4.40, 

SD=3.136). Also, males feel that young adults are less concerned about HIV now than in 

the past (M=6.01, SD=-3.006), but females do not (M=4.78, SD=3.119). Other 

significantly different perceptions by subgroup can be found in Table 21.  

 

Table 21 

Perceptions of HIV—Significant Variables by Subgroup 

Subgroup Mapping Statement df  F/t p 

Condom use
a 

I know a lot of people who have 

unprotected sex and none of them have 

gotten HIV. 

3, 221 3.223 .023 

Gender You can tell if someone has HIV by the 

way they look. 

218 24.893 .001 

 Young adults are less concerned about 

contracting HIV now than they were 20 

years ago. 

218 1.205 .004 

Racial group
a 

Only certain types of people contract 

HIV. 

2, 223 3.636 .028 

Relationship 

status
a 

My friends are concerned about getting 

HIV. 

2, 223 4.589 .011 

a. Adjustment for multiple comparisons: Bonferroni. 

*. Significant at the adjusted p-value, .004.  
 

 

 Personal perceptions and experiences related to HIV also differed by subgroup, 

with the majority of the significant differences regarding whether or not parents have 

talked with the participants about pregnancy, HIV, or using condoms. While black 

participants generally agreed that their parents have talked with them about pregnancy 

(M=7.83, SD=3.046), condoms (M=6.75, SD=4.175), and HIV (M=5.04, SD=4.268), 

others have not talked with their parents about pregnancy (M=4.86, SD=3.992), condoms 
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(M=3.25, SD=3.942), or HIV (M=2.51, SD=3.588).  These experiences also differed by 

relationship status. Individuals dating or in short-term exclusive relationships expressed 

the strongest agreement with these statements: pregnancy (M=7.83, SD=3.293), condoms 

(M=6.02, SD=4.151), and HIV (M=5.30, SD=4.168). Individuals in long-term exclusive 

relationships have talked about pregnancy with parents (M=6.31, SD=3.814), but not 

condoms (M=4.72, SD=4.279) or HIV (M=2.96, SD=3.626). Those who are not dating 

were neutral regarding pregnancy discussions (M=5.50, SD=4.009), but have not talked 

about condoms (M=3.89, SD=3.970) or HIV (M=2.76, SD=3.680). Overall, there were 

differences by subgroup in the discussions participants have had with their parents, but 

they were most likely to have spoken about pregnancy and least likely to have spoken 

about HIV. Other personal perceptions and experiences of statistical significance can be 

found in Table 22. 
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Table 22 

Personal Perceptions and Experiences Related to HIV—Significant Variables by 

Subgroup 

Subgroup Mapping Statement df F/t p 

Age group I don’t associate myself with anyone 

that is likely to have HIV. 

224 6.742 .045 

Condom use
a 

My parents have talked to me about 

HIV. 

3, 221 2.917 .035 

 My parents have talked to me about 

using condoms when I have sex. 

3, 221 3.572 .015 

 If I got HIV it would be my own fault. 3, 221 2.730 .045 

Racial group
a 

I don’t know anyone who is living with 

HIV or AIDS. 

2, 223 6.085 .003
* 

 My parents have talked to me about 

pregnancy. 

2, 223 5.438 .005 

 My parents have talked to me about 

HIV. 

2, 222 3.396 .035 

 My parents have talked to me about 

using condoms when I have sex. 

2, 222 5.769 .004
* 

 I don’t hear about people contracting 

HIV. 

2, 223 5.996 .003
* 

Relationship 

status
a 

My parents have talked to me about 

pregnancy. 

2, 223 3.879 .022 

 My parents have talked to me about 

HIV. 

2, 222 7.368 .001
* 

 My parents have talked to me about 

using condoms when I have sex. 

2, 222 3.448 .034 

 I don’t hear about people contracting 

HIV. 

2, 223 3.434 .034 

a. Adjustment for multiple comparisons: Bonferroni. 

*. Significant at the adjusted p-value, .004. 
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Fear of HIV and Susceptibility to HIV 

Overall the participants strongly disagreed that they are at risk of contracting HIV 

(M=2.02, SD=2.502), although they only slightly disagreed that people like them do not 

contract it (M=4.10, SD=3.390). They indicated that they would be more concerned 

about contracting HIV if they had ever contracted a STD (M=6.84, SD=3.079), knew 

someone living with HIV (M=6.94, SD=3.082), or if they were not in a committed 

relationship with the person they are having sex with (M=7.52, SD=3.134). HIV is not 

something that the participants generally think about (M=7.02, SD=2.946) and they tend 

to be more concerned about pregnancy than HIV when they have sex (M=6.62, 

SD=3.588). While they had fairly neutral perceptions of contracting HIV from 

unprotected sex (M=4.70, SD=3.379), they did worry about contracting it if they were to 

inject drugs (M=6.60, SD=3.363). They had relatively neutral perceptions as to whether 

or not they are afraid of contracting HIV (M=5.27, SD=3.362); however the availability 

of medications to treat it was not a factor (M=1.24, SD=1.961). Overall the participants 

were neither fearful nor fearless of contracting HIV. And while they do not believe they 

are susceptible to contracting it, they acknowledged certain circumstances that would 

increase their perceived susceptibility. In general they felt they were more susceptible to 

HIV if they injected drugs as opposed to engaged in unprotected sex and are more 

concerned about pregnancy than HIV when they have sex. Table 23 shows the 

participants’ mean scores for each mapping statement related to their perceived risk of 

HIV. 

 

 



162 

 

Table 23 

Perceived Risk of HIV—Perceptual Mapping Mean Scores 

Mapping Statement Mean 

(M) 

Standard Deviation 

(SD) 

I’m afraid of getting HIV. 5.27 3.362 

HIV is not something I really think about. 7.02 2.946 

People like me don’t contract HIV. 4.10 3.390 

I think I’m at risk of contracting HIV. 2.02 2.502 

I worry that if I have unprotected sex I will 

get HIV. 

4.70 3.379 

I worry that if I engage in injection drug use I 

will get HIV. 

6.60 3.363 

I am more concerned about pregnancy than 

HIV when I have sex. 

6.62 3.588 

I would be more concerned about contracting 

HIV if I know someone who had it. 

6.94 3.082 

I would be more concerned about contracting 

HIV if I ever had a STD. 

6.84 3.079 

I would be more concerned about contracting 

HIV if I was not in a committed relationship 

with the person I’m having sex with. 

7.52 3.134 

Now that there are medications available to 

treat HIV, there is no reason to be afraid of 

contracting HIV. 

1.24 1.961 

 

 Fear of HIV and perceptions of susceptibility to HIV greatly differed by 

numerous subgroups. While 18-21 year olds reported being slightly unafraid of HIV 

(M=4.62, SD=3.270), 22-24 year olds had a slight fear (M=5.60, SD=3.756). Likewise, 

whereas white participants were slightly unafraid (M=4.76, SD=3.550), blacks (M=7.42, 

SD=3.216) and Others (M=5.93, SD=3.624) did express fear of HIV. Relatedly, whites 

(M=7.18, SD=2.832) and Others (M=7.73, SD=2.266) do not really think about HIV, but 

blacks do (M=4.71, SD=3.724). Various subgroups also had different perceptions of their 

susceptibility to HIV as a result of unprotected sex. Those with greater perceived concern 

of this generally use condoms more often: always/most of the time (M=5.19, SD=3.567), 

some of the time (M=3.68, SD=3.083), never (M=4.06, SD=3.383), and not sexually 
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active (M=5.69, SD=3.017). Females (M=5.21, SD=3.370) are also more concerned 

about getting HIV from unprotected sex than are males (M=4.02, SD=3.317). And while 

individuals who are either not dating (M=5.50, SD=3.045) or dating/in a new relationship 

(M=5.89, SD=3.343) are minimally worried about contracting HIV from unprotected sex, 

those in exclusive relationships (M=3.79, SD=3.344) are not. Overall fear of HIV and 

perceived susceptibility towards it vary based on a number of sociodemographic 

variables. Table 24 shows other statements related to perceived risk of HIV that were 

significantly different across subgroups. 
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Table 24 

Perceived Risk of HIV—Significant Variables by Subgroup 

Subgroup Mapping Statement df F/t p 

Age group I’m afraid of getting HIV. 224 5.074 .054 

Condom use
a 

HIV is not something I really think 

about. 

3, 222 2.779 .042 

 I think I’m at risk of contracting HIV. 3, 221 3.829 .011 

 I worry that if I have unprotected sex I 

will get HIV. 

3, 221 4.107 .007 

 I would be more concerned about 

contracting HIV if I was not in a 

committed relationship with the person 

I’m having sex with. 

3, 222 6.117 .001
* 

Gender I worry that if I have unprotected sex I 

will get HIV. 

218 .037 .010 

 I worry that if I engage in injection 

drug use I will get HIV. 

219 .680 .011 

Racial group
a 

I’m afraid of getting HIV. 2, 223 6.857 .001
* 

 HIV is not something I really think 

about. 

2, 223 9.556 .000
* 

 People like me don’t contract HIV. 2, 222 4.918 .008 

 I think I’m at risk of contracting HIV. 2, 222 4.323 .014 

 I would be more concerned about 

contracting HIV if I know someone 

who had it. 

2, 223 3.673 .027 

 I would be more concerned about 

contracting HIV if I ever had a STD. 

2, 223 3.771 .024 

Relationship 

status
a 

HIV is not something I really think 

about. 

2, 223 11.777 .000
* 

 People like me don’t contract HIV. 2, 222 9.330 .000
* 

 I think I’m at risk of contracting HIV. 2, 222 17.520 .000
* 

 I worry that if I have unprotected sex I 

will get HIV. 

2, 222 9.374 .000
* 

 I would be more concerned about 

contracting HIV if I was not in a 

committed relationship with the person 

I’m having sex with. 

2, 223 17.650 .000
* 

Scale score cluster
a 

I would be more concerned about 

contracting HIV if I ever had a STD. 

2, 223 4.035 .019 

a. Adjustment for multiple comparisons: Bonferroni. 

*. Significant at the adjusted p-value, .004. 
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Severity of Living with HIV 

As a whole, the participants slightly worry about what it would be like to live with 

HIV (M=6.32, D=3.098). They feel that it is an expensive disease to live with (M=7.87, 

SD=2.171) and would negatively affect their relationships with others if they were to 

contract it (M=6.88, SD=2.949). And while they do not mind interacting with people 

living with HIV or AIDS (PLWHA) (M=2.54, SD=2.944), they believe that they are 

socially stigmatized (M=7.54, SD=2.435). They feel that it is possible for PLWHA to live 

a long, healthy life (M=6.78, SD=2.384), and are not necessarily going to die from it 

(M=4.21, SD=2.719), but they have less strong feelings that they can live just as long as a 

person without HIV (M=5.80, SD=2.782). Overall the sample perceives there to be 

relatively significant and serious effects to living with HIV, but they feel that people can 

live with it and live relatively healthy lives. The means for the mapping statements 

regarding participants’ perceptions of living with HIV can be found in Table 25. 

Table 25 

Perceptions of Living with HIV—Perceptual Mapping Mean Scores 

Mapping Statement Mean 

(M) 

Standard Deviation 

(SD) 

People who have HIV are going to die from it. 4.21 2.719 

I wouldn’t want to have any interactions with a 

person if I knew they had HIV or AIDS. 

2.54 2.944 

Living with HIV would negatively affect my 

relationships with others. 

6.88 2.949 

People living with HIV and AIDS are socially 

stigmatized. 

7.54 2.435 

I worry about what it would be like to live with HIV. 6.32 3.098 

HIV is an expensive disease to live with. 7.87 2.171 

It is possible for a person with HIV to live a long, 

healthy life. 

6.78 2.384 

A person with HIV can live just as long as a person 

without HIV. 

5.80 2.782 

If a person with HIV is taking HIV medications they 

won’t transmit the virus to anyone. 

2.40 2.247 
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 Perceived severity of living with HIV was also influenced by a variety of factors. 

Although all participants felt that they generally worry about what it would be like to live 

with HIV, 22-24 year olds (M=6.62, SD=3.166) had stronger perceptions than did 18-21 

year olds (M=5.74, SD=2.891). Likewise, the older participants also had a stronger 

perception of the expense associated with HIV (M=8.34, SD=1.986) than did the younger 

ones (M=6.93, SD=2.229). Perceptions of HIV negatively affecting one’s relationships 

with others differed by race, with whites (M=7.00, SD=2.819) and Others (M=7.18, 

SD=2.705) perceiving a greater negative effect than blacks (M=5.50, SD=3.856). Blacks 

(M=7.13, SD=2.581) also had more positive perceptions than did whites (M=5.64, 

SD=2.808) and Others (M=5.70, SD=2.655) that individuals with HIV can live just as 

long as those without HIV. Overall the participants have concerns about what it would be 

like to live with HIV and that living with it would have negative effects on their life, 

however levels of concern differed throughout subgroups. Table 26 shows the statements 

with significantly different means within subgroups. 
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Table 26 

Perceptions of Living with HIV—Significant Variables by Subgroup 

Subgroup Mapping Statement df F/t p 

Age group I worry about what it would be like to 

live with HIV. 

224 1.346 .043 

 HIV is an expensive disease to live 

with. 

223 3.366 .000 

Gender I wouldn’t want to have any 

interactions with a person if I knew 

they had HIV or AIDS. 

219 1.726 .019 

Racial group
a 

I wouldn’t want to have any 

interactions with a person if I knew 

they had HIV or AIDS. 

2, 223 5.773 .004
* 

 Living with HIV would negatively 

affect my relationships with others. 

2, 223 3.043 .050 

 A person with HIV can live just as long 

as a person without HIV. 

2, 221 2.978 .053 

Scale score cluster
a 

People living with HIV and AIDS are 

socially stigmatized. 

2, 223 3.303 .039 

a. Adjustment for multiple comparisons: Bonferroni. 

*. Significant at the adjusted p-value, .004. 
 

Research Question 2: Factors Influencing Decisions to Engage in Risky Behaviors and 

Social Cognitive Theory as a Valid Framework to Explain Perceptions of HIV 

 In addition to the perceptions of and attitudes towards HIV developed in the 

question blocks used to answer Research Question #1, four additional question blocks 

were also used to better understand the influential factors that affect young adults’ 

decisions to engage in risky behaviors. The question blocks focused on the behaviors that 

participants decide to engage in or refrain from, their behaviors specifically regarding 

condom use, the knowledge they have about HIV, and behaviors and perceptions about 

their general health; these four blocks help show what behaviors young adults choose to 

engage in or refrain from engaging in, specifically those related to HIV and their general 

health, as well as the role that knowledge and attitudes may play in these behavioral 

decisions. Throughout all eight question blocks statements were also incorporated that 
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focused on the theoretical constructs of Social Cognitive Theory to see if this is a useful 

framework for understanding young adults’ perceptions of HIV.  

HIV-Related Behaviors Young Adults Engage In 

The participants strongly disagreed that they engage in behaviors that put them at 

risk of HIV (M=1.79, SD=2.626), as well as that they typically use drugs or alcohol when 

they have sex (M=1.79, SD=2.929). And while they perceive that their friends do not 

engage in risky behaviors either (M=3.67, SD=3.032), they felt less strongly about their 

friends’ behaviors than they did their own. They reported that they have not regretted 

engaging in unprotected sex after the fact (M=4.08, SD=3.755), have not gotten drunk 

and had sex with someone they did not know well (M=2.49, SD=3.898), and do not 

perceive casually hooking up with people to be fun (M=3.14, SD=3.440). Regarding 

protective behaviors, they are comfortable getting an HIV test (M=8.03, SD=2.610) and 

only slightly less comfortable discussing sexual histories with partners (M=6.16, 

SD=3.318), but generally are not only sexually active with people who have recently 

been tested for HIV or STDs (M=4.02, SD=3.492). Overall they are fairly neutral as to 

whether they actively protect themselves from HIV (M=5.73, SD=3.386). Table 27 

shows participants’ mean ratings for each mapping statement regarding their behaviors. 
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Table 27 

Behaviors Engaged In—Perceptual Mapping Mean Scores 

Mapping Statement Mean 

(M) 

Standard Deviation 

(SD) 

I engage in behaviors that put me at risk of 

getting HIV. 

1.79 2.626 

My friends engage in behaviors that put 

themselves at risk of getting HIV. 

3.67 3.032 

I’m comfortable discussing my sexual history 

with potential partners, even if we just met. 

6.16 3.318 

I have regretted engaging in unprotected sex 

after the fact. 

4.08 3.755 

I am comfortable getting an HIV test. 8.03 2.610 

Protecting myself from HIV is something I 

actively do. 

5.73 3.386 

I have gotten drunk and had sex with someone 

I didn’t know very well. 

2.49 3.898 

Casually hooking up with people is fun. 3.14 3.440 

I am only sexually active with people who I 

know have recently been tested for HIV and 

other STDs. 

4.02 3.492 

I often use drugs or alcohol when I have sex. 1.79 2.929 

 

At large the participants strongly agreed that condoms are an important means of 

preventing HIV (M=8.70, SD=2.152), however they neither agreed nor disagreed that 

they actually use them (M=5.26, SD=3.634). They also had neutral perceptions 

concerning thinking about using condoms when they have sex (M=4.75, SD=3.662), not 

having sex if they do not have a condom (M=4.62, SD=3.681), and not liking to use 

condoms (M=5.32, SD=3.708). They tend to perceive that sex without condoms feels 

better than sex with condoms (M=6.07, SD=3.623). They are confident in their ability to 

use condoms (M=7.40, SD=3.062) and do not feel their partner would refuse condoms if 

asked (M=1.50, SD=2.477). They do not perceive using condoms to be socially 

unacceptable (M=2.59, SD=2.807) and being on hormonal birth control was not a strong 

reason for not using condoms (M=4.19, SD=4.179). Overall the sample believes that 
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condoms are important for HIV prevention, and are confident in their ability to use them, 

but do not have strong perceptions about using or not using them when they have sex. 

Generally their reasons for use or non-use were not particularly strong. The mean 

perceptions for each mapping statement related to condom use can be found in Table 28. 

 

Table 28 

Condom Use—Perceptual Mapping Mean Scores 

Mapping Statement Mean 

(M) 

Standard Deviation 

(SD) 

I use condoms when engaging in sexual 

intercourse. 

5.26 3.634 

I don’t always think about using a condom 

when I have sex. 

4.75 3.662 

If I don’t have a condom I won’t have sex 

with someone. 

4.62 3.681 

Condoms are an important means of 

preventing HIV transmission. 

8.70 2.152 

I don’t use condoms because I or my partner 

is on hormonal birth control (pill, IUD, etc.). 

4.19 4.179 

It is more socially acceptable to not use 

condoms. 

2.59 2.807 

I am confident in my ability to use condoms. 7.40 3.062 

My sex partner would not agree to use 

condoms if I asked them. 

1.50 2.477 

I don’t like to use condoms during sexual 

intercourse. 

5.32 3.708 

Sex with condoms does not feel as good as 

sex without condoms. 

6.07 3.623 

 

 Although there was a considerable number of differences in behaviors within 

subgroups, self-reported condom use and the scale score cluster groups had a particularly 

notable number of differences. Participants generally that do not feel that they engage in 

behaviors that put them at risk of contracting HIV; however the strength of their 

perceptions was generally correlated with their condom use: always/most of the time 



171 

 

(M=2.01, SD=2.623), some of the time (M=2.73, SD=3.155), never (M=1.91, 

SD=2.750), and not sexually active (M=0.59, SD=1.314). Perceptions of their friends’ 

engagement in risky behaviors were similar: always/most of the time (M=3.41, 

SD=3.043), some of the time (M=4.41, SD=2.738), never (M=4.18, SD=3.229), and not 

sexually active (M=2.76, SD=2.768). Participants reporting that they never use condoms 

did not follow this gradient however, tending to disagree that they engage in risky 

behaviors even more so than individuals who always or mostly use condoms. The 

participants are all comfortable getting an HIV test, and again with the exception of 

individuals who never use condoms, there is a general trend between condom use and 

HIV testing comfort level: always/most of the time (M=8.31, SD=2.420), some of the 

time (M=8.00, SD=2.280), never (M=8.48, SD=2.543), and not sexually active (M=7.10, 

SD=2.995). And while participants who report that they typically use condoms feel that 

they actively protect themselves from HIV (M=7.18, SD=3.153), individuals using them 

some of the time (M=4.63, SD=3.015) or never (M=5.02, SD=3.690), and those who are 

not sexually active (M=5.63, SD=2.966) had relatively neutral feelings. Perceptions of 

frequently using drugs or alcohol with sex and getting drunk and having sex with 

someone the participant did not know well got stronger as condom use declined: 

always/most of the time (M=1.71, SD=2.792 and M=2.82, SD=3.849, respectively), some 

of the time (M=1.90, SD=3.129 and M=1.90, SD=3.657, respectively), and never 

(M=2.45, SD=3.158 and M=3.79, SD=4.450, respectively). As participants who are not 

sexually active have not engaged in sex, they strongly disagreed with both of these 

statements (M=0.94, SD=2.453 and M=0.82, SD=2.559, respectively). 
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 Significant differences in behaviors were also present across the scale score 

clusters. All participants strongly disagreed that they engage in behaviors that put them at 

risk of contracting HIV, however as their inherent self-efficacy and self-control 

decreased, so did their perceptions: high self-efficacy/self-control (M=1.24, SD=2.273), 

mid self-efficacy/self-control (M=1.51, SD=2.290), and low self-efficacy/self-control 

(M=2.93, SD=3.235). Their perceptions were similar about their friends, although they 

generally did not feel as strongly about their friends not engaging in risky behaviors as 

they did themselves: high (M=3.16, SD=3.216), mid (M=3.50, SD=2.828), and low 

(M=4.55, SD=3.098). Largely the participants felt that they do not typically use drugs or 

alcohol with sex and that they have not gotten drunk and had sex with someone they did 

not know well. However, again, disagreement with these statements was associated with 

levels of self-efficacy and self-control: high (M=0.84, SD=1.981 and M=1.53, SD=3.235, 

respectively), mid (M=1.68, SD=2.895 and M=2.54, SD=3.896, respectively), and low 

(M=2.98, SD=3.419 and M=3.36, SD=4.342, respectively). Table 29 displays all the 

statistically significant statements regarding participants’ behaviors by subgroup. 
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Table 29 

Behaviors Engaged In—Significant Variables by Subgroup 

Subgroup Mapping Statement df F/t p 

Condom use
a 

I engage in behaviors that put me at 

risk of getting HIV. 

3, 222 5.891 .001
* 

 My friends engage in behaviors that put 

themselves at risk of getting HIV. 

3, 222 3.225 .023 

 I have regretted engaging in 

unprotected sex after the fact. 

3, 222 5.476 .001
* 

 I am comfortable getting an HIV test. 3, 222 3.186 .025 

 Protecting myself from HIV is 

something I actively do. 

3, 222 7.096 .000
* 

 I have gotten drunk and had sex with 

someone I didn’t know very well. 

3, 220 6.454 .000
* 

 I often use drugs or alcohol when I 

have sex. 

3, 222 2.657 .049 

Gender Casually hooking up with people is fun. 218 5.986 .000 

 I am only sexually active with people 

who I know have recently been tested 

for HIV and other STDs. 

219 1.291 .001 

Racial group
a 

Protecting myself from HIV is 

something I actively do. 

2, 223 4.037 .019 

 I am only sexually active with people 

who I know have recently been tested 

for HIV and other STDs. 

2, 223 5.245 .006 

Relationship 

status
a 

I engage in behaviors that put me at 

risk of getting HIV. 

2, 223 8.976 .000
* 

 Protecting myself from HIV is 

something I actively do. 

2, 223 3.333 .037 

 Casually hooking up with people is fun. 2, 222 4.876 .008 

Scale score cluster
a 

I engage in behaviors that put me at 

risk of getting HIV. 

2, 223 7.593 .001
* 

 My friends engage in behaviors that put 

themselves at risk of getting HIV. 

2, 223 3.465 .033 

 I have regretted engaging in 

unprotected sex after the fact. 

2, 223 6.383 .002
* 

 I have gotten drunk and had sex with 

someone I didn’t know very well. 

2, 221 3.199 .043 

 Casually hooking up with people is fun. 2, 222 4.339 .014 

 I am only sexually active with people 

who I know have recently been tested 

for HIV and other STDs. 

2, 223 3.003 .052 

 I often use drugs or alcohol when I 

have sex. 

2, 223 8.239 .000
* 

a. Adjustment for multiple comparisons: Bonferroni. 

*. Significant at the adjusted p-value, .004. 
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 Many statistically significant statements were found by subgroup for participants’ 

condom use behaviors. Differences by age group, self-reported condom use, and 

relationship status were especially prevalent. Overall older participants, 22-24 years of 

age (M=7.76, SD=2.758), were more confident in their ability to use condoms than were 

the younger participants (M=6.67, SD=3.500). However, the older participants (M=5.68, 

SD=3.790) expressed stronger perceptions of not liking to use them than did the younger 

participants (M=4.59, SD=3.449). The older participants also acknowledged that they do 

not always think about using condoms (M=5.22, SD=3.669), but the younger participants 

disagreed (M=3.82, SD=3.486). And while the older participants perceive sex with 

condoms to not feel as good as sex without condoms (M=6.71, SD=3.524), the younger 

ones showed slight disagreement (M=4.79, SD=3.496). 

 Participants’ condom using behaviors significantly differed across participants’ 

self-reported condom use for the six-month period prior to their survey participation. 

Logically, participants showing stronger agreement that they use condoms when 

engaging in sex was related to their self-reported condom use: always/most of the time 

(M=8.40, SD=2.267), some of the time (M=5.07, SD=2.126), never (M=1.29, 

SD=1.804), and not sexually active (M=6.35, SD=3.039). Confidence in using condoms 

was also related to self-reported condom use with those using condoms more often 

having greater perceived confidence in their ability to use them: always/most of the time 

(M=8.66, SD=2.070), some of the time (M=8.10, SD=2.211), never (M=6.55, 

SD=3.553), and not sexually active (M=6.22, SD=3.352). Conversely, not always 

thinking about using condoms was inversely related to self-reported condom use with 

those using condoms less frequently expressing stronger agreement: always/most of the 
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time (M=2.78, SD=3.345), some of the time (M=6.02, SD=2.019), never (M=7.53, 

SD=3.178), and not sexually active (M=2.75, SD=2.834). Not having sex if one does not 

have a condom was also significantly related to self-reported condom use—the more 

frequent one’s reported condom use, the stronger their agreement with this statement: 

always/most of the time (M=6.75, SD=3.387), some of the time (M=3.37, SD=2.922), 

never (M=2.08, SD=2.781), and not sexually active (M=6.06, SD=3.258). Additionally, 

perceptions of not liking to use condoms and sex with condoms not feeling as good as sex 

without condoms were stronger with reduced self-reported condom use. Participants who 

never use condoms (M=7.97, SD=2.942 and M=7.09, SD=3.707, respectively) had the 

strongest agreement, followed by those who use condoms some of the time (M=6.20, 

SD=2.909 and M=7.39, SD=2.999, respectively), and those who use condoms all or most 

of the time (M=3.99, SD=3.671 and M=5.88, SD=3.643, respectively). Those who are 

not sexually active disagreed that they do not like to use condoms (M=3.00, SD=2.835) 

and that sex with condoms does not feel as good as sex without condoms (M=3.96, 

SD=2.980). 

 Differences in condom use behaviors by relationship status were significant. 

Although individuals who are not dating (M=6.41, SD=2.997), as well as those who are 

dating, but are in newer relationships (M=6.84, SD=3.261), use condoms during sex, 

individuals who are in exclusive relationships or are married have a tendency to not use 

condoms (M=3.97, SD=3.662). Likewise, those in exclusive relationships or marriages 

were more likely to feel they do not think about using condoms (M=6.06, SD=3.609), 

whereas individuals not dating (M=3.35, SD=3.101) and individuals dating, but in newer 

relationships (M=3.44, SD=3.381), were less likely to not think about using condoms.  
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Individuals in exclusive relationships or marriages were more apt to not use condoms due 

to being on birth control (M=5.65, SD=4.433) than were those either not dating (M=2.42, 

SD=3.023) or dating, but in newer relationships (M=3.07, SD=3.652). Perceptions of not 

liking to use condoms during sex and perceiving that sex with condoms does not feel as 

good as sex without condoms were related to length of relationship, with individuals in 

exclusive relationships or marriages having the strongest perceptions (M=6.89, SD=3.219 

and M=7.02, SD=3.517, respectively), followed by those who are dating or in newer 

relationships (M=3.87, SD=3.666 and M=5.84, SD=3.490, respectively), and those who 

are not dating (M=3.58, SD=3.374 and M=4.59, SD=3.415, respectively). Table 30 

shows all of the statements related to condom use that are significantly different by 

subgroups. 

 

Table 30 

Condom Use—Significant Variables by Subgroup 

Subgroup Mapping Statement df F/t p 

Age group I don’t always think about using a 

condom when I have sex. 

224 .165 .006 

 I don’t use condoms because I or my 

partner is on hormonal birth control 

(pill, IUD, etc.). 

224 13.776 .006 

 It is more socially acceptable to not 

use condoms. 

224 6.049 .036 

 I am confident in my ability to use 

condoms. 

223 10.310 .011 

 I don’t like to use condoms during 

sexual intercourse. 

223 3.255 .037 

 Sex with condoms does not feel as 

good as sex without condoms. 

223 .498 .000 

Condom use
a 

I use condoms when engaging in 

sexual intercourse. 

3, 222 109.488 .000
* 

 I don’t always think about using a 

condom when I have sex. 

3, 222 39.269 .000
* 

 If I don’t have a condom I won’t have 3, 222 31.268 .000
* 
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sex with someone. 

 I don’t use condoms because I or my 

partner is on hormonal birth control 

(pill, IUD, etc.). 

3, 222 17.315 .000
* 

 It is more socially acceptable to not 

use condoms. 

3, 222 2.707 .046 

 I am confident in my ability to use 

condoms. 

3, 221 9.777 .000
* 

 I don’t like to use condoms during 

sexual intercourse. 

3, 221 29.610 .000
* 

 Sex with condoms does not feel as 

good as sex without condoms. 

3, 221 10.559 .000
* 

Gender I use condoms when engaging in 

sexual intercourse. 

219 6.315 .001 

 Sex with condoms does not feel as 

good as sex without condoms. 

218 12.611 .000 

Racial group
a 

I use condoms when engaging in 

sexual intercourse. 

2, 223 3.663 .027 

 I don’t use condoms because I or my 

partner is on hormonal birth control 

(pill, IUD, etc.). 

2, 223 3.542 .031 

 I don’t like to use condoms during 

sexual intercourse. 

2, 222 6.360 .002
* 

 Sex with condoms does not feel as 

good as sex without condoms. 

2, 222 4.191 .016 

Relationship 

status
a 

I use condoms when engaging in 

sexual intercourse. 

2, 223 16.864 .000
* 

 I don’t always think about using a 

condom when I have sex. 

2, 223 17.239 .000
* 

 If I don’t have a condom I won’t have 

sex with someone. 

2, 223 6.873 .001
* 

 I don’t use condoms because I or my 

partner is on hormonal birth control 

(pill, IUD, etc.). 

2, 223 16.571 .000
* 

 I don’t like to use condoms during 

sexual intercourse. 

2, 222 25.666 .000
* 

 Sex with condoms does not feel as 

good as sex without condoms. 

2, 222 10.269 .000
* 

Scale score cluster
a 

I use condoms when engaging in 

sexual intercourse. 

2, 223 3.011 .051 

a. Adjustment for multiple comparisons: Bonferroni. 

*. Significant at the adjusted p-value, .004. 
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General Health Behaviors Young Adults Engage In 

Overall the participants feel strongly that their health is their own responsibility 

(M=8.79, SD=1.811), it is a priority (M=8.19, SD=2.255), and their long-term health is 

more important than short-term gratification (M=8.13, SD=2.261). They also feel that 

they would see a doctor if they thought there was something wrong with them (M=7.87, 

SD=2.371). They only slightly disagreed that they worry doctors may judge their 

behaviors (M=4.38, SD=3.808), as they do not feel they take risks with their health 

(M=3.62, SD=3.089); they feel more strongly that they do not engage in HIV-related 

risky behaviors (M=1.79, SD=2.626). Table 31 shows the mean perceptual scores for the 

mapping statements concerning participants’ general health. 

 

Table 31 

General Health—Perceptual Mapping Mean Scores 

Mapping Statement Mean 

(M) 

Standard Deviation 

(SD) 

I worry about doctors judging me about my 

sexual and/or drug using behaviors. 

4.38 3.808 

I take risks with my health. 3.62 3.089 

I would see a doctor if I suspected there was 

something wrong with me. 

7.87 2.371 

My health is my own responsibility. 8.79 1.811 

My health is a priority. 8.19 2.255 

My long-term health is more important than 

short-term gratification. 

8.13 2.261 

 

 Behaviors related to general health differed by various subgroups, however 

particularly by age group and scale score cluster. Although all participants feel their 

health is their own responsibility, older participants had stronger perceptions (M=8.97, 

SD=1.580) than did the younger ones (M=8.42, SD=2.162). Likewise, the older 
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participants also feel more strongly that they would see a doctor if they thought 

something was wrong (M=8.16, SD=2.073) as compared to the younger ones (M=7.27, 

SD=2.806). Perceiving one’s health is a priority was related to participants’ scale score 

cluster: high self-efficacy/self-control (M=8.86, SD=2.098), mid self-efficacy/self-

control (M=8.03, SD=2.448), and low self-efficacy/self-control (M=7.80, SD=1.863). 

Perceiving long-term health as more important than short-term gratification was also 

similarly related to scale score cluster: high (M=8.79, SD=2.109), mid (M=8.04, 2.299), 

and low (M=7.63, SD=2.212). As a result, taking risks with their health was inversely 

related to scale score cluster, with those in the high (M=2.17, SD=2.670) and mid self-

efficacy/self-control groups feeling they do not take risks with their health (M=3.18, 

SD=2.699), while those in the low self-efficacy/self-control group perceiving that they do 

take health risks (M=6.02, SD=2.914). Table 32 shows differences in general health 

behaviors by subgroups. 

Table 32 

General Health—Significant Variables by Subgroup 

Subgroup Mapping Statement df F/t p 

Age group I would see a doctor if I suspected there 

was something wrong with me. 

222 10.306 .008 

 My health is my own responsibility. 224 4.106 .030 

Condom use
a 

I would see a doctor if I suspected there 

was something wrong with me. 

3, 220 2.970 .033 

Gender I worry about doctors judging me about 

my sexual and/or drug using behaviors. 

219 4.370 .005 

Racial group
a 

My long-term health is more important 

than short-term gratification. 

2, 223 3.884 .022 

Scale score cluster
a 

I worry about doctors judging me about 

my sexual and/or drug using behaviors. 

2, 223 7.514 .001
* 

 I take risks with my health. 2, 223 30.853 .000
* 

 My health is a priority. 2, 223 3.782 .024 

 My long-term health is more important 

than short-term gratification. 

2, 223 4.080 .018 

a. Adjustment for multiple comparisons: Bonferroni. 

*. Significant at the adjusted p-value, .004. 
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HIV-Related Knowledge of Young Adults 

Overall the participants feel they know a lot about HIV, except they are not as 

familiar with HIV medications and how they work (M=4.76, SD=3.309). They believe 

they understand how HIV is transmitted (M=8.43, SD=1.934), where to get tested for it 

(M=7.78, SD=2.687), the effects it could have on one’s life (M=8.18, SD=2.272), where 

to get more information about it (M=8.42, SD=2.178), and who they could talk to about it 

(M=7.49, SD=2.863). They felt most strongly that they know the behaviors that put them 

at risk for it (M=8.62, SD=1.929) and how to protect themselves from it (M=8.79, 

SD=1.575). Table 33 shows the mean values for each statement related to HIV 

knowledge. 

 

Table 33 

Knowledge of HIV—Perceptual Mapping Mean Scores 

Mapping Statement Mean 

(M) 

Standard Deviation 

(SD) 

I understand how HIV is transmitted. 8.43 1.934 

I know how to protect myself from 

contracting HIV. 

8.79 1.575 

I understand the effects HIV could have on 

my life if I was to contract it. 

8.18 2.272 

I know where to go to get tested for HIV. 7.78 2.687 

I understand what behaviors put me at risk of 

contracting HIV. 

8.62 1.929 

I know who I could talk to if I was concerned 

about HIV. 

7.49 2.863 

I know where to get more information about 

HIV. 

8.42 2.178 

I understand how the medications work to 

treat people living with HIV. 

4.76 3.309 

 

 Perceived knowledge of HIV differed across a number of subgroups, with the 

majority of differences occurring by age group. Although all of the participants felt they 
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have a strong knowledge of HIV, the older participants perceived stronger knowledge 

than did the younger ones in terms of understanding how HIV is transmitted (M=8.67, 

SD=1.721 and M=7.97, SD=2.239, respectively), how to protect oneself from it (M=9.08, 

SD=1.207 and M=8.21, SD=2.009, respectively), how it could affect one’s life (M=8.41, 

SD=2.146 and M=7.74, SD=2.457, respectively), where to get tested for it (M=8.13, 

SD=2.399 and M=7.09, SD=3.082, respectively), the behaviors that put a person at risk 

of contracting it (M=8.83, SD=1.737 and M=8.22, SD=2.219, respectively), and where to 

get more information about it (M=8.69, SD=1.883 and M=7.89, SD=2.600, respectively). 

Differences between other subgroups included black participants feeling much more 

strongly that they know where to get tested for HIV (M=9.04, SD=1.301) than whites 

(M=7.63, SD=2.795) and Others (M=7.64, SD=2.712) and those with high self-

efficacy/self-control feeling more strongly about knowing who to talk with about 

concerns of HIV (M=8.22, SD=2.414) than those with mid (M=7.51, SD=2.898) or low 

self-efficacy/self-control (M=6.67, SD=3.055). Differences in perceived knowledge by 

subgroups are included in Table 34. 

  



182 

 

 

 

 

Table 34 

Knowledge of HIV—Significant Variables by Subgroup 

Subgroup Mapping Statement df F/t p 

Age group I understand how HIV is transmitted. 224 6.271 .011 

 I know how to protect myself from 

contracting HIV. 

224 19.139 .000 

 I understand the effects HIV could 

have on my life if I was to contract it. 

224 4.086 .036 

 I know where to go to get tested for 

HIV. 

224 9.022 .006 

 I understand what behaviors put me at 

risk of contracting HIV. 

224 5.469 .026 

 I know where to get more information 

about HIV. 

224 10.990 .009 

Condom use
a 

I know how to protect myself from 

contracting HIV. 

3, 222 3.398 .019 

 I know where to go to get tested for 

HIV. 

3, 222 3.816 .011 

 I know who I could talk to if I was 

concerned about HIV. 

3, 220 3.002 .031 

 I know where to get more information 

about HIV. 

3, 222 2.813 .040 

Racial group
a 

I know where to go to get tested for 

HIV. 

2, 223 2.998 .052 

Relationship 

status
a 

I know who I could talk to if I was 

concerned about HIV. 

2, 221 3.077 .048 

 I understand how the medications work 

to treat people living with HIV. 

2, 223 4.848 .009 

Scale score cluster
a 

I know who I could talk to if I was 

concerned about HIV. 

2, 221 4.273 .015 

a. Adjustment for multiple comparisons: Bonferroni. 

*. Significant at the adjusted p-value, .004. 
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Social Cognitive Theory as a Valid Framework to Explain Perceptions of HIV 

 The Social Cognitive Theory constructs of behavioral capability, self-efficacy, 

observational  learning, reinforcements, outcome expectancies, and reciprocal 

determinism were incorporated into the perceptual mapping statements in order to 

determine if Social Cognitive Theory is a useful framework for explaining young adults’ 

perceptions of HIV, as was suggested by the work of Chatterjee et al. (2011). 

 Behavioral capability. The knowledge or skill a person has to complete a 

behavior is known as behavioral capability. Therefore, the question block focused on 

knowledge was able to help determine whether or not young adults have the knowledge 

and skills to make informed decisions about their health to protect themselves from HIV. 

As a whole the participants feel that they have strong knowledge of HIV (means range 

from 7.49 to 8.79)—HIV transmission, protection against HIV, effects of HIV on a 

person’s life, HIV testing, risky behaviors, who to talk to if concerned about HIV, and 

where to get more information about HIV. However they did not feel that they 

understand how the medications work that are used to treat people with HIV (M=4.76, 

SD=3.309). Knowing the behaviors that put a person at risk and how to protect 

themselves from HIV provide a person with the knowledge of which behaviors to be 

mindful of if they do not want to put themselves at risk of contracting HIV, and knowing 

how to protect themselves should provide them with the skills to protect themselves and 

reduce the risk of HIV contraction. However, it is important that participants’ knowledge 

be accurate and relatively complete in order to make informed decisions about their 

behaviors and consequential health. 
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 Self-efficacy. The confidence a person has in his ability to resist temptation, cope 

with stress, and successfully perform a behavior is known as self-efficacy. The perceptual 

mapping statements primarily used to assess participants’ self-efficacy specifically 

related to HIV-related decision-making were about comfort level getting an HIV test and 

discussing sexual histories with partners, getting drunk and having sex with someone 

whom the participant did not know well, regretting engaging in unprotected sex, and 

confidence in one’s ability to use condoms. As a whole the participants are comfortable 

getting an HIV test (M=8.03, SD=2.610), but are slightly less comfortable discussing 

sexual histories with their sex partners (M=6.16, SD=3.318). They also have not regretted 

engaging in unprotected sex after the fact (M=4.08, SD=3.755) or gotten drunk and had 

sex with someone they did not know very well (M=2.49, SD=3.898). Because the 

participants do not get drunk and have sex with people they do not know well, or even 

tend to use alcohol or drugs when they have sex (M=1.79, SD=2.929), they should be 

better able to resist temptation and perform the behavior that they so choose. While this 

does not necessarily indicate that they would make the desired decision from a public 

health standpoint (e.g., deciding to use a condom versus not use a condom or deciding to 

get tested for HIV and STDs before having sex versus not getting tested first), they 

should be better able to make the decision that they would want for themselves. When 

drugs or alcohol are used a person’s ability to make informed decisions or to follow 

through with their decisions may become impaired. The participants not regretting 

engaging in unprotected sex could mean one of two things: they are either choosing to 

not engage in unprotected sex and therefore have nothing to regret or their decision to 

engage in unprotected sex was the decision they felt best for themselves and thus they do 
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not regret it. Additionally, as some subgroups do not have confidence in their ability to 

use condoms, their lack of self-efficacy will accordingly impact their decision to use 

condoms, and is conceivably a major factor in their ultimate decision to not use them. If 

they do not know how to use them correctly or are not confident that they are using them 

correctly, it is likely that they will not recognize the value in using them and 

consequently decide not to use them. Participants’ self-efficacy, whether it is strong or 

lacking, is an influential component in behavioral decision-making. 

 Observational learning. Adopting a behavior or attitude as a result of seeing 

others perform that behavior or possess that attitude is known as observational learning. 

The question block about perceptions of HIV, as well as statements in other blocks such 

as friends engaging in risky behaviors, parents discussing HIV/condoms/pregnancy, not 

hearing about people contracting HIV, and condoms not being socially acceptable, are all 

experiences that a person can learn from and develop an ensuing behavior or attitude. 

Overall the participants do not witness their friends engaging in risky behaviors (M=3.67, 

SD=3.032) and thus they themselves are less likely to adopt these behaviors; however 

because they do not perceive their friends to be concerned about HIV (M=3.54, 

SD=0.051), that too is likely to have an effect. In addition, as the total sample perceives 

young adults as a whole (M=5.31, SD=3.068) to be less concerned about HIV, they too 

may become less concerned about HIV. Modeling the behaviors and attitudes of those 

around you can have a significant impact on a person’s decision-making. Likewise, as the 

participants have had discussions with their parents about pregnancy (M=6.32, 

SD=3.825), but not about condoms (M=4.73, SD=4.211) or HIV (M=3.36, SD=3.858), 

they are more apt to perceive pregnancy as being a more important issue than are condom 
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use or HIV. Based on the attitudes one encounters around him, a person’s own attitudes 

may be influenced and new attitudes may be learned. Young adults are particularly 

susceptible to the influence of those around them based on the behaviors and attitudes 

they encounter and thus their perceptions may be altered, thereby influencing their 

decision-making processes and resulting behaviors. 

 Outcome expectations. The beliefs a person has about the anticipated 

consequences of a behavior that can influence the successful completion of the behavior 

are known as outcome expectations. Outcome expectations related to HIV were 

incorporated into the question block on perceived risk of HIV. The participants, as a 

whole, do not worry that they will contract HIV as a result of engaging in unprotected sex 

(M=4.70, SD=3.379), but see it as a more likely outcome of injection drug use (M=6.60, 

SD=3.363). And because a significant portion (77.7%) of the participants who were 

sexually active in the last six months did not regularly use condoms, that the participants 

do not perceive HIV to be a likely outcome of unprotected sex, is reinforced. Participants 

perceive pregnancy (M=6.62, SD=3.588) to be a more likely outcome of sex (not 

necessarily unprotected sex) than HIV infection. Understanding what young adults expect 

to happen as a result of their behaviors will influence how they make decisions and what 

behaviors they ultimately decide to engage in or refrain from engaging in. Because the 

participants do not expect HIV to result from unprotected sex they are less likely to 

refrain from engaging in unprotected sex. 

 Reinforcements. The responses to a person’s behaviors that increase or decrease 

the likelihood of the person engaging in the behavior again are referred to as 

reinforcements. Statements assessing behavioral reinforcements were included 
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throughout the perceptual mapping question blocks. Having sex with someone with 

whom you are not in a committed relationship (M=7.52, SD=3.134) served to reinforce 

the idea that HIV could result because participants had more concerns about HIV when 

this was the case. Likewise, having had a STD (M=6.84, SD=3.079) or knowing someone 

who is living with HIV or AIDS (M=6.94, SD=3.082) also reinforced the possibility of 

contracting HIV from one’s behaviors. It is likely that both of these ideas make the 

possibility of contracting HIV seem more realistic. Knowing other individuals who have 

gotten a STD (M=4.14, SD=3.064) or HIV (M=5.34, SD=3.068) from engaging in 

unprotected sex helps to reinforce outcome expectancies that HIV and STDs can result 

from unprotected sex. Although the participants did not have strong agreement with 

either of these statements, knowing people who have unprotected sex and have contracted 

STDs or HIV, is likely to reinforce the idea that contracting a disease from unprotected 

sex is a possibility and therefore using condoms is beneficial and worthwhile. These 

factors therefore serve to positively reinforce behaviors by increasing a person’s 

engagement in protective behaviors. 

Contrary to this are behaviors that act to negatively reinforce protective behaviors 

and would dissuade a person from choosing protective behaviors over risky ones. Overall 

the participants do not like to use condoms during sex (M=5.32, SD=3.708) and believe 

that sex with condoms does not feel as good as sex without condoms (M=6.07, 

SD=3.632), which are both likely to reinforce the act of not using condoms. A person’s 

decisions are often based on their motivations and expectations. Therefore, if a person’s 

desire to not use condoms is reinforced by having enjoyed sex less in the past when 
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condoms were used, as well as that they do not expect any negative consequences to 

result, they will be less likely to decide to use condoms in the future. 

Reciprocal determinism. Reciprocal determinism is the manner in which a person, 

their environment, and their behaviors are continuously influencing each other. 

Reciprocal determinism is not easily quantifiable by the survey results because it is a 

concept that combines aspects of who someone is as a person, the environment or 

situation they find themselves in, and the behaviors they choose to engage in or refrain 

from. However, the analysis of HIV-related perceptions by scale score cluster is helpful 

in demonstrating reciprocal determinism. Although a person has inherent traits and 

personality characteristics, as that individual is exposed to different environments and 

situations, and engages in certain behaviors, who the individual is as a person may shift, 

as may the future situations they place themselves in and the future behaviors they decide 

to engage in.  

An analysis of variable means was conducted for the cluster groups to display all 

of the significantly different variable means between the scale score clusters (see Figure 

17): (1) mid self-efficacy/self-control, (2) high self-efficacy/self-control, and (3) low self-

efficacy/self-control. The mean scores, with higher values indicating stronger agreement 

with the statement, indicate that each cluster has distinct perceptions and corresponding 

behaviors related to HIV. These significantly different means by scale score cluster show 

that people with inherent differences are likely to engage in different behaviors. 

However, as they engage in these behaviors their perceptions may change as a result of 

the behavior. For instance, individuals in the low self-efficacy/self-control cluster tend to 

feel more strongly than the other two clusters that they have engaged in unprotected sex 
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after the fact (M=5.59, SD=3.981) and that if they contracted a STD that they would 

become concerned about HIV (M=7.54, SD=2.358). If they were to find themselves in 

too many situations where they regretted unprotected sex or ended up contracting a STD, 

their perceptions towards these situations and their behaviors may change, influencing 

them to develop stronger self-control and self-efficacy. As a result they may begin to use 

condoms more often with sex or choose to not place themselves in situations where these 

behaviors may occur. Because of reciprocal determinism a person’s decisions are always 

being influenced by who they are as a person, the situations they are in, and the behaviors 

they engage in, and their decisions are consequently affecting those factors as well. 
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Research Question 3: Usefulness of Perceptual Maps to Identify Important Factors in 

HIV-Related Decision-Making Within the Group and Across Groups 

The perceptual maps for each question block show how the participants 

(expressed as a group mean of “Self”) relate to each of the statements, as well as how 

they relate the statements to one another. Those statements located closer to “Self” are 

one’s that the participants more strongly relate to, while those that are farther away are 

ones that the participants do not relate to. Also, statements that the participants perceive 

as relating to one another are located close to each other, while those that are not near 

each other are considered to not be conceptually related. The specific statements included 

in each question block, along with the mapping labels for each statement, can be found in 

Table 35. 

Table 35 

Perceptual Mapping Statements and Labels by Question Block 

Question Block Mapping Statement Mapping Label 

Knowledge of 

HIV 

I understand how HIV is transmitted. Understand transmission 

 I know how to protect myself from 

contracting HIV. 

Know how to protect self 

 I understand the effects HIV could 

have on my life if I was to contract it. 

Understand effects on life 

 I know where to go to get tested for 

HIV. 

Know where to get tested 

 I understand what behaviors put a 

person at risk of contracting HIV. 

Understand risky behaviors 

 I know who I could talk to if I was 

concerned about HIV. 

Know who to talk to 

 I know where to get more information 

about HIV. 

Know where to get info 

 I understand how the medications 

work to treat people living with HIV. 

Understand medications 

Perceived Risk 

of HIV 

I’m afraid of getting HIV. Afraid of getting 

 HIV is not something I really think 

about. 

Don’t think about HIV 



191 

 

 People like me don’t contract HIV. People like me don’t get 

 I think I’m at risk of contracting HIV. I’m at risk 

 I worry that if I have unprotected sex I 

will get HIV. 

Worry about HIV if 

unprotected sex 

 I worry that if I engage in injection 

drug use I will get HIV. 

Worry about HIV if IDU 

 I am more concerned about pregnancy 

than HIV when I have sex. 

More concerned about 

pregnancy 

 I would be more concerned about 

contracting HIV if I know someone 

who had it. 

More concerned if knew 

PLWHA 

 I would be more concerned about 

contracting HIV if I had ever had a 

STD. 

More concerned if had STD 

 I would be more concerned about 

contracting HIV if I was not in a 

committed relationship with the 

person I’m having sex with. 

More concerned if not in 

committed relationship 

 Now that there are medications 

available to treat HIV, there is no 

reason to be afraid of contracting HIV. 

No reason to be afraid-meds 

available 

Perceptions of 

HIV 

Only certain types of people contract 

HIV. 

Only certain people get 

 HIV isn’t a big deal. Not big deal 

 People rarely get HIV. Rarely contracted 

 Only gay people get HIV. Only gay people get 

 People who have unprotected sex are 

not concerned about getting HIV. 

Having unprotected sex not 

concerned 

 People who inject drugs are not 

concerned about getting HIV. 

IDUs not concerned 

 My friends are concerned about 

getting HIV. 

Friends concerned 

 You can tell if someone has HIV by 

the way they look. 

Can tell HIV by appearance 

 I know a lot of people who have 

unprotected sex and none of them 

have gotten HIV. 

Know people having 

unprotected sex-no HIV 

 I know a lot of people who have 

unprotected sex and none of them 

have gotten an STD (not HIV). 

Know people having 

unprotected sex-no STDs 

 HIV is no longer a significant concern 

in our society. 

HIV not significant concern 

 Young adults are less concerned about 

contracting HIV now than they were 

20 years ago. 

Young adults less concerned 

Living with People who have HIV are going to die PLWHA will die 



192 

 

HIV from it. 

 I wouldn’t want to have any 

interactions with a person if I knew 

they had HIV or AIDS. 

Don’t want to interact w/ 

PLWHA 

 Living with HIV would negatively 

affect my relationships with others. 

HIV negatively affects 

relationships 

 People living with HIV and AIDS are 

socially stigmatized. 

PLWHA stigmatized 

 I worry about what it would be like to 

live with HIV. 

Worry about life w/ HIV 

 HIV is an expensive disease to live 

with. 

HIV is expensive 

 It is possible for a person with HIV to 

live a long, healthy life. 

PLWHA have healthy life 

 A person with HIV can live just as 

long as a person without HIV. 

PLWHA live as long as non-

PLWHA 

 If a person with HIV is taking HIV 

medications they won’t transmit the 

virus to anyone. 

PLWHA on meds won’t 

transmit HIV 

Behaviors I engage in behaviors that put me at 

risk of getting HIV. 

I engage in risky behaviors 

 My friends engage in behaviors that 

put themselves at risk of getting HIV. 

Friends engage in risky 

behaviors 

 I’m comfortable discussing my sexual 

history with potential sex partners, 

even if we just met. 

Ok discussing sexual history 

 I have regretted engaging in 

unprotected sex after the fact. 

Regretted unprotected sex 

 I am comfortable getting an HIV test. Comfortable getting HIV test 

 Protecting myself from HIV is 

something I actively do. 

Actively protect self from 

HIV 

 I have gotten drunk and had sex with 

someone I didn’t know very well. 

Drunk and had sex w/ stranger 

 Casually hooking up with people is 

fun. 

Hooking up is fun 

 I am only sexually active with people 

who I know have recently been tested 

for HIV and other STDs. 

Only have sex if tested 

 I often use drugs or alcohol when I 

have sex. 

Use drugs/alcohol w/ sex 

Condom Use I use condoms when engaging in 

sexual intercourse. 

I use condoms 

 I don’t always think about using a 

condom when I have sex. 

Don’t think about condoms 

 If I don’t have a condom I won’t have 

sex with someone. 

No condom, no sex 
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 Condoms are an important means of 

preventing HIV transmission. 

Condoms important to prevent 

HIV 

 I don’t use condoms because I or my 

partner is on hormonal birth control 

(pill, IUD, etc.). 

No condoms, on birth control 

 It is more socially acceptable to not 

use condoms. 

No condoms is socially 

acceptable 

 I am confident in my ability to use 

condoms. 

Confident using condoms 

 My sex partner would not agree to use 

condoms if I asked them. 

Partner won’t use condoms 

 I don’t like to use condoms during 

sexual intercourse. 

Don’t like using condoms 

 Sex with condoms does not feel as 

good as sex without condoms. 

Condoms don’t feel good 

Personal 

Perceptions 

and 

Experiences 

Related to HIV 

I don’t know anyone who is living 

with HIV or AIDS. 

Don’t know PLWHA 

 I would be upset if I contracted HIV. Upset if got HIV 

 I would be disappointed in myself if I 

contracted HIV. 

Disappointed if got HIV 

 My parents have talked to me about 

pregnancy. 

Parents discussed pregnancy 

 My parents have talked to me about 

HIV. 

Parents discussed HIV 

 My parents have talked to me about 

using condoms when I have sex. 

Parents discussed condoms 

 If I got HIV it would be my own fault. Own fault if got HIV 

 I don’t associate myself with anyone 

that is likely to have HIV. 

Don’t associate w/ anyone 

likely to have HIV 

 I don’t hear about people contracting 

HIV. 

Don’t hear about people 

contracting HIV 

General Health I worry about doctors judging me 

about my sexual and/or drug using 

behaviors. 

Worry doctors judge me 

 I take risks with my health. Take risks w/ health 

 I would see a doctor if I suspected 

there was something wrong with me. 

Would see doctor if 

something was wrong 

 My health is my own responsibility. Responsible for my health 

 My health is a priority. My health is priority 

 My long-term health is more 

important than short-term 

gratification. 

Prioritize long-term over 

short-term 
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Current Perceptions of HIV 

 In order to assess participants’ current perceptions of HIV and how their 

perceptions may relate to their decisions to engage in or refrain from engaging in risky 

behaviors, young adults were asked a variety of items related to their perceptions of the 

occurrence of HIV, individuals who contract HIV, individuals who are concerned about 

HIV, and personal experiences related to HIV. Overall the participants tend to perceive 

that young adults are less concerned about contracting HIV now than they were twenty 

years ago. They also believe that their friends are not concerned about HIV. They 

generally disagree that only certain types of people contract HIV and that it is not a big 

deal, however they do not feel strongly that they would be upset or disappointed in 

themselves if they contracted HIV and do not feel it would be their own fault if they 

contracted it. Figures 18 and 19 show participants’ perceptions of HIV and personal 

perceptions and experiences related to HIV. Both maps have moderate to strong validity 

with the cumulative percentage of total distance accounted for by the maps being 63.74% 

for HIV perceptions and 82.04% for personal perceptions and experiences. 
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Figure 18. Perceptions of HIV Perceptual Map—Total Sample 

 

Figure 19. Personal Perceptions and Experiences Related to HIV Perceptual Map—Total Sample 
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 Notable differences were observed in participants’ perceptions of HIV when race 

was taken into account. Stratifying the sample into black/African American, white, and 

Other revealed that although blacks feel that HIV is no longer a significant concern in our 

society, they believe that their friends are concerned about getting HIV. Whites and 

Others, however, do not believe that their friends are concerned about contracting HIV 

and they disagree that HIV is no longer a significant concern in our society. The maps’ 

validities are moderate to strong with total distance accounted for ranging from 63.43% 

to 75.44%. Figures 20, 21, and 22 depict perceptions of HIV by race. 

 

 

Figure 20. Perceptions of HIV Perceptual Map by Race—Black 
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Figure 21. Perceptions of HIV Perceptual Map by Race—White  

 

 

Figure 22. Perceptions of HIV Perceptual Map by Race—Other  
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 Participants’ personal perceptions and experiences related to HIV differed by 

identified clusters. Those in the high self-efficacy/self-control group and mid self-

efficacy/self-control group feel it would be their own fault if they contracted HIV, 

however the individuals in the low self-efficacy/self-control group do not feel it would be 

their own fault. As a key difference between these groups is their perceived self-control, 

for those with low perceived self-control to not believe contracting HIV would be their 

fault is logical; they are more apt to believe that things happen “to” them, rather than 

“because” of them. As the individuals in the “high” group have higher perceived self-

efficacy and self-control they are likely to feel more responsible for the outcomes of their 

behaviors and place the onus directly on themselves. Additionally, the high self-

efficacy/self-control group would be disappointed in themselves if they contracted HIV, 

whereas individuals in the other two groups would not be disappointed in themselves. 

This “high” group is the most conscientious of the three, and thus these individuals are 

naturally more careful and vigilant than those in the other two groups, and so would be 

disappointed if their efforts to protect themselves were ineffective. Lastly, individuals in 

the “low” group feel that they do not hear about people contracting HIV, whereas those in 

the other two groups did not agree with this; lower extraversion and conscientiousness 

may explain this difference. All three maps have strong validity: high self-efficacy/self-

control (98.03%), mid self-efficacy/self-control (83.58%), and low self-efficacy/self-

control (82.51%). Figures 23, 24, and 25 depict personal perceptions and experiences 

related to HIV by scale score clusters. 
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Figure 23. Personal Perceptions and Experiences Related to HIV Perceptual Map by Scale Score 

Cluster—High  

 

Figure 24. Personal Perceptions and Experiences Related to HIV Perceptual Map by Scale Score 

Cluster—Mid  
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Figure 25. Personal Perceptions and Experiences Related to HIV Perceptual Map by Scale Score 

Cluster—Low  

 

Fear of HIV and Susceptibility to HIV 

 In order to assess participants’ fear of HIV and perceived susceptibility to it, 

participants rated their agreeableness to items related to their perceived risk of HIV, 

factors that may affect their concern of contracting HIV, and whether or not they are 

afraid of contracting HIV. Overall the participants are somewhat afraid of contracting 

HIV, however they do not believe that people like them contract HIV and do not feel they 

are at risk of contracting it. They feel they would be more concerned about contracting 

HIV if they were not in a committed relationship with the person they are having sex 

with. Additionally, they do not feel that engaging in unprotected sex or injection drug use 

would result in contracting HIV. Therefore, the participants do fear HIV, although their 

fear is only moderate due to the distance on the map between Self and “afraid of getting”; 
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however they do not feel they are susceptible to contracting HIV. So while they have 

some fear of HIV, their low perceived susceptibility to it is not sufficient enough to 

increase their level of fear or motivate them to avoid risky behaviors (i.e., unprotected 

sex, injection drug use) that could result in HIV infection. The perceptual map depicting 

the full sample’s perceived risk of HIV is depicted in Figure 26 and has moderate validity 

with 63.55% of the total distance accounted for by the map. 

 

 

Figure 26. Perceived Risk of HIV Perceptual Map—Total Sample 

 

 Differences in perceived risk were apparent between age groups. Participants 18-

21 years of age were included in a group as the younger portion of the sample and those 

22-24 years were grouped together as the older portion of the sample. The younger 

participants are not afraid of contracting HIV, nor do they feel they are at risk of 
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contracting it. The older participants, however, have a stronger sense of fear towards HIV 

than do the younger participants, although they still do not feel they are at risk of 

contracting it. The older group’s perceived susceptibility towards contracting HIV would 

be increased if they knew someone who had HIV or if they had ever had a STD, while 

the younger group’s perceived susceptibility would be increased if they were not in a 

committed relationship with the person they are having sex with. Although neither group 

feels susceptible to HIV in general, both had circumstances in which they felt their 

perceived susceptibility would be increased. Knowing someone with HIV or having had a 

STD would likely lead the older participants to feel that contracting HIV is more realistic 

and therefore would have greater concern of contracting it, while the younger participants 

may associate contracting HIV with not knowing or trusting your sexual partner. Figures 

27 and 28 depict perceived risk by age group; the maps have moderate to strong validity 

with 62.34% and 67.61% of the total distance accounted for by the maps, respectively. 
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Figure 27. Perceived Risk of HIV Perceptual Map by Age Group—18-21 Year Olds  

 

 

Figure 28. Perceived Risk of HIV Perceptual Map by Age Group—22-24 Year Olds 
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 Examining perceived risk by gender presented meaningful differences. Both 

females and males are neither afraid of HIV, nor feel they are at risk of contracting it. 

However, females are more concerned about pregnancy resulting from sex than they are 

HIV. Whether they perceive that pregnancy is a more likely outcome of sex than HIV 

contraction or that they are more afraid of pregnancy than HIV contraction, their 

behaviors regarding sex and protection are going to be more motivated by protecting 

themselves from pregnancy rather than HIV. Males are less concerned about pregnancy 

than are females. Females would, however, be more concerned about contracting HIV if 

they were not in a committed relationship with the person they are having sex with. The 

maps depicting perceived risk by gender (Figures 29 and 30) have moderately strong 

validity at 64.70% and 73.02%, respectively. 

 

 

Figure 29. Perceived Risk of HIV Perceptual Map by Gender—Female  
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Figure 30. Perceived Risk of HIV Perceptual Map by Gender—Male  

 

 The relationship status of participants also has an effect on perceived risk of HIV. 

The participants were divided into three groups according to their relationship status: 

individuals who are not dating; individuals who are dating, but not exclusively, and 

individuals in new relationships (6 months or less); and individuals in long-term 

relationships (more than 6 months) and individuals who are married or in a domestic 

partnership. Although none of the groups are afraid of contracting HIV or perceive 

themselves to be at risk of contracting it, reasons for potentially increased perceived 

susceptibility differ between the groups. While persons not dating would be more 

concerned about contracting HIV if they had ever had a STD, individuals who are dating 

or in exclusive relationships would be more concerned about HIV if they were not in a 

committed relationship with the person they are having sex with. Therefore, those in 
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relationships feel a sense of protection from HIV because they are in relationships and 

assumedly trust the person they are having sex with and those who are not dating feel that 

they are unlikely to contract HIV because they have not contracted any STDs. The 

validity of each perceptual map is moderately strong: not dating (65.62%), dating 

(68.87%), and exclusive relationship (65.07%). Figures 31, 32, and 33 show the 

differences in perceived risk by relationship status. 

 

 

Figure 31. Perceived Risk of HIV Perceptual Map by Relationship Status—Not Dating  
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Figure 32. Perceived Risk of HIV Perceptual Map by Relationship Status—Dating/New 

Relationship 

 

Figure 33. Perceived Risk of HIV Perceptual Map by Relationship Status—Exclusive 

Relationship 



208 

 

 

 Fear of HIV and perceived susceptibility to it also vary by scale score clusters. 

None of the groups are afraid of contracting HIV and none feel they are susceptible to it. 

And while none of the groups perceive that HIV would result from engaging in 

unprotected sex or injection drug use, they feel that unprotected sex is even less likely of 

the two to lead to HIV contraction. The mid self-efficacy/self-control group is more 

concerned about pregnancy than HIV. Although this group is less conscientious than the 

high self-efficacy/self-control group, they are more neurotic; this combination may 

possibly lead to heightened concerns of pregnancy. The low self-efficacy/self-control 

group would be more concerned about HIV if they were not in a relationship with the 

person they are having sex with. As this group has lower scores for agreeableness, 

meaning they are more suspicious and antagonistic, they are likely to be less trusting of 

others and consequently less trusting of a sexual partner with whom they are less 

familiar. Figures 34, 35, and 36 display participants’ fear of HIV and perceived 

susceptibility to HIV by scale score clusters. The validity of each map is moderate to 

strong, ranging from 60.47% to 76.11% of the distance being accounted for by the maps. 
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Figure 34. Perceived Risk of HIV Perceptual Map by Scale Score Cluster—High 

 

 

Figure 35. Perceived Risk of HIV Perceptual Map by Scale Score Cluster—Mid  
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Figure 36. Perceived Risk of HIV Perceptual Map by Scale Score Cluster—Low  

 

Severity of Living with HIV 

 In order to assess participants’ perceived severity of living with HIV, participants 

rated how strongly they agreed or disagreed with statements about what they perceive it 

is like to live with HIV and their beliefs about people who are living with HIV or AIDS 

(PLWHA). Overall the participants believe that HIV is an expensive disease to live with. 

And while they do not feel strongly one way or the other that PLWHA are going to die 

from it, they do not perceive that PLWHA can live a long, healthy life or that they can 

live just as long as a person without HIV. These perceptions about the severity of living 

with HIV are likely to affect their perceptions of risk of HIV and potentially their fear of 

HIV. Therefore, the moderate fear that they have towards HIV may be the result of 

perceiving HIV to have a significant effect on a person’s length and quality of life; 
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however the lack of other strong perceptions of living with HIV may inhibit them from 

developing a stronger sense of fear of HIV. Figure 37 shows the total sample’s perceived 

severity of living with HIV; the map has strong validity (77.85%). Differences in 

perceptions of living with HIV were not apparent in the perceptual maps when stratifying 

by subgroup. 

 

 

Figure 37. Perceived Severity of Living with HIV Perceptual Map—Total Sample 

 

HIV-Related Behaviors Young Adults Engage In 

 To determine the behaviors related to HIV that young adults engage in, 

participants rated their level of agreement to statements about their HIV-related behaviors 

(both risky and protective), condom use, and reflection on their behaviors. Overall the 

participants are comfortable getting an HIV test, but they are not comfortable discussing 
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sexual histories with sex partners. And although they are not only sexually active with 

people they know have recently been tested for HIV and other STDs, they do not get 

drunk and have sex with people they do not know well or frequently use alcohol or drugs 

when they have sex. They have not regretted engaging in unprotected sex, however it 

cannot be discerned if this is because they do not engage in unprotected sex or do not 

regret the sex being unprotected. They also believe that neither they nor their friends 

engage in behaviors that put them at risk of contracting HIV, even though they generally 

do not use condoms when having sex. As a whole they do not actively protect themselves 

from HIV. It is possible that they do not feel the need to actively protect themselves from 

HIV because they do not perceive their behaviors as being ones that make them 

susceptible to contracting HIV. Additionally, they perceive condoms to be an important 

means of preventing HIV, yet they do not use them. They do not attribute their lack of 

condom use to be due to condoms not feeling good or being socially unacceptable, their 

partner not being willing to use them, choosing to not use them because of being on birth 

control, or simply not thinking about using them. However, they lack confidence in their 

ability to use them. It is difficult to determine if they do not use condoms because they 

lack the confidence to use them or if they lack the confidence to use condoms because 

they do not use them. It is therefore likely that because they do not perceive their 

behaviors to be ones that put them at risk of contracting HIV, it is unnecessary to take 

active steps, like using condoms, to prevent HIV contraction. The cumulative percentage 

of total distance accounted for by the behavioral map is 70.06% and 80.01% for the 

condom map. Figures 38 and 39 show participants’ perceptions of their behaviors and 

condom use. 
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Figure 38. Behaviors Engaged In Perceptual Map—Total Sample 

 

 
Figure 39. Condom Use Perceptual Map—Total Sample 
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 Behaviors and condom use varied by age group. The younger group is generally 

comfortable discussing their sexual histories with partners, but less comfortable getting 

an HIV test, whereas the older group is more comfortable getting an HIV test and less 

comfortable discussing sexual histories. It is possible that younger people are more 

comfortable discussing their sexual histories than are older people because they are 

younger and thus may have less sexual experience to actually discuss with partners. It is 

also possible that the older people are more comfortable getting an HIV test than are the 

younger people because they know more about HIV testing and where to go to get tested 

(as can be seen in the perceptual map about knowledge by age). Neither group feels they 

actively protect themselves from HIV, although both groups also believe that neither they 

nor their friends engage in risky behaviors. The two groups also tend not to use condoms. 

The younger group disagrees that condoms are important for preventing HIV 

transmission, however the older group more strongly agrees. Despite this, the younger 

group has greater confidence in their ability to use condoms. Figures 40 and 41 show the 

behaviors participants engage in and their perceptions of them by age group. The 

associated validity for each map is strong (75.41% and 69.84%, respectively). Figures 42 

and 43 show participant’s condom use behaviors by age group; with strong validities for 

each map the total distance accounted for by the maps are 78.53% and 78.95%, 

respectively. 
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Figure 40. Behaviors Engaged In Perceptual Map by Age Group—18-21 Year Olds  

 

 

Figure 41. Behaviors Engaged In Perceptual Map by Age Group—22-24 Year Olds  
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Figure 42. Condom Use Perceptual Map by Age Group—18-21 Year Olds  

 

 

Figure 43. Condom Use Perceptual Map by Age Group—22-24 Year Olds  
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 Even though females and males do not associate their sexual intercourse with 

condom use and are not confident in their ability to use condoms, there are differences in 

their perceptions and attitudes towards using condoms. Females perceive condoms as an 

important means of preventing HIV, but males feel less so. Furthermore, males believe 

that sex with condoms does not feel as good as sex without condoms; females disagree 

with this. The males therefore have less motivation to use condoms with sex because they 

find them to make sex less pleasurable and they do not feel they are important for 

protecting from HIV. These reasons are likely to contribute to their decisions to not use 

condoms. The perceptual maps for condom use by gender are depicted in Figures 44 and 

45; both have strong validity (82.13% and 79.16%, respectively). 

 

 

Figure 44. Condom Use Perceptual Map by Gender—Female  
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Figure 45. Condom Use Perceptual Map by Gender—Male  

 

 Behaviors and condom use vary by racial group. Blacks and Others are not 

comfortable getting an HIV test, but whites are. Also, blacks are not comfortable 

discussing sexual histories with partners, and while whites and Others are not that 

comfortable with it either, they are more comfortable than are blacks. None of the groups 

actively protect themselves from HIV, nor do they use condoms. Despite this, blacks feel 

that condoms are an important means of preventing HIV; whites and Others do not feel 

strongly about this. Whites’ and Others’ decisions to not use condoms may be influenced 

by their belief that condoms are not important for preventing HIV, while blacks’ 

decisions may be influenced by their lack of confidence in using condoms, which is 

notably less than it is for whites and Others. Figures 46, 47, and 48 depict participants’ 

behaviors by race; map validities are strong with the distance accounted for by the maps 
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ranging from 71.32% to 81.59%. Figures 49, 50, and 51 show participants’ behaviors and 

perceptions concerning condom use by race; each map has strong validity, with values 

ranging from 80.58% to 80.77%. 

 

 

Figure 46. Behaviors Engaged In Perceptual Map by Race—Black  
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Figure 47. Behaviors Engaged In Perceptual Map by Race—White  

 

 

Figure 48. Behaviors Engaged In Perceptual Map by Race—Other  
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Figure 49. Condom Use Perceptual Map by Race—Black  

 

 

Figure 50. Condom Use Perceptual Map by Race—White  
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Figure 51. Condom Use Perceptual Map by Race—Other  

 

 Participants’ behaviors differed by their relationship status. Although none of the 

groups feel that they or their friends engage in risky behaviors, those individuals who are 

dating actively protect themselves from HIV, while individuals in exclusive relationships 

or not dating at all do not actively protect themselves from HIV. However, people who 

are dating are not comfortable getting an HIV test or discussing sexual histories with 

partners, challenging what steps they take to actively protect themselves from HIV. 

Individuals not dating are also not comfortable discussing sexual histories with partners, 

but are comfortable getting an HIV test; those in exclusive relationships are comfortable 

discussing sexual histories and getting HIV tests. Figures 52, 53, and 54 show 

participants’ behaviors by relationship status. The validities of the maps are strong, 
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although they vary: not dating (76.33%), dating (83.22%), and exclusive relationships 

(66.95%). 

 

Figure 52. Behaviors Engaged In Perceptual Map by Relationship Status—Not Dating 

 

Figure 53. Behaviors Engaged In Perceptual Map by Relationship Status—Dating/New 

Relationship 
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Figure 54. Behaviors Engaged In Perceptual Map by Relationship Status—Exclusive 

Relationship 

 

Perceptions about condom use and condom use behaviors also differed by 

participants’ self-reported condom use in the last six months. Participants were asked 

how often they used condoms during sexual activity over the last six months. Four groups 

were formed based on their responses. Individuals reporting using condoms always or 

most of the time in the last six months were combined into one group; the other groups 

were individuals using condoms some of the time, individuals never using condoms, and 

individuals who were not sexually active in that time frame. Individuals in the 

“always/most of the time” group do in fact use condoms; they perceive condoms as an 

important means of preventing HIV and are confident in their ability to use them. 

Individuals in the “some of the time” group feel condoms are relatively important for 

preventing HIV, are generally confident in their ability to use them, but do not as closely 
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relate to using condoms as do those in the “always/most of the time” group. They indicate 

that they do not always think about using a condom when they have sex, hence why they 

reported using condoms only some of the time in the last six months. People in the 

“never” group for using condoms in the last six months perceive condoms as generally 

being important for HIV prevention, however they are not confident in their ability to use 

them and accordingly do not use them when engaging in sexual intercourse. Individuals 

who were “not sexually active” in the previous six months are confident in their ability to 

use condoms, however, since they have at least in the previous six months not been 

sexually active, they do not associate condom use with themselves; their perceptions that 

condoms are important for preventing HIV contraction were not as strong as they were 

for the other three groups. Participants’ reported condom use in the previous six months 

seems to be a strong reflection of the attitudes and perceptions they hold towards HIV 

and condoms, as those feeling more strongly that condoms are important for preventing 

HIV and feeling more confident in their ability to use them, are the ones to actually use 

condoms more often. Figures 55, 56, 57, and 58 display the participants’ perceptions of 

condoms by self-reported condom use. The maps were all at least moderately strong with 

cumulative percent of total distance accounted for by the maps ranging from 66.06% to 

82.35%. 
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Figure 55. Condom Use Perceptual Map by Self-Reported Condom Use—Always/Most of the 

Time 

 

Figure 56. Condom Use Perceptual Map by Self-Reported Condom Use—Some of the Time 
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Figure 57. Condom Use Perceptual Map by Self-Reported Condom Use—Never  

 

 

Figure 58. Condom Use Perceptual Map by Self-Reported Condom Use—Not Sexually Active 
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The factors affecting behaviors participants engage in, as well as their condom 

use behaviors and attitudes also vary by scale score clusters. The high and mid self-

efficacy/self-control groups are comfortable getting an HIV test, but not discussing 

sexual histories, while the low self-efficacy/self-control group is not particularly 

comfortable getting an HIV test or discussing sexual histories. Higher levels of self-

efficacy and self-control are the likely reasons that those in the high and mid groups are 

more comfortable getting HIV tests; if they are more confident in their ability to get 

tested, they are more likely to be comfortable doing so. Additionally, the mid group is the 

only group to feel they actively protect themselves from HIV. This may be due to their 

relatively high levels of both conscientiousness and neuroticism, making them vigilant 

and careful, but also anxious, thereby leading them to actively protect themselves. Also, 

because they have moderate levels of self-efficacy they may feel they can prevent 

themselves from contracting HIV, but because they do not have higher levels of self-

control they may feel the need to more actively protect themselves. Individuals in the 

high group feel that condoms are important for preventing HIV, yet they are not that 

confident in their ability to use them. Those in the mid group also generally feel that 

condoms are an important component of HIV prevention, although not as strongly as the 

high group; they have stronger confidence in their ability to use condoms though as 

compared to the high group. The low group does not feel condoms are important for 

preventing HIV and is not comfortable in their ability to use them. Despite their 

perceptions, none of the groups relate to using condoms when engaging in sexual 

intercourse. The differences in perceptions about the importance of condoms in 

preventing HIV are likely due to the level of conscientiousness inherent in each group; 
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the high group is the most conscientious, while the low group is the least conscientious, 

indicating that the high group is more careful and vigilant compared to the low group 

which is more easy-going and remiss. Figures 59, 60, and 61 show participants’ 

perceptions of behaviors by scale score clusters; the maps have moderately strong 

validity, accounting for 66.55% to 75.65% of the total distance. Figures 62, 63, and 64 

show participants’ attitudes and behaviors regarding condom use by scale score clusters; 

the maps have strong validity, with total distance accounted for by the maps ranging from 

75.62% to 87.42%. 

 

 

Figure 59. Behaviors Engaged In Perceptual Map by Scale Score Cluster—High  
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Figure 60. Behaviors Engaged In Perceptual Map by Scale Score Cluster—Mid  

 

 

Figure 61. Behaviors Engaged In Perceptual Map by Scale Score Cluster—Low  
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Figure 62. Condom Use Perceptual Map by Scale Score Cluster—High  

 

 

Figure 63. Condom Use Perceptual Map by Scale Score Cluster—Mid  



232 

 

 
Figure 64. Condom Use Perceptual Map by Scale Score Cluster—Low  

 

General Health Behaviors Young Adults Engage In 

 To determine the behaviors young adults engage in that are related to their general 

health, as well as their attitudes about their general health, participants rated their level of 

agreement to statements about their general health behaviors. Overall the participants feel 

that their health is their own responsibility, however their health is not a priority and they 

do not perceive their long-term health as being more important than short-term 

gratification. They also would not see a doctor if they suspected there was something 

wrong with them. In general they do not feel they take risks with their health, as is 

supported by their beliefs that they do not engage in risky behaviors. Figure 65 depicts 

the total sample’s perceptions of and behaviors related to general health; the map has 

strong validity, with 100.00% of the total distance accounted for by the map. 
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Figure 65. General Health Perceptual Map—Total Sample 

 

 Participants’ general behaviors and attitudes towards those behaviors varied by 

participants’ relationship status. Individuals who are not dating tend to view their health 

as a priority and prioritize their long-term health over short-term gratification; however 

they feel less responsible for their health. Meanwhile, individuals who are dating or in 

exclusive relationships feel the opposite; they believe that their health is their own 

responsibility, but their health is less of a priority and they do not prioritize their long-

term health over short-term gratification. None of the groups feel they take risks with 

their health though. Because of this, they may not feel it necessary to prioritize their 

health or take responsibility for it. Figures 66, 67, and 68 show the perceptions and 

behaviors related to general health by relationship status; each map has highly strong 

validity, accounting for 100.00% of the total distance. 
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Figure 66. General Health Perceptual Map by Relationship Status—Not Dating 

 

 

Figure 67. General Health Perceptual Map by Relationship Status—Dating/New Relationship 
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Figure 68. General Health Perceptual Map by Relationship Status—Exclusive Relationship  

 

 General health behaviors and associated attitudes also differ by scale score 

clusters. The high self-efficacy/self-control group prioritizes their long-term health over 

short-term gratification; the mid self-efficacy/self-control group agrees slightly less with 

this prioritization, and the low self-efficacy/self-control group agrees even less. This 

difference can be attributed to the groups’ perceived level of self-control. The more self-

control a person feels they have, the more easily they will feel they can resist short-term 

gratification in exchange for their long-term health. Figures 69, 70, and 71, each with 

highly strong validities (100.00%), depict general health behaviors and perceptions by 

scale score clusters. 
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Figure 69. General Health Perceptual Map by Scale Score Cluster—High  

 

 

Figure 70. General Health Perceptual Map by Scale Score Cluster—Mid  
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Figure 71. General Health Perceptual Map by Scale Score Cluster—Low  

 

HIV-Related Knowledge of Young Adults 

 To determine young adults’ knowledge of HIV and how that may influence their 

behaviors, participants rated their knowledge of various aspects of HIV, including HIV 

transmission, risky and protective behaviors, HIV testing, and HIV medications. Overall 

the participants feel that they know the behaviors that put a person at risk of contracting 

HIV and how to protect themselves from contracting it, however they do not strongly 

relate to other aspects of HIV knowledge. They do not understand how HIV medications 

work or know the effect that HIV could have on their life if they were to contract it. As 

the participants have indicated that they do not really know individuals living with HIV, 

it is likely that it is difficult for them to imagine how the disease could impact their life. 

Certain groups, like the older individuals, indicated that they would be more concerned 
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about HIV if they knew someone living with it; this may be because contracting the 

disease would seem more realistic or because it may give the person greater insight about 

the effects the disease could have on a person’s life. Additionally, without fully 

understanding the disease it would be difficult to draw conclusions about what it would 

be like to live with it. Figure 72 shows the total sample’s knowledge of HIV. The map 

has strong validity, accounting for 85.80% of the total distance. 

 

 

Figure 72. Knowledge of HIV Perceptual Map—Total Sample 

 

 Perceived knowledge of HIV was affected by participants’ age. The younger 

group feels they know the behaviors that put a person at risk of contracting HIV, but they 

do not feel they know how to protect themselves from contracting it. The older group, on 

the other hand, feels that they generally know how to protect themselves from HIV, but 
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do not know the behaviors that put them at risk of contracting it. The older group also 

feels they know where to go to get tested for HIV. Neither group reports having strong 

knowledge in other aspects of HIV, including understanding how HIV medications work 

or the effect that HIV could have on their life if they were to contract it. The differences 

in level of HIV knowledge may be attributable to the older individuals having lived in 

their area longer and knowing more about the resources available to them or having been 

exposed to more information about HIV. Knowledge of HIV by age group can be found 

in Figures 73 and 74. Both maps have strong validity accounting for 90.55% and 85.77% 

of the total distance, respectively. 

 

 

Figure 73. Knowledge of HIV Perceptual Map by Age Group—18-21 Year Olds  
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Figure 74. Knowledge of HIV Perceptual Map by Age Group—22-24 Year Olds 

 

 Differences in HIV knowledge were also apparent by racial group. Blacks do not 

seem to have a strong sense of HIV knowledge as there are no concepts particularly close 

to the representation of Self on the map. Whites believe that they know how HIV is 

transmitted, as well as the behaviors that put a person at risk of contracting HIV. Others 

feel they know how to protect themselves from contracting HIV, where to get tested for 

it, and the effect that contracting HIV could have on their life. Others are the only 

subgroup to feel they have a sense of the effect that HIV would have on their life; this 

could be for a variety of unknown reasons such as more exposure to PLWHA, their 

community of residence, a more in-depth education on HIV, or a number of other 

reasons. Figures 75, 76, and 77 show HIV knowledge by racial group. The maps each 

have strong validity, ranging from accounting for 87.35% to 100% of the total distance. 
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Figure 75. Knowledge of HIV Perceptual Map by Race—Black  

 

 

Figure 76. Knowledge of HIV Perceptual Map by Race—White  



242 

 

 

Figure 77. Knowledge of HIV Perceptual Map by Race—Other  

 

 HIV knowledge varied by scale score clusters as well. The high and mid self-

efficacy/self-control groups know where to get more information about HIV, but the low 

self-efficacy/self-control group does not. The difference is likely related to their differing 

levels of self-efficacy; the groups with higher self-efficacy are likely to feel more 

efficacious at obtaining additional information about HIV, whether it be because they 

already know where to go to get it or are confident that they can easily find it if they do 

not already know. The high self-efficacy/self-control group is the only group that feels 

they know the behaviors that put a person at risk of contracting HIV; because this group 

is more conscientious than the other two groups, and thus more careful and vigilant, they 

are likely to pay more attention to information like this or to obtain it if they do not 

possess it. The other two groups though, being more easy-going and possibly careless, 
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may not pay as great attention to information about risky behaviors because it is not a 

principal characteristic of their inherent personality. Knowledge of HIV by scale score 

cluster can be found in Figures 78, 79, and 80. Each map has strong validity accounting 

for 98.58%, 92.15%, and 95.71% of the total distance, respectively.  

 

 

Figure 78. Knowledge of HIV Perceptual Map by Scale Score Cluster—High  
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Figure 79. Knowledge of HIV Perceptual Map by Scale Score Cluster—Mid  

 

 

Figure 80. Knowledge of HIV Perceptual Map by Scale Score Cluster—Low  
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Perceptions of HIV and Their Impact on HIV-Related Risky Behavior  

Decision-Making 

 The results of the Phase II perceptual mapping survey suggest that young adults 

18-24 years of age feel that HIV is still a concern within the United States, however they 

do not personally feel that they are at risk of contracting it as they do not perceive their 

behaviors as being risky. And although they feel the severity of living with HIV is 

significant, their lack of perceived risk and susceptibility to contracting HIV seem to 

outweigh the perceived severity of it. They are generally neither afraid nor unafraid of 

contracting HIV, which is reflected in their lack of engagement in protective behaviors, 

like using condoms. Overall, because young adults do not explicitly have a fear of HIV, 

there does not seem to be a deterrent effect to influence their decision-making and 

resulting behaviors. 

Comparison of Phase I and Phase II Results 

Overall, both Phase I and Phase II participants have low perceived susceptibility, 

but high perceived severity of HIV, resulting in relatively low perceived risk of the 

disease. Additionally, the participants in neither phase have a fear of HIV because they 

generally do not even think about the disease. 

Despite the results at large being consistent between Phase I and Phase II, there 

were some meaningful differences in the perceptions of participants between the two 

phases. Many participants in Phase I believed that death was the likely outcome of 

contracting HIV, although not necessarily immediately. They commonly expressed the 

likelihood of HIV resulting in death as a factor affecting their perceived risk of the 

disease and typically felt that individuals living with the disease would always have 
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thoughts in the back of their minds about when they are going to die. As a whole, Phase 

II participants, however, did not share these same sentiments. They had more optimistic 

beliefs about the disease, believing that individuals living with HIV or AIDS can live 

long, healthy lives. Additionally, the behaviors reportedly engaged in by participants 

differed between the two phases. Phase I participants admitted to frequently engaging in 

casual sex, as well as using alcohol when they have sex, but Phase II participants 

indicated that they rarely did these things. Likewise, Phase I participants perceived that 

their friends engage in risky behaviors, but Phase II participants did not. 

The differences in perceptions held by Phase I and Phase II participants may be 

due to a variety of reasons. Phase I participants had a mean age of 19.81 years, compared 

to Phase II participants’ mean age of 22.17 years. Although the total samples’ ages 

spanned only seven years, the 2.5 year mean age difference may explain these perceptual 

and behavioral differences. Significant perceptual differences were also seen for various 

question blocks in Phase II between younger and older participants, supporting the idea 

that age has an effect on perceptions and behaviors. Additionally, the differences between 

Phase I and Phase II may be due to all of the Phase I participants being in the college 

environment, while the Phase II participants were not; the environment in which Phase I 

participants find themselves may be more conducive for developing the perceptions they 

hold and engaging in the behaviors they discussed. Lastly, social desirability bias from 

the face-to-face interviews and focus groups in Phase I may have contributed to some of 

the differences observed between Phase I and Phase II. 

Regardless of these differences in perceptions and behaviors, incorporating the 

two-phase design into this study was important. Previous literature examining young 
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adults’ perceptions of HIV are generally outdated and therefore it would not have been 

prudent to develop the Phase II survey solely based on perceptions recounted in the 

literature. As the medical and social contexts in which HIV disease exists within society 

have greatly changed since the studies conducted in the 1990’s and early 2000’s, 

attempting to ascertain young adults’ current perceptions of HIV based on the old context 

of it would likely have proven insufficient and ultimately ineffectual. Obtaining young 

adults’ current perceptions of HIV and putting them in the context of present-day was a 

key aspect of this study and important for ensuring the usefulness of the perceptual maps. 

Even though the Phase I sample was relatively small in size and perhaps not as diverse as 

was desired, it provided initial insight on young adults’ perceptions and the context of 

them, so that they could then be tested in a larger, more diverse group in Phase II. 
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CHAPTER 6 

DISCUSSION 

Overview 

 The purpose of this research was to understand the deterrent effect of the fear of 

HIV disease among young adults 18 to 24 years of age and how that is related to HIV-

related risky behavior decision-making. This exploratory study, incorporating constructs 

of Social Cognitive Theory and the psychometric paradigm, assessed various aspects of 

HIV including current perceptions of HIV, fear of HIV, susceptibility to HIV, severity of 

living with HIV, knowledge of HIV, and behaviors associated with HIV and general 

health in order to assess the influential factors in young adults’ risky behavior decision-

making. There were four important findings of the study in relation to the specific 

research questions of the study: 

1. Young adults do not have a fear of HIV. Although they perceive living with HIV 

to have significant and serious effects on a person’s life, they know that people 

can live relatively long, healthy lives. They also do not perceive themselves to be 

susceptible to contracting HIV as they do not perceive themselves to be engaging 

in behaviors that put them at risk of contracting it.  

2. Young adults do not perceive themselves to be at risk of contracting HIV and 

therefore do not perceive the behaviors they engage in as risky. Their lack of 

perceived risk of HIV seems to outweigh their perceived severity of it, which is 

exhibited by their continued engagement in unprotected sex, casual sex, lack of 

sexual history discussions, and infrequent HIV testing. Instead, perceived value of 

condoms, concerns of pregnancy, and perceptions of the sexual encounter itself, 
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as well as sociodemographic variables like inherent personality traits and 

relationship status, are more important factors in young adults’ HIV-related 

decision-making; factors specific to HIV were not influential. 

3. Social Cognitive Theory is a useful framework for explaining young adults’ 

perceptions and behaviors related to HIV by showing that a person’s inherent 

traits, behavioral decisions, and environment come together to influence behavior. 

4. Perceptual mapping provides additional insight on young adults’ perceptions of 

HIV by visually depicting HIV perceptions in relation to one other, as well as in 

relation to the young adults themselves. It is an effective technique for comparing 

how perceptions differ across subgroups beyond traditional statistical testing. 

Perceptual mapping will enrich the future development of targeted HIV 

prevention messages for young adults. 

This concluding chapter presents a summary of the study’s key findings and 

discusses the implications of the findings. It will also discuss limitations of the study, 

recommended directions for future research, and how this study contributes to the field of 

study. 

Summary of Key Study Findings 

Young Adults’ Current Perceptions of HIV 

HIV is not perceived as a disease of the past, as young adults still feel that it is a 

“big deal” and a concern within society. Despite that, they perceive that young adults are 

less concerned about contracting HIV now than they were twenty years ago. They tend to 

not agree with stereotypes that have been associated with HIV in the past—that only 

certain types of people contract it, only gay people contract it, and you can tell if 
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someone has HIV from their appearance. They indicate that they would be upset and 

disappointed in themselves if they contracted HIV, but feel less strongly that it would be 

their own fault. They have had varying experiences associated with HIV, and while most 

do not know anyone living with HIV or AIDS, they acknowledge that they may associate 

with people who could have HIV. Even though their parents have not talked with them 

about HIV or using condoms during sex, and they feel that their friends are not concerned 

about HIV, the young adults in the study feel that HIV is still a significant issue and that 

a number of groups are concerned about it—just not them. 

The participants in the study are not afraid of contracting HIV as they neither feel 

they are at risk of contracting it nor that people like them contract it. They do feel, 

however, that if they were to contract a STD that they would feel more susceptible to 

HIV. They indicated that knowing someone with HIV or having sex with someone who 

they are not in a committed relationship with would also increase their concern of 

contracting HIV. It is likely that these circumstances would make the young adults feel 

that contracting HIV is more realistic and a greater possibility. If a person does not know 

anyone with HIV then it is more likely to be perceived as something that happens to 

“other” people; however once a person knows someone with HIV it is no longer just a 

hypothetical disease. Contracting a STD is likely to impact a person’s perceptions in a 

similar manner. It is logical that young adults would be more concerned about contracting 

HIV when they are having sex with a person they are not in a committed relationship 

with as it is less likely that they would know that person’s sexual history, know if that 

person has recently been tested for HIV and other STDs, and have trust that the 

individual would be open and honest with them about their sexual health. However, 
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people in general tend to perceive that they are not at risk of HIV or STDs if they are in a 

relationship. Many individuals, especially young adults, assume that their partners do not 

have HIV or other STDs simply because of their age, and therefore do not necessarily 

bother to get tested once they are in a relationship. However, as HIV can lie relatively 

dormant within a person’s body without presenting symptoms, it is possible for a person 

to have HIV and not even know it. In fact, the CDC estimates that 44.2% of young adults 

with HIV are not aware of their infection (Centers for Disease Control and Prevention, 

2012b). In addition, many people believe that if they are only in monogamous 

relationships that they are not engaging in risky behaviors and therefore are not at risk of 

contracting HIV or other STDs. However, moving from one monogamous relationship to 

another, in which the relationships are relatively short-term (e.g., 30 days, three months) 

is risky as well because a person may incorrectly perceive their relationship as a 

protective factor and therefore not practice protective behaviors. A person can be 

monogamous, but still have multiple partners within a relatively short period of time. 

Consequently it is important that young adults are able to accurately assess their 

susceptibility to contracting HIV. Because the young adults in this study are generally not 

afraid of contracting HIV and do not feel they are susceptible to contracting it, there is 

currently insufficient motivation for them to avoid engaging in risky behaviors. 

Generally the participants in this study perceive living with HIV to be serious and 

severe. Although they do not feel that people living with HIV or AIDS (PLWHA) will 

necessarily die from HIV and they feel that it is possible for PLWHA to live relatively 

long, healthy lives, they are less confident that they can live just as long as a person 

without HIV. They also feel that it is an expensive disease to live with and will likely 
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have negative effects on a person’s relationships, particularly because of stigma. These 

perceptions of the severity of HIV are likely to affect perceived risk of HIV and possibly 

their fear of HIV. The participants’ neutral perceptions of fear of HIV may be partly due 

to the severity they perceive of living with the disease; however, the level of severity they 

perceive is not sufficient enough to instill in them a greater level of fear towards HIV or 

to provoke them to engage in protective behaviors. From the dimensions of the 

psychometric paradigm, young adults in this study perceive living with HIV to be 

significant and severe, as well as that it may possibly result in death, however, because 

they also perceive HIV to no longer be novel, to be preventable, and that the risk does not 

affect them personally, their overall perceived risk of HIV is relatively low. 

Factors Influencing Decisions to Engage in Risky Behaviors 

 The young adults in this study do not feel that they engage in behaviors that put 

them at risk of contracting HIV. And while they indicated that they do not usually use 

drugs or alcohol with sex, get drunk and have sex with people they do not know well, or 

regret engaging in unprotected sex after the fact, they also tend to not use condoms when 

they have sex. In addition, although they are relatively comfortable getting an HIV test, 

45.2% of Phase I participants and 50.4% of Phase II participants indicated never having 

been tested for HIV. Despite their reported comfort being tested, they are not that 

comfortable discussing sexual histories with partners, and as discussed in Phase I, they 

feel that they do not know how to have those conversations because they were never 

taught that skill. As a whole the participants admit that they do not actively protect 

themselves from HIV or even think about HIV. Because they do not feel they are at risk 

of HIV and do not consider their behaviors to be risky, it is likely that they do not 
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perceive a need to actively protect themselves. Overall they do not use condoms when 

they have sex, despite believing that condoms are an important means of preventing HIV. 

Again, it is likely that because they do not feel they are at risk of HIV that they do not 

feel they need to use condoms in order to protect themselves. Although the participants 

rated their confidence in their ability to use condoms fairly high, in the perceptual maps 

this was not a concept that had a strong correlation with Self. It is not known if their lack 

of confidence results from infrequently using condoms or if they infrequently use 

condoms because of their lack of confidence. Either way it likely impacts their condom 

use. Having a greater self-efficacy for condoms will result in a person being more apt to 

use them. 

 The participants feel strongly that their health is their own responsibility. 

However, this is interesting since they did not feel particularly strongly that it would be 

their own fault if they contracted HIV. This discrepancy may be because they feel their 

sexual partner would be partially to blame if they contracted HIV; whereas with other 

health situations that are more individual in nature, such as smoking, they would assume 

full responsibility for their own health. The participants strongly agreed that they 

prioritize their health and that their long-term health is more important than short-term 

gratification; however there were significant differences when looking at subgroups. 

Particularly those with lower self-control scores had lower perceptions that they put their 

long-term health before short-term gratification. Overall they do not feel that they take 

risks with their health, just as they do not feel they engage in behaviors that put 

themselves at risk of HIV. Unprotected sex is considered a significant risky behavior 

though, and 77.7% of currently sexually active Phase II participants reported not 
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regularly using condoms. However, it is the participants’ perceptions of their behaviors 

that is key; if they do not perceive the behaviors as risky then they are less likely to 

refrain from engaging in them in the future. 

The behaviors a person chooses to engage in or refrain from engaging in are based 

on that person’s perceptions, as discussed above, as well as their knowledge. The 

participants in this study generally feel that they are knowledgeable on most facets of 

HIV, aside from HIV medications; the majority of participants do not understand how 

these medications work, and some did not even know of their existence. They do feel 

though that they understand how HIV is transmitted, the behaviors that put a person at 

risk of contracting it, as well as the behaviors that can protect one from it, where to get 

tested for it, and where to find more information. Although they showed strong 

agreement that they know the effects HIV could have on a person’s life, the perceptual 

maps revealed this to be a less important concept for them. As the participants tended to 

indicate that they do not know PLWHA, it is possible that it is difficult for them to 

imagine how the disease could impact one’s life. Participants do not understand how the 

medications work to treat HIV, and as these are a significant part of a person’s life who is 

living with HIV, it would be difficult to draw conclusions about what it would be like to 

live with the disease without understanding this key component. 

Overall the perceptions young adults have of HIV do not seem to affect their 

behaviors. They are generally more concerned about pregnancy than HIV, and readily 

admit that HIV is not something they even think about. Therefore, the value of using 

condoms, whether to protect from pregnancy or STDs, is considered by young adults, but 

their role in HIV prevention is inconsequential; they do not perceive themselves to be at 
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risk of contracting HIV, nor do they really even think about it, so there is therefore no 

need to use condoms to prevent HIV. Aspects of the sexual encounter itself also affect a 

person’s behaviors, such as if it is a one-night stand. Other factors like a person’s 

relationship status, self-efficacy, and self-control are also influential in the ultimate 

decision a person makes regarding a behavior. 

Social Cognitive Theory as a Valid Framework to Explain Perceptions of HIV 

Social Cognitive Theory was found to be a useful framework for establishing 

young adults’ current perceptions of HIV and how they make decisions related to it. 

Many of the factors that influence young adults’ decisions are associated with their 

behavioral skills and perceived efficacy to perform those skills. Identifying areas in 

which young adults have behavioral capability and self-efficacy, as well as areas in which 

these are lacking, is important for understanding why young adults make the decisions 

they do and why they engage in particular behaviors. For instance, a lack of confidence in 

one’s ability to use condoms was related to the Phase II participants’ lack of condom use. 

Perceiving oneself to not have the skills to properly use condoms will discourage a 

person from using them because if the person feels they will not use them properly 

anyways then they will not feel there is a purpose in even trying to use them. Likewise, 

various Phase I participants noted that they do not have the skills or the confidence to talk 

to partners about sexual histories; they feel that they were never taught the necessary 

skills for it and therefore generally do not even try to have these conversations. The 

cluster analysis, that examined perceptions of HIV by participants’ innate traits and 

personality characteristics, accounted for participants’ self-efficacy, and numerous 

statistically significant results were found between the three cluster groups. Without 
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considering intangible qualities of a person like behavioral capability and self-efficacy, 

key elements of who a person is would not be taken into account in the decision-making 

process. Who a person is and how a person perceives himself play a critical role in 

motivating, as well as demotivating, the engagement in certain behaviors. The presence 

of these clusters and their clear relationship to the study variables is a significant finding, 

directly related to SCT constructs. 

Young adults generally have a perception that the people in their lives are not 

concerned about HIV. They feel that their friends are not concerned, young adults in 

general are not concerned, and they assume that their parents are not concerned since 

they discuss pregnancy, but not HIV or condom use. Observing these perceptions of 

others around them, which Phase I participants associated with friends’ and young adults’ 

behaviors, leads young adults to adopt similar perceptions. Although the young adults in 

this study do not perceive their friends’ behaviors as risky, they also do not perceive their 

own behaviors as risky. However, admittedly they engage in unprotected sex, casual sex, 

and have multiple sex partners within a relatively short amount of time; these are all 

behaviors that are considered risky from a health perspective. It is possible that because 

young adults observe their friends and peers engaging in similar behaviors that they 

perceive these behaviors as being the standard, and therefore not risky. Many Phase I 

participants discussed the idea of the “hook-up culture” that currently exists within their 

age group. They view casual hook-ups and one-night stands as being common practice. 

Perceiving oneself to be within a culture in which these behaviors are common and 

acceptable will further encourage engagement in these behaviors. A person’s 

environment, whether it be physical, cultural, or other, will affect who an individual is as 



257 

 

a person and consequently impact the decisions that person makes and the behaviors they 

engage in.  

Additionally, not knowing anyone who is living with HIV and not seeing the 

effects that HIV can have on a person’s life from a first-hand perspective will serve to 

make HIV, and the severity of living with it, seem like less of a possibility. Similarly, 

participants who know a lot of people who have unprotected sex, but do not contract HIV 

or a STD, will not perceive HIV and STDs as likely outcomes of unprotected sex and will 

therefore be more apt to feel that negative consequences do not result from unprotected 

sex; and if negative consequences do not result, then the behavior is probably not actually 

risky. Overall the participants perceive pregnancy to be a more likely outcome of 

unprotected sex and are more concerned about pregnancy than HIV; they are accordingly 

more concerned about protecting themselves from pregnancy. Participants’ concern of 

pregnancy was an influential factor in their decision-making about risky behaviors, while 

HIV generally was not. The outcome that a person expects as a result of their behavior 

serves to influence the person to either engage in that behavior or refrain from it. And as 

pregnancy was a key factor for many participants’ decision-making, examining outcome 

expectations was highly beneficial. 

Overall, the constructs of Social Cognitive Theory were efficacious at identifying 

and explaining young adults’ perceptions of HIV. Each theoretical construct, including 

reciprocal determinism, demonstrate that various aspects come together to formulate a 

perception and influence a particular decision. Everyone has inherent traits and 

personality characteristics that reciprocally affect the environments and situations a 

person enters into, which also reciprocally affect what behaviors the person decides to 
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engage in. Understanding a person’s qualities of behavioral capability and self-efficacy, 

learned behaviors and attitudes based on those that were witnessed from others and either 

positively or negative reinforced, as well as the outcomes a person anticipates from a 

behavior, all come together to influence the decision of whether or not to engage in that 

behavior; the result of that decision, the behavior itself, will then impact perceptions of 

behavioral capability, self-efficacy, situation, and outcome expectations to in term affect 

future behaviors. 

Usefulness of Perceptual Maps to Identify Important Factors in HIV-Related Decision-

Making Within the Group and Across Groups 

Perceptual maps show how an individual or group of people relate different 

variables to themselves, as well as to each other. Rather than having to compare 

individual numeric correlations to each other one at a time, perceptual maps display all of 

the relationships between variables at once in a three-dimensional plot. They allow for a 

quicker and more complete assessment of how variables correlate with one another and in 

relation to one another. They also allow for a judgment of which variables are most 

significant to a group or individual (represented by Self), by observing the variables that 

are closer to Self and those that are farther away. Variables in closer proximity to Self are 

the factors the group relates to more closely and are thus the factors that are more 

important and influential in decision-making. 

 The perceptual maps generated from the Phase II survey had strong validity as a 

whole. All of the maps had moderately to highly strong values for cumulative percent of 

total distance accounted for by the maps, which is essentially a measure of distortion; the 

greater the cumulative percent of total distance accounted for by the maps, the less 
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distortion. Therefore, as these maps have little, and in some cases no distortion, their 

usefulness to display young adults’ perceptions of HIV and related behaviors is immense. 

Not only are they able to show how the group as a whole conceptualizes different aspects 

of HIV, but they are also useful for identifying and comparing perceptual differences 

across groups. 

Examining the perceptual maps by age group was useful for distinguishing how 

perceptions and behaviors differ between younger and older participants. For instance, 

both knowledge and perceived risk of HIV differed by age group, showing that the 

younger participants are less afraid of HIV than are the older participants. They have 

different motivations for potentially increased perceived susceptibility to it, and they 

possess different knowledge of HIV. Their sexual behaviors and condom use are also 

different. Without stratifying by age group it would not be observed that older individuals 

have fear towards HIV and believe condoms are important for preventing HIV, while 

younger individuals are not afraid of HIV and do not feel condoms are important; these 

perceptual differences are meaningful and would impact how these individuals make 

decisions about engaging in HIV-related behaviors, impacting the focus of potential 

communication messages and interventions. 

 Using gender to compare perceptual maps also elicited noteworthy differences 

between groups. Females are more concerned about pregnancy than HIV when they have 

sex, but males are not. Also, even though both males and females tend to not use 

condoms when they have sex, they have different motivations for this; males feel strongly 

that sex with condoms does not feel as good as sex without condoms, but females do not 

agree with this. Looking only at the maps for the total sample would not reveal these 
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gender-based differences that are likely to have significant impacts on behavioral 

decision-making, particularly related to condom use. 

 Looking at the perceptual maps by racial group was also important and noted 

between-group differences. For instance, blacks and Others are less comfortable getting 

an HIV test than are whites. This could be due to perceptions of doctors and medical care 

or perceptions of HIV, but it is an important difference to be aware of because it makes 

blacks and Others less likely to decide to get tested for HIV; it would be important to 

better understand why blacks and Others are not comfortable with HIV testing so that the 

reasons can be addressed. Also, while blacks feel that condoms are an important means of 

preventing HIV, this variable was not as important for whites and Others. Understanding 

how a group perceives condoms and their role (or lack of a role) in HIV prevention is 

necessary for encouraging and motivating young adults to make decisions to use them. 

 Relationship status also has significant effects on a person’s behaviors, as well as 

their perceived risk of HIV, and it is therefore important to compare perceptual maps 

between groups with different relationship statuses. Although none of the groups by 

relationship status are afraid of contracting HIV, they have different reasons for their 

perceived susceptibility to it to potentially increase; those who are not dating, but not 

necessarily abstaining from sex, would be more concerned about HIV if they contracted a 

STD, but those who are dating or in new relationships and those in exclusive 

relationships would be more concerned about HIV if they were not in a committed 

relationship with the person they are having sex with. This is an important distinction, as 

perceiving oneself as being “in a relationship” reduces a person’s perceived risk, and also 

affects whether or not they actively protect themselves from HIV; those in newer 
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relationships actively protect themselves, while those in exclusive relationships and those 

who are not dating, do not actively protect themselves. It is common for people in 

relationships to view their relationship as a protective factor for HIV contraction, and will 

influence the subsequent decisions they make. 

 Examining perceptual maps by self-reported condom use for the last six months 

not only allows distinctions between groups to be identified, but also allows for the 

confirmation that people who say they used condoms in the last six months truly 

associate their sexual activity with condom use and vice versa. The less participants self-

reported using condoms in the last six months, the farther condom use was from Self in 

the maps, confirming that their six-month-self-report was an accurate reflection of their 

sexual activity as a whole. Also, the more frequently condoms were reportedly used, the 

greater the groups’ confidence in their ability to use condoms. This not only provides a 

face-validity of the mapping technique, but supports the belief that confidence in condom 

use plays a significant role in actual condom use. However, whether the confidence stems 

from using condoms more often, or if they use condoms more often and so are more 

confident in their ability to use them, cannot be determined. Nevertheless, the two clearly 

are linked and is thus an important aspect of condom use to understand that would not 

have been derived from examining only the perceptual map for the total sample, or by 

analyzing traditional statistical data. 

Sometimes the reasons for differences in people’s behaviors and perceptions 

cannot easily be determined. It was therefore desirable to consider whether people’s 

innate personality characteristics and general mindset may account for these differences. 

The cluster analysis identified three distinct groups: high self-efficacy and self-control 
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with high conscientiousness and low neuroticism, mid self-efficacy and self-control with 

moderate personality characteristics, and low self-efficacy and self-control with low 

conscientiousness and high neuroticism. Differences in knowledge about HIV and ability 

to obtain additional information were apparent by self-efficacy level, as were differences 

in comfort level to get an HIV test. Additionally, prioritizing long-term health over short-

term gratification was associated with self-control; those having higher self-control were 

more likely to prioritize long-term health over short-term gratification. Another 

difference between groups was whether or not participants would be disappointed in 

themselves if they contracted HIV; the high self-efficacy/self-control group would be 

disappointed in themselves, but the other two groups would not. As the high self-

efficacy/self-control group is the most conscientious of the groups, and thus inherently 

more attentive and cautious, it is logical that they would be disappointed if their efforts to 

protect themselves were not effective. Clearly, stratifying perceptual maps by personality 

characteristics and innate skills was useful in identifying a number of perceptual and 

behavioral differences that would affect how young adults make decisions about the 

behaviors they choose to engage in or avoid. 

Comparability with Existing Literature 

The existing literature related to young adults’ perceptions of HIV are largely 

outdated. The majority of previous studies conducted among young adults not already 

infected with HIV were conducted in the 1990’s and early 2000’s when the 

understanding of HIV disease was not what it is today. These studies revealed that young 

adults were generally highly knowledgeable about HIV basics (DiClemente et al., 1990; 

Lewis et al., 1997), which was also supported in the current study. However, now that 
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anti-retroviral medications have been developed and become the standard of care for 

individuals living with HIV and AIDS, young adults are clearly less informed; they lack 

an understanding of what these medications are, how they work, and in some cases even 

knowledge of their existence. This lack of understanding of how the disease is treated 

may have notable effects on young adults’ perceptions of the disease. 

Previous studies, such as Klepinger et al. (1993), observed that young men had 

greater perceived risk and susceptibility to HIV than other age groups, yet perceived the 

disease to be less severe than did others. The current study found contradictory results to 

these, although perceptions of young adults were not compared with those of other age 

groups. Nonetheless, Phase I and Phase II participants expressed low perceived risk and 

susceptibility to contracting HIV as they did not perceive their behaviors to be ones that 

put them at risk of HIV, yet they perceived the severity of HIV to be significant; Phase I 

participants, in particular, believed that HIV infection was likely to result in death, while 

participants in both phases believed the disease would negatively impact various aspects 

of a person’s life. Lower perceived susceptibility seems to outweigh young adults’ 

perceived severity of the disease, resulting in low perceived risk for HIV. 

Other early research, however, found that young adults have a tendency to 

perceive themselves as being invulnerable to HIV (Millstein & Halpern-Felsher, 2003). 

This conclusion marginally differs from that of this study; although young adults do not 

believe they are at risk of HIV because they do not believe they engage in risky 

behaviors, they do not specifically feel invulnerable towards contracting it. Rather, they 

admittedly do not even think about contracting HIV. For the most part they believe that 

they are not interacting with people who are likely to have HIV and that the behaviors 
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they engage in are not ones that put them at risk of contracting HIV. In line with the 

results of Millstein and Halpern-Felsher (2003), in which  young adults’ risk judgments 

for pregnancy were over twice that of contracting HIV, the young adults in this study 

were also found to be more concerned about pregnancy than HIV from unprotected sex, 

as well as perceiving pregnancy to be a more likely outcome than HIV. Therefore, they 

are more likely to take preventative action to prevent pregnancy rather than HIV. 

Although some perceptions derived from Phases I and II were relatively 

consistent with much of the existing literature, there were also important differences. 

Young adults are generally knowledgeable about the basics of HIV, however now that 

anti-retroviral medications have been developed, they lack even a minimal understanding 

of how the medications work. The change from young adults previously perceiving high 

HIV risk and susceptibility, but low disease severity, to now perceiving low risk and 

susceptibility, but high disease severity, has likely contributed to young adults’ increased 

engagement in behaviors that put them at risk of contracting HIV. Even though young 

adults do not personally perceive their behaviors as ones that put them at risk, many of 

their behaviors in fact do. As the previous literature suggests that young adults have a 

perceived invulnerability to HIV, this is no longer the case per se; they generally do not 

even think about the possibility of HIV, in addition to perceiving their behaviors as ones 

that are not risky. 

Limitations of the Study 

 There were a number of limitations for this study. First, although the purpose of 

the study was not to elicit responses from a representative sample of the population of 18-

24 year olds, but to ascertain a diverse sample in order to gauge all types of perceptions 
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of HIV, it cannot be known how well the results of this study will generalize to the larger 

population of young adults. The majority of both the Phase I (71.0%) and Phase II 

(69.9%) samples were white young adults, whereas a large number of young adults newly 

contracting HIV are black (Centers for Disease Control and Prevention, 2015b). 

Additionally, a large proportion of young adults newly contracting HIV are men who 

have sex with men (Centers for Disease Control and Prevention, 2015b), yet Phase I and 

Phase II only had 12.9% and 7.1% of participants, respectively, identifying in this way. It 

was therefore not possible to examine perceptual differences by sexual orientation and so 

key perceptions and attitudes of young MSMs, as well as individuals of other racial 

groups, may have been missed.  

Furthermore, no individuals in Phase I and only three in Phase II indicated that 

they have injected drugs. Therefore, it was not possible to assess the perceptions of HIV 

and risk of HIV associated with injection drug use by people who actually engage in that 

risky behavior. While participants were able to provide their perceptions from a non-IDU 

perspective, without the experience of having engaged in injection drug use, these 

perceptions are limited. 

Additionally, inter-coder reliability was calculated for Phase I and while percent-

agreement was moderate for comparisons between two coders (67.1% for coders 1 and 2 

and 61.4% for coders 1 and 3), overall agreement for all three coders was only 50.8%. 

Certain codes, namely those related to Social Cognitive Theory constructs, were rarely 

used by coders 2 and 3 and likely indicate a lack of understanding of the constructs. Also, 

some codes were defined quite similarly to others and therefore one coder may have used 

one of the codes, while another coder used the other. For instance, “magnitude of risk” 
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and “personal risk perception” were essentially analogous to each other in definition. 

Although these two codes were combined and treated as one during the analysis, the code 

book should have been refined earlier in the coding process. Thematic analysis allows for 

the addition of new codes throughout the coding process, however additional 

transcription comparisons, other than the initial one after coding was completed on the 

first interview and focus group, would likely have eliminated conceptually-duplicate 

codes earlier on in the process. MacQueen et al. (2008) suggests that inter-coder checks 

be conducted until the coders are able to reach a percent-agreement of at least 85%. As 

the percent-agreement found for this study was notably lower, additional checks between 

coders and refined code definitions would have been beneficial. An additional analysis of 

inter-coder percent-agreement could be calculated using the codes that were later 

combined together (i.e., counting codes of “magnitude of risk” and “personal risk 

perception” as being in agreement rather than disagreement). 

 Perceptual differences were found between Phase I and Phase II. Numerous 

perceptions held by Phase I participants were not supported by the data collected in Phase 

II. For instance, the majority of Phase I respondents believe that a person who contracts 

HIV is likely to die from it, whereas Phase II participants perceive that PLWHA can live 

long, healthy lives. Also, various Phase I participants discussed instances in which their 

friends engaged in risky behaviors, yet Phase II participants do not believe their friends 

engage in risky behaviors. Additionally, many participants in Phase I discussed the 

frequency in which they engage in casual sex, as well as use alcohol when they have sex; 

Phase II participants indicated that they infrequently use alcohol when they have sex and 

that they do not perceive that “casually hooking up with people is fun”. These differences 
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may be attributed to the mean age of Phase I participants being 19.81 years and of Phase 

II participants being 22.17 years; in Phase I only 12.9% of participants were 22 years of 

age or older. Although the total samples’ ages spanned only seven years, significant 

differences are likely to exist with differences in age. Steinberg (2004) has proposed that 

during adolescence and young adulthood differences in risk perception and risk appraisal 

are due to differences in the ability to self-regulate oneself during novel experiences and 

that these differences are more attributable to psychosocial factors associated with age 

than to age itself; however these psychosocial factors are generally correlated with age. A 

nearly two and a half year age difference between phases may therefore explain this. 

Significant perceptual differences were also seen for various question blocks in Phase II 

between younger and older participants, supporting the theory that psychosocial 

differences associated with age play a key role. Consequently, as the Phase II survey was 

generated from the information collected in Phase I, the Phase II perceptual mapping 

survey may have omitted key perceptions of older individuals within the 18-24-year-old 

group. 

In addition there are inherent differences between people who participate in 

research and people who do not, particularly when the content of the research is sensitive 

in nature as it was in this study. Persons who have a strong interest in the topic or who 

simply have a greater interest in health research may be more motivated to participate in 

this type of research. Equally, persons who are not comfortable discussing topics like sex 

and injection drug use may elect to not participate in studies like this. It is therefore 

possible that this study did not reach individuals who engage in highly risky behaviors or 

individuals who simply may offer a different perspective on HIV-related attitudes and 
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behaviors. However, because Phase II was implemented through Mechanical Turk, in 

which people may have been motivated to participate because they are paid for 

completing tasks, as well as the survey being conducted online and there being no face-

to-face contact between researcher and participants, these factors may be mitigated. 

The Phase II perceptual mapping survey questions have not been validated. 

Although many of the questions were grounded in Social Cognitive Theory and the 

psychometric paradigm, the specific content of the questions was informed by 

perceptions and themes derived from Phase I. The three standardized scales to measure 

self-efficacy, self-control, and personality, which were used in the cluster analysis, 

however, have been repeatedly validated. Further research should be conducted to assess 

the reliability and validity of the survey tool. 

Finally, past research has shown that assessments of young adults’ perceptions of 

risk may fail to account for the emotional and social contexts in which risk-taking 

typically occurs (Gardner & Steinberg, 2005; Steinberg, 2004). Participants in this study 

were essentially asked to recall what their perceptions and behaviors have generally been 

in the past; they were also asked to speculate as to what their perceptions and behaviors 

may be under different circumstances. To a degree they were providing hypothetical 

responses, without the conditions of emotional arousal or peer influence, and thus it is 

difficult to determine how well their perceptions and perceived behaviors may translate 

under real-world conditions. However, now that specific variables have been identified as 

being key to decision-making and behaviors, asking specific questions about what a 

person does in a particular situation or how a person handled a specific instance may 
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derive more accurate perceptions that are better reflective of young adults’ real world 

decisions. 

Recommended Directions for Future Research 

 Next steps for this research should include using vector modeling to identify the 

variables that would be most salient to include in future HIV prevention messaging. The 

perceptual maps for the total sample, as well as those identified as having significant 

perceptual differences between subgroups, can be analyzed using vector analysis. 

However, first additional data would need to be collected. While an initial assessment 

could be made by placing variables directed at protective behaviors, like “I use condoms 

when engaging in sexual intercourse”, “If I don’t have a condom I won’t have sex with 

someone”, or “I am comfortable getting an HIV test”, into the maps, collecting further 

data that specifically asks participants to make a decision is necessary. This would allow 

for determining what it would take to “move” the group towards the behavioral decision, 

rather than towards a behavior they have or have not already made the decision about. 

These new data variables, selected because they are ones that young adults frequently do 

not engage in, but should in order to better protect themselves from HIV, would then 

become the target vectors in the map. The resulting resolutions would then be calculated, 

rank ordered, and assessed for “best fit”. Best fit is determined in a subjective manner so 

as to derive conceptual consistency between variables, as well as practicality of the 

message. Once the best fit resolution is identified, the variables of that resolution would 

be used to create an HIV prevention message directed at that particular topic. It is then 

important to test these messages in a diverse sample of young adults to assess the effect 

of the messages on their perceptions and behaviors. 
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 Using segmentation will allow for the creation of HIV prevention messages that 

are specific to the perceptions and needs of those particular groups; this helps to focus the 

message on the aspects of the behavior that will be most effective for that audience to 

adopt the new behavior. For instance, based on the perceptual maps, the points of focus 

for messages geared towards increasing condom use should vary by racial group. 

Messages for blacks should emphasize their belief that condoms are an important means 

of preventing HIV and that they do not feel their partners would say no if they were 

asked to use a condom, however the messages should strive to increase their confidence 

in their ability to use them. Likewise, messages for Others should also strive to increase 

their confidence in their ability to use condoms, but should emphasize that they already 

think about using condoms and believe their partners would agree to use them if asked; 

reiterating these points and increasing condom use self-efficacy should make Others 

more likely to actually use condoms during sexual intercourse. Whites, however, are 

already confident in their ability to use condoms and think about using them, so these 

aspects should be emphasized; however messages targeted towards them need to focus on 

the importance of condoms for preventing HIV. Centering condom use messaging for 

whites around these points and strengthening their perception that condoms are an 

important means of preventing HIV, should serve to increase their actual condom use. 

Although many of the same aspects are likely to be incorporated into the messaging for 

each racial group, whether the factor is emphasized as a belief already possessed by the 

group or as a point of development differs between the groups. Without the creation of 

perceptual maps these nuances between groups would not have been identified. 
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This study provides a good foundation for future research concerning young 

adults’ perceptions of HIV and related decision-making and behaviors. The research 

should be repeated in samples that are more racially and socioeconomically diverse, as 

well as diverse in terms of sexual orientation. Because new HIV diagnoses among young 

adults are predominantly occurring among blacks and MSMs, it is important to obtain 

perceptions of HIV from more individuals in these groups; that will allow for their 

perceptions to be compared with those of other races and other sexual orientations to 

determine if differences exist. This research should also be repeated with persons who 

engage in injection drug use since the participants in this study could not personally 

speak to that aspect of HIV-related risk behaviors beyond a hypothetical perspective. 

Lastly, expanding the age group of interest to include younger teenagers who are newly 

sexually active and have more recently received HIV education, along with older adults 

in their twenties who should theoretically be beyond the stage of experiencing self-

regulation and sensation-seeking incongruence, would provide a greater context for 

young adults’ HIV-related perceptions and behaviors.  

Contribution to the Field of Study 

 This is the first exploratory cross-sectional study of its kind to look at young 

adults’ perceptions and behaviors related to HIV using perceptual mapping. This allows 

young adults’ perceptions of HIV to be visually depicted in order to determine how 

young adults perceive various factors of HIV in relation to themselves, as well as how 

they perceive the variables to relate to each other. While examining perceptions through 

numeric mean values can provide insight into the strength of a perception, it is one 

dimensional; perceptual mapping depicts perceptions from a three-dimensional 
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perspective and therefore provides a more complete picture of young adults’ perceptions 

of HIV. 

 Young adults’ perceptions of HIV have not been examined since the earlier parts 

of the HIV epidemic. As the scientific knowledge of the disease has significantly 

progressed in this time, as has the development of life-altering medications to treat HIV, 

it is important to understand how young adults’ perceptions have also changed between 

then and now. Despite the improved understanding of HIV, young adults are contracting 

HIV more now than they did in the past. In order to reduce the incidence of HIV among 

young adults it is necessary and important to understand what they think of the disease 

and how those perceptions influence their decision-making processes and consequential 

behaviors. This study utilized individual interviews and focus groups to derive qualitative 

data about young adults’ perceptions of HIV and integrated those perceptions and themes 

into a perceptual mapping survey to further examine young adults’ perceptions and 

behaviors. By gaining an accurate and comprehensive understanding of what young 

adults’ current perceptions of HIV are, HIV prevention messages and materials can be 

better targeted to the variables that are salient and influential to young adults in the 21
st
 

century with the hopes of reducing the incidence of HIV among young adults in the 

future. 

Final Thoughts 

Chatterjee et al. (2011) proposed that young adults encountering less morbidity 

and mortality from HIV, in addition to perceiving others’ perceptions of the disease to be 

less significant, would lead to a decrease in the deterrent effect of the fear of HIV. This 

potential reduction in the fear of HIV could then lead young adults to engage in risky 
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behaviors, thus putting themselves at increased risk of contracting HIV. Through this 

study it was found that young adults are not afraid of HIV—they have neutral perceptions 

of it. Without this perception of fear, there cannot be a deterrent effect of the fear of HIV. 

A deterrent is something that discourages an action and since young adults do not 

perceive HIV as a threat, the consequences of contracting HIV do not serve to deter them 

from engaging in risky behaviors that may ultimately lead them to contract HIV. All 

things considered, their perceptions of HIV do not seem to influence their decision-

making and resulting behaviors in either direction, as they generally do not even think 

about HIV. Therefore, the deterrent effect of HIV has not only decreased, but has 

essentially disappeared. While the goal is not to instill fear within people, it is important 

for young adults to have a realistic understanding of the behaviors that place a person at 

risk for HIV and the effects it could have on their life so that they can make informed 

decisions to benefit their health. 
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Temple IRB Approved 

09/16/16 

Interview Consent Form 

 

 

 

 

 

 

Title of research: The Deterrent Effect of the Fear of HIV Disease: Influences on 

Young Adult Risk-Taking Behaviors 

 

Investigator and Department:  
Principal Investigator:  Sarah Bauerle Bass, Department of Social and Behavioral 

Sciences, College of Public Health, Temple University 

Student Investigator:  Laurie Maurer, Department of Social and Behavioral Sciences, 

College of Public Health, Temple University 

 

Why am I being invited to take part in this research? 
We are inviting you to take part in this research study because you are a young adult in 

the United States between 18 and 24 years of age and have not been diagnosed with HIV 

or AIDS. 

 

What should I know about this research? 
Someone will explain this research to you. 

Whether or not you take part is up to you. 

You can choose not to take part. 

You can agree to take part and later change your mind. 

Your decision will not be held against you. 

You can ask all the questions you want before you decide. 

 

Who can I talk to about this research? 
If you have questions, concerns, or complaints, or think the research has hurt you, contact 

the research team at Temple University, 1301 Cecil B. Moore Ave, Ritter Annex, Room 

945, Philadelphia, PA 19122. Or, you may email (LaurieMaurer@temple.edu) or call 

(215-204-0377) the researcher. 

 

This research has been reviewed and approved by the Temple University Institutional 

Review Board. You may call (215-707-3390) or e-mail (irb@temple.edu) them for any of 

the following: 

Your questions, concerns, or complaints are not being answered by the research 

team. 

You cannot reach the research team. 

You want to talk to someone besides the research team. 

You have questions about your rights as a research subject. 

You want to get information or provide input about this research. 

mailto:LaurieMaurer@temple.edu
mailto:irb@temple.edu
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Why is this research being done? 
Over the last 35 years the information known about HIV has changed greatly. Yet, 

despite the significant increases in HIV-related knowledge, people continue to become 

infected. Young adults are particularly at risk and are disproportionately infected with 

HIV disease. Through this study we hope to better understand why this is occurring.  

 

This interview is part of a research study. We want to learn more about the effect of the 

fear of HIV and AIDS on young adults 18 to 24 years of age and how their perceptions of 

and attitudes towards HIV and AIDS have impacted their behaviors. Understanding how 

young adults currently think about HIV and AIDS will help health educators to develop 

appropriate and relevant health communication messages and strategies in the future in 

order to reduce the spread of HIV and AIDS.  

 

How long will I be in this research? 
This interview will take about 45-60 minutes. Your participation will not extend beyond 

today’s interview. 

 

What happens if I agree to be in this research? 
We will be collecting some basic demographic information with a questionnaire, as well 

as asking you your opinions about various aspects of HIV and AIDS. The interview will 

be audio recorded so that we have an accurate account of the statements that were made. 

 

Some of the questions ask about personal experiences that you have had or your opinion 

on something. If there is a question that you are not comfortable answering please let the 

researcher know. 

 

What does being audio recorded entail? 
Two digital recorders, including a backup, will be used to audio record the interview. 

Only the question portion of the interview will be audio recorded; introductions and the 

consent process will not be recorded. The interviewer will let you know when the audio 

recorders are turned on and when they are turned off. 

 

The audio recordings will be stored electronically on a designated password-protected 

USB drive that only the investigators have access to. They will be used to transcribe the 

interview session so that there is a complete report of what was discussed. The recordings 

will be deleted upon completion of data analysis. 

 

Having an accurate account of what was discussed in the interview is important for 

accurate data analysis. Therefore in order to participate in the interview it is necessary 

that you agree to be recorded. Any identifiable information that may be stated in the 

audio recordings (such as names) will be omitted from the typed manuscripts. 
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Is there any way being in this research could be bad for me? 
There are no physical, economic, or social risks associated with participating in this 

interview. While psychological risk is very minimal, you are being asked about your 

opinions and perceptions of HIV disease, as well as any potentially risky behaviors you 

may engage in. This could potentially cause some people minimal distress. 

 

No information that could be used to identify who you are will be collected. While your 

name will be on this document if you choose to participate, it will be kept separate from 

any comments you make during the interview. All information will be kept confidential. 

 

Will being in this research help me in any way? 
We cannot promise any benefits to you or others from taking part in this research. 

However, your participation could lead us to understand how young adults think about 

HIV disease and make decisions that may put them at risk of acquiring the disease, which 

may benefit your indirectly. In the future, this information may help to improve the 

relevancy of HIV and AIDS prevention messages for young adults.  

 

What happens to the information collected for this research? 
To the extent allowed by law, we limit the viewing of your personal information to 

people who have to review it. We cannot promise complete secrecy. The IRB, Temple 

University, and other representatives of these organizations may inspect and copy your 

information. 

 

What will I be paid for taking part in this research? 
If you agree to take part in this research, we will provide you with a $15 gift card for your 

time and effort. Federal tax law requires you to report this payment as income to the 

Internal Revenue Service. 
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Signature Block for Capable Adult 

Your signature documents your permission to take part in this research. 

 

 

  

Signature of subject  Date 

 
 

Printed name of subject 

   

Signature of person obtaining consent  Date 

   

Printed name of person obtaining consent   
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Interview Guide 

 

Interview number: 

Date: 

 

THE DETERRENT EFFECT OF THE FEAR OF HIV DISEASE: INFLUENCES ON YOUNG ADULT 

RISK-TAKING BEHAVIORS 

 

Supplies 

 Digital recorder (with a fresh battery and a backup) 

 Tape recorder (back-up for digital recorder) 

 Omni directional Microphone (with fresh battery and a backup) 

 Informed consent forms 

 Demographic surveys 

 Store gift cards 

 Incentive receipt form 

 Interview guide for facilitator 

Session Components 

1. Informed Consent Process  

2. Demographic Survey 

3. Interview 

4. Thank you and Incentive Distribution 

5. Interviewer Report 

 

Introduction and Informed Consent 

Thank you for coming today. My name is XXX and I’m XXX (describe who you are). I’d 

like to get started by giving you some background information on the study. 

 

The total number of new HIV diagnoses is decreasing each year,(Centers for Disease 

Control and Prevention, 2015g) however diagnoses among individuals 13 to 24 years of 

age are on the rise. From 2009-2013, the number of 20-24 year olds diagnosed with HIV 

was greater than any other age group.(Centers for Disease Control and Prevention, 2003, 

2012c, 2015i) 
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As you know, I’ve asked you here to talk about your perceptions of and attitudes towards 

HIV disease, as well as what factors influence their decisions to engage in risky or 

protective behaviors. 

 

Keep in mind that there are no right or wrong answers, so please don’t simply answer 

with something you think I want to hear. Learning your honest opinions and perceptions 

will be the most helpful for this research. If there are any questions you are not 

comfortable answering just let me know and we’ll move on. 

 

I will be taking some notes while we talk and also audio recording the session to help me 

get word-for-word what you say. I want to assure you that everything said here will be 

treated confidentially. All notes and transcripts will have any confidential information 

removed. Your signed consent form will be kept separately from the results of the 

interview in a locked file cabinet that only I can access. 

 

I am now going to give you a consent form. Please read through the document carefully. 

Let me know if you have any questions about the study itself or your participation in it. 

By signing your consent you have agreed to participate in this interview to discuss this 

topic, as well as to have it audio recorded. Please take some time now to go through the 

consent form. [Investigator will give sufficient time for the participant to read through the 

consent. Collect the signed consent form.] 

 

Thank you for agreeing to participate in this research. Your thoughts are important for us 

to understand young adults’ current perceptions of HIV and their resulting behaviors. 

 

 

Demographic Questionnaire 

Next, I’m going to ask you to complete a brief demographic questionnaire. Please answer 

the questions as honestly as possible. [Wait for the participant to complete the 

questionnaire.] 

 

Okay, let’s begin. I will turn on the digital recorders now.  

[Turn on digital recorders.] 

 

 

Interview Questions 

It is [date] and this is interview [#]. 

 

1. To begin our discussion, please tell me what you know about HIV and AIDS.  

 How do people contract HIV disease?  

 How are people treated for HIV disease? 

 When did you first learn about HIV disease? 

 

2. Are some groups more at risk for contracting HIV than others? If so, what groups are 

at risk and what groups are at less risk? Why? 
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3. Do you feel you or people like you are at risk of HIV disease? Why? 

 

4. Do you know anyone living with HIV or AIDS? Tell me about their situation. What do 

you think of their being HIV-positive? 

 Do these people belong to any particular social groups? For example, people who 

are injection drug users or men who have sex with other men, etc.? 

 In your opinion, what are the factors responsible for their infection? Are they 

responsible? 

 

5. Do you know anyone who has died of HIV or AIDS? Tell me about their situation. 

What do you think of their having died from HIV disease? 

 How did you feel when this person died? How did others react to this person’s 

death? 

 If you don’t know anyone who has died of HIV disease, what do you think of it 

more generally? Why do you think people die from HIV and AIDS? 

 

The perceptions a person has of a risk, such as HIV, will influence the behaviors that 

person engages in or does not engage in. It’s therefore important to understand what your 

beliefs and attitudes are towards HIV and the magnitude of risk that you perceive.  

 

6. With that said, what are your perceptions of HIV disease? How big of an issue is HIV 

disease for you? 

 Have your perceptions changed over time?  

 Do you think others’ perceptions have changed over time? How so? 

 

7. Do you think young adults are afraid of contracting HIV? Why or why not? Do you 

think certain subgroups of young adults are more fearful than others? Who? Why? 

 

Now that you’ve shared your perceptions of HIV disease, I’d like to get a better 

understanding of what aspects of the disease are most significant to you and why they’ve 

influenced your perceptions of HIV. 

 

8. What characteristics of HIV affect how you perceive the risk of HIV? For instance, 

would your level of control of exposure to the risk affect your perception? Or, if the 

consequences were immediate versus delayed or the severity of the possible 

consequences…Do any of these factors, or any other factors, influence your risk 

perception of HIV disease? Please explain. 

[Voluntariness of the risk? Immediacy of the effect? Knowledge about risk to the 

exposed? Knowledge about risk to science? Control over the risk? Newness or 

familiarity of the risk? Chronic or catastrophic risk? Common or dreaded risk? 

Severity of the consequences? Delay of consequences? Increasing risk? 

Preventability of the hazard? Inequitability of the risks and benefits? Whether the 

hazard affects future generations? If the hazard can be easily reduced? Personal 
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impact of the risk? Observability of the exposure to the risk? If the risk is 

immoral?] 

 

9. Do you think you or people like you engage in behaviors that put them at risk of 

acquiring HIV? What behaviors?  

 Why do you think you or people like you engage in these behaviors? 

 What about your friends and family members? 

 How susceptible do you think you and others are to acquiring HIV from engaging 

in these behaviors? 

 

Part of better understanding young adults’ perceptions of HIV disease and how they 

make decisions about it, is understanding what young adults expect to happen as a result 

of their behaviors.  

 

10. What do you think could happen as a result of engaging in unprotected sex? Why?  

 How does that make you feel?  

 How does that motivate your behavior? 

 Do you use condoms with your partners? Why or why not? 

 

11. What do you think could happen as a result of injecting drugs? Why?  

 How does that make you feel?  

 How does that motivate your behavior? 

 Or, if you don’t inject drugs, how may someone’s behavior be motivated? 

 

12. Have you ever been concerned that you may have contracted HIV? Why? What 

happened? 

 How did this make you feel? 

 What did you do in response? 

 

Now I’d like to talk some about your perceptions of living with HIV disease.  

 

13. What do you think it would be like to live with HIV or AIDS?  

 Do you imagine it would be easy or difficult?  

 What kind of effect do you think it would have on your life? 

 

Highly active anti-retroviral therapy, or HAART, has been available for about 20 years 

now to help treat HIV disease. Essentially it stops the HIV virus from replicating itself 

and helps maintain a person’s immune system. Since the advent of HAART illness and 

death from HIV have greatly decreased.  

 

14. Have you ever heard of these medications? What are your perceptions of HAART? 

How does the availability of HAART affect the transmissibility of HIV and your 

susceptibility to HIV disease? 

 

15. Is there anything else that I should have asked you about? 
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Thank you and Incentive Distribution 

Thank you for your time today. The information you’ve provided will be very helpful in 

helping me to better understand young adults’ perceptions of HIV and related decisions.  

 

Now that we’ve completed the interview I’d like to give you a gift card to thank you for 

taking the time to meet today. [Pass out gift card and have the participant sign for the 

card.] Thank you again.
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Temple IRB Approved 

09/16/16 

Focus Group Consent Form 

 

 

 

 

Title of research: The Deterrent Effect of the Fear of HIV Disease: Influences on 

Young Adult Risk-Taking Behaviors 

 

Investigator and Department:  

Principal Investigator:  Sarah Bauerle Bass, Department of Social and Behavioral 

Sciences, College of Public Health, Temple University 

Student Investigator:  Laurie Maurer, Department of Social and Behavioral Sciences, 

College of Public Health, Temple University 

 

Why am I being invited to take part in this research? 
We are inviting you to take part in this research study because you are a young adult in 

the United States between 18 and 24 years of age and have not been diagnosed with HIV 

or AIDS. 

 

What should I know about this research? 
Someone will explain this research to you. 

Whether or not you take part is up to you. 

You can choose not to take part. 

You can agree to take part and later change your mind. 

Your decision will not be held against you. 

You can ask all the questions you want before you decide. 

 

Who can I talk to about this research? 
If you have questions, concerns, or complaints, or think the research has hurt you, contact 

the research team at Temple University, 1301 Cecil B. Moore Ave, Ritter Annex, Room 

945, Philadelphia, PA 19122. Or, you may email (LaurieMaurer@temple.edu) or call 

(215-204-0377) the researcher. 

 

This research has been reviewed and approved by the Temple University Institutional 

Review Board. You may call (215-707-3390) or e-mail (irb@temple.edu) them for any of 

the following: 

Your questions, concerns, or complaints are not being answered by the research 

team. 

You cannot reach the research team. 

You want to talk to someone besides the research team. 

You have questions about your rights as a research subject. 

You want to get information or provide input about this research. 

 

mailto:LaurieMaurer@temple.edu
mailto:irb@temple.edu
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Why is this research being done? 
Over the last 35 years the information known about HIV has changed greatly. Yet, 

despite the significant increases in HIV-related knowledge, people continue to become 

infected. Young adults are particularly at risk and are disproportionately infected with 

HIV disease. Through this study we hope to better understand why this is occurring.  

 

This focus group is part of a research study. We want to learn more about the effect of the 

fear of HIV and AIDS on young adults 18 to 24 years of age and how their perceptions of 

and attitudes towards HIV and AIDS have impacted their behaviors. Understanding how 

young adults currently think about HIV and AIDS will help health educators to develop 

appropriate and relevant health communication messages and strategies in the future in 

order to reduce the spread of HIV and AIDS.  

 

How long will I be in this research? 
This focus group will take about 60-90 minutes. Your participation will not extend 

beyond today’s focus group. 

 

What happens if I agree to be in this research? 
We will be collecting some basic demographic information with a questionnaire, as well 

as asking you, and the others in this focus group, your opinions about various aspects of 

HIV and AIDS. The focus group session will be audio recorded so that we have an 

accurate account of the statements that were made. 

 

Some of the questions ask about personal experiences that you have had or your opinion 

on something. It is not required that you answer every question.  

 

What does being audio recorded entail? 
Two digital recorders, including a backup, will be used to audio record the focus group. 

Only the question portion of the focus group will be audio recorded; introductions, the 

consent process, and ground rules will not be recorded. The focus group moderator will 

let you know when the audio recorders are turned on and when they are turned off. 

 

The audio recordings will be stored electronically on a designated password-

protected USB drive that only the investigators have access to. They will be used 

to transcribe the focus group session so that there is a complete report of what was 

discussed. The recordings will be deleted upon completion of data analysis. 

 

It is not possible to record only select participants in the group, therefore in order to 

participate in the focus group it is necessary that you agree to be recorded. Any 

identifiable information that may be stated in the audio recordings (such as names) will 

be omitted from the typed manuscripts. 
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Is there any way being in this research could be bad for me? 
There are no physical or economic risks associated with participating in this focus group. 

While psychological risk is very minimal, you are being asked about your opinions and 

perceptions of HIV disease, as well as any potentially risky behaviors you may engage in. 

This could potentially cause some people minimal distress. There is also slight social risk 

associated with participating in focus groups, as there is the potential for other focus 

group participants to not keep all aspects of the focus group confidential. We will discuss 

the importance of everyone keeping this discussion today confidential, however this 

cannot be monitored once everyone leaves the focus group. 

 

No information that could be used to identify who you are will be collected. While your 

name will be on this document if you choose to participate, it will be kept separate from 

any comments you make during the focus group. All information will be kept 

confidential. 

 

Will being in this research help me in any way? 
We cannot promise any benefits to you or others from taking part in this research. 

However, your participation could lead us to understand how young adults think about 

HIV disease and make decisions that may put them at risk of acquiring the disease, which 

may benefit your indirectly. In the future, this information may help to improve the 

relevancy of HIV and AIDS prevention messages for young adults.  

 

What happens to the information collected for this research? 
To the extent allowed by law, we limit the viewing of your personal information to 

people who have to review it. We cannot promise complete secrecy. The IRB, Temple 

University, and other representatives of these organizations may inspect and copy your 

information. 

 

All information collected will be anonymous. 

 

What will I be paid for taking part in this research? 
If you agree to take part in this research, we will provide you with a $15 gift card for your 

time and effort. Federal tax law requires you to report this payment as income to the 

Internal Revenue Service. 
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Signature Block for Capable Adult 

Your signature documents your permission to take part in this research. 

 

 
  

Signature of subject  Date 

 
 

Printed name of subject 

   

Signature of person obtaining consent  Date 

   

Printed name of person obtaining consent   
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Focus Group Guide 

 

Focus group number: 

Date: 

Total number of participants: 

 

THE DETERRENT EFFECT OF THE FEAR OF HIV DISEASE: INFLUENCES ON YOUNG ADULT 

RISK-TAKING BEHAVIORS 

 

Thank you all for coming today. My name is XXX and I’m XXX (describe who you are).  

I’d like to get started by giving you some background information on the study. 

Total new HIV diagnoses are decreasing each year,(Centers for Disease Control and 

Prevention, 2015g) however diagnoses among individuals 13 to 24 years of age are on 

the rise. From 2009-2013, the number of 20-24 year olds diagnosed with HIV was greater 

than any other age group.(Centers for Disease Control and Prevention, 2003, 2012c, 

2015i)  

The purpose of this focus group is to gain a better understanding of young adults’ 

perceptions of and attitudes towards HIV disease, as well as what factors influence young 

adults’ decisions to engage in risky or protective behaviors. 

I am now going to pass around a consent form. Please read through the document 

carefully. Let me know if you have any questions about the study itself or your 

participation in it. By signing your consent you have agreed to participate in this focus 

group to discuss this topic, as well as to have it audio recorded. Please take some time 

now to go through the consent form. [Investigator will give sufficient time for everyone 

to read through the consent. Collect all signed consent forms. Allow anyone not wishing 

to continue to leave prior to beginning discussions.] 

Thank you for agreeing to participate in this research. Your thoughts are important for us 

to understand young adults’ current perceptions of HIV and their resulting behaviors. 

 

Demographic Questionnaire 
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Next, I’m going to pass around a brief demographic questionnaire. Please answer the 

questions as honestly as possible. [Give a few minutes for everyone to complete the 

questionnaire.] 

 

Introductions 

Ok. To get started I’d like each of you to introduce yourself to the group. Please only 

give a first name. The name you use to introduce yourself does not need to be the name 

you usually use. You may introduce yourself with any name you choose. [Have 

participants introduce themselves by their first name.] 

 

Discussion Format 

I would like the discussion to be informal, so there’s no need to wait for me to call on you 

to respond. In fact, I encourage you to respond directly to the comments other people 

make. Please speak one at a time so we can all hear what is being said. If you don’t 

understand a question, please let me know. I am here to ask questions, listen, and make 

sure everyone has a chance to share. There are no right or wrong answers. Some of the 

topics we will be discussing are quite personal, so please be considerate of other’s 

opinions and experiences. As you saw in the consent, I will be audio recording the 

discussion because I don’t want to miss any of your comments. No one outside of this 

room will have access to these recordings and they will be destroyed once my research is 

completed.  

 

Ground rules: 

Now I’d like to go over a few guidelines for our discussion today. 

1. What we say in the group should stay here – please keep it confidential. 

2. One person talks at a time. Because I would like to hear from everyone, I might call on 

you if you’re not saying much, or ask you to give others a chance if you have talked a lot. 

3. Feel free to respond to another group member, not just to my questions. You can 

follow up on what someone has said, agree or disagree, or give an example.  Please speak 

for yourself using “I” statements and avoid attacking or putting someone else’s ideas 

down.  
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4. We’ll be talking some about risky behaviors, including sex and injection drug use, 

which can be sensitive topics. It’s ok to talk about anything here. I really want to hear 

from you. If you prefer, you may talk about young adults in general instead of your own 

experiences if you would like. 

5. I want to hear a lot of different perspectives, so as a group it is important to respect 

everyone’s point of view. Everyone won’t agree, but I want to hear from everybody. 

There are no wrong answers! I want to ensure a safe environment where individuals 

speak openly so remember that everyone’s opinion and experience is valuable. 

6. To protect everyone’s privacy, please use only the first names that we used to 

introduce ourselves. 

7. Please take a moment to turn off your cell phones or place them on silent if you have 

not already done so. [Give them a moment to do this.] 

Are there any ground rules that we should add to these? [Give them a moment to 

discuss.] 

Can everybody work with these guidelines? [Allow them to confirm.] 

Okay, let’s begin.  

I will turn on the digital recorders now.  

[Turn on digital recorders.] 

 

Discussion Questions 

It is [date] and this is focus group [#]. 

1. To begin our discussion, please tell me what you know about HIV and AIDS.  

 How do people contract HIV disease?  

 How are people treated for HIV disease? 

 When did you first learn about HIV disease? 

 

2. Are some groups more at risk for contracting HIV than others? If so, what groups are 

at risk and what groups are at less risk? Why? 

 

3. Do you feel you or people like you are at risk of HIV disease? Why? 
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4. Do you know anyone living with HIV or AIDS? Tell me about their situation. What do 

you think of their being HIV-positive? 

 Do these people belong to any particular social groups? For example, people who 

are injection drug users or men who have sex with other men, etc.? 

 In your opinion, what are the factors responsible for their infection? Are they 

responsible? 

 

5. Do you know anyone who has died of HIV or AIDS? Tell me about their situation. 

What do you think of their having died from HIV disease? 

 How did you feel when this person died? How did others react to this person’s 

death? 

 If you don’t know anyone who has died of HIV disease, what do you think of it 

more generally? Why do you think people die from HIV and AIDS? 

 

The perceptions a person has of a risk, such as HIV, will influence the behaviors that 

person engages in or does not engage in. It’s therefore important to understand what your 

beliefs and attitudes are towards HIV and the magnitude of risk that you perceive.  

6. With that said, what are your perceptions of HIV disease? How big of an issue is HIV 

disease for you? 

 Have your perceptions changed over time?  

 Do you think others’ perceptions have changed over time? How so? 

 

7. Do you think young adults are afraid of contracting HIV? Why or why not? Do you 

think certain subgroups of young adults are more fearful than others? Who? Why? 

Now that you’ve shared your perceptions of HIV disease, I’d like to get a better 

understanding of what aspects of the disease are most significant to you and why they’ve 

influenced your perceptions of HIV.  

8. What characteristics of HIV affect how you perceive the risk of HIV? For instance, 

would your level of control of exposure to the risk affect your perception? Or, if the 

consequences were immediate versus delayed or the severity of the possible 

consequences…Do any of these factors, or any other factors, influence your risk 

perception of HIV disease? Please explain. 

[Voluntariness of the risk? Immediacy of the effect? Knowledge about risk to the 

exposed? Knowledge about risk to science? Control over the risk? Newness or 

familiarity of the risk? Chronic or catastrophic risk? Common or dreaded risk? 

Severity of the consequences? Delay of consequences? Increasing risk? 
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Preventability of the hazard? Inequitability of the risks and benefits? Whether the 

hazard affects future generations? If the hazard can be easily reduced? Personal 

impact of the risk? Observability of the exposure to the risk? If the risk is 

immoral?] 

9. Do you think you or people like you engage in behaviors that put them at risk of 

acquiring HIV? What behaviors?  

 Why do you think you or people like you engage in these behaviors?  

 What about your friends and family members? 

 How susceptible do you think you and others are to acquiring HIV from engaging 

in these behaviors? 

 

Part of better understanding young adults’ perceptions of HIV disease and how they 

make decisions about it, is understanding what young adults expect to happen as a result 

of their behaviors.  

10. What do you think could happen as a result of engaging in unprotected sex? Why?  

 How does that make you feel?  

 How does that motivate your behavior?  

 Do you use condoms with your partners? Why or why not? 

 

11. What do you think could happen as a result of injecting drugs? Why?  

 How does that make you feel?  

 How does that motivate your behavior?  

 Or, if you don’t inject drugs, how may someone’s behavior be motivated? 

 

12. Have you ever been concerned that you may have contracted HIV? Why? What 

happened? 

 How did this make you feel? 

 What did you do in response? 

 

Now I’d like to talk some about your perceptions of living with HIV disease.  

13. What do you think it would be like to live with HIV or AIDS?  

 Do you imagine it would be easy or difficult?  

 What kind of effect do you think it would have on your life? 
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Highly active anti-retroviral therapy, or HAART, has been available for about 20 years 

now to help treat HIV disease. Essentially it stops the HIV virus from replicating itself 

and helps maintain a person’s immune system. Since the advent of HAART illness and 

death from HIV have greatly decreased.  

14. Have you ever heard of these medications?  What are your perceptions of HAART? 

How does the availability of HAART affect the transmissibility of HIV disease and your 

susceptibility to HIV disease? 

15. Is there anything else that I should have asked you about? 

 

Thank You and Incentive Distribution 

Thank you for your time today. The information you have provided will be very helpful 

in helping me to better understand young adults’ perceptions of HIV and related 

decisions. I would like to remind everyone that I’ve asked for everything that was said 

today to be kept confidential.  

Now that we’ve completed our discussion I’d like to pass out a gift card to each of you to 

thank you for taking the time to meet today. [Pass out gift cards and have them sign for 

the card.] Thank you again. 
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Interview and Focus Group Demographic Questionnaire 

 

 

1. What is your gender? 

a. Female 

b. Male 

c. Transgender female to male 

d. Transgender male to female 

e. Other 
 

2. What is your race? (Choose all that apply.) 

a. African American/Black 

b. Asian 

c. Native American/Alaskan Native 

d. Native Hawaiian/Pacific Islander 

e. White 

f. Other, please specify ____________________ 
 

3. Are you Hispanic/Latino? 

a. Yes 

b. No 
 

4. How old are you? __________ 
 

5. What is your sexual orientation? 

a. Heterosexual or straight 

b. Gay or lesbian 

c. Bisexual 

d. Other, please specify ____________________ 
 

6. What is your relationship status? 

a. Dating, no one exclusively  

b. Dating, exclusive (new relationship, i.e. 6 months or less) 

c. Dating, exclusive (long term, i.e. more than 6 months) 

d. Not dating 

e. Married or in a domestic partnership 
 

7. Who do you live with? (Choose all that apply.) 

a. Spouse or partner 

b. Roommate(s) 

c. Children 

d. Parents 

e. Other family members 

f. No one—I live alone 

g. Other, please specify ____________________ 
 

8. Where are you from? (City/state and/or country.) 

___________________________________ 
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9. With whom have you been sexually active? 

a. Men only 

b. Women only 

c. Both men and women 

d. I have not been sexually active 

e. I’d rather not say 
 

10. In the past six months, how many sexual partners have you had? 

a. None 

b. 1 

c. 2-3 

d. 4-6 

e. 7+ 
 

11. Thinking about your sexual activity in the last six months, how often would you say 

you use condoms? 

a. Always 

b. Most of the time 

c. Some of the time 

d. Never 

e. I have not been sexually active within the last six months 
 

12. Have you ever injected drugs? 

a. Yes 

b. No 

c. I’d rather not say 
 

13. Thinking about your injection drug use in the last six months, how often would you 

say you have used clean needles? 

a. Always 

b. Most of the time 

c. Some of the time 

d. Never 

e. I have not injected drugs within the last six months 
 

14. Have you ever been tested for HIV? 

a. Yes 

b. No 

c. Not sure 
 

15. Have you ever been told you have HIV or AIDS? 

a. Yes 

b. No 

c. I’d rather not say 
 

16. Have you ever received sexual education in school that included HIV education? 

a. Yes 

b. No 

c. Not sure 
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APPENDIX B 

PHASE II MATERIALS 

Perceptual Mapping Survey 

Welcome! This is a survey about young adults’ perceptions of and attitudes towards HIV 

and AIDS and how these thoughts may impact behaviors.  

 

TEMPLE UNIVERSITY 

PERMISSION TO TAKE PART IN A HUMAN RESEARCH STUDY 

 

TITLE OF RESEARCH: 

The Deterrent Effect of the Fear of HIV Disease: Influences on Young Adult Risk-

Taking Behaviors 

 

INVESTIGATORS: 

Laurie Maurer, Doctoral Student, Department of Social and Behavioral Sciences, Temple 

University 

Sarah Bauerle Bass, Faculty, Department of Social and Behavioral Sciences, Temple 

University 

 

CONSENT TO PARTICIPATE IN THIS RESEARCH: 

You are being asked to participate in a research study. The purpose of this online survey 

is to gather information from approximately 400 young adults living in the United States 

who have not been diagnosed with HIV or AIDS regarding their perceptions of their risk 

of HIV and AIDS. 

 

REQUIREMENTS TO PARTICIPATE: 

There are a few requirements to participate in this study. You must be between the ages 

of 18 and 24 and currently live within the United States. It is also necessary that you have 

never been diagnosed with HIV or AIDS. Lastly, it is important that you are comfortable 

reading English. You must meet these requirements for your work to be approved. 

 

WHAT YOU SHOULD KNOW ABOUT THIS RESEARCH: 

 Whether or not you take part is up to you. 

 You can choose not to take part. 

 You can agree to take part and later change your mind. 

 Your decision will not be held against you. 

 

PURPOSE OF THIS RESEARCH: 

The purpose of this study is to learn more about the deterrent effect of the fear of HIV 

and AIDS on young adults 18-24 years of age and how their perceptions of and attitudes 

towards HIV and AIDS have impacted their behaviors. Understanding how young adults 

currently think about HIV and AIDS will help health educators to develop appropriate 
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and relevant health communication messages and strategies in the future in order to 

reduce the spread of HIV and AIDS. 

 

WHAT WE WILL ASK YOU TO DO: 

This study is being conducted entirely online. We will first ask you to confirm that you 

agree to participate in this research. We will then ask you to enter your MTurk ID 

number and complete the survey as thoroughly as possible if you agree to participate. 

You will be asked to complete a variety of survey questions. You will be asked to rate the 

degree to which you agree or disagree with statements using a specified scale. You will 

also be asked about your demographic background. While we understand that there may 

be a few questions that some individuals may not be comfortable answering, it is 

essential that we gather as much information as possible from each individual. You will 

need to complete at least 90% of the survey questions for your work to be approved.  

 

LENGTH OF SURVEY 

The survey should take about 15-20 minutes to complete. 

 

RISKS AND BENEFITS: 

There are no physical or economic risks associated with completing this survey. While 

psychological risk is very minimal, you are being asked about your opinions and 

perceptions of HIV disease, as well as any potentially risky behaviors you may engage in. 

This could potentially cause some people minimal distress. You may skip questions you 

are not comfortable answering. 

 

There are also no direct benefits to you associated with completing this survey. However, 

please know that the information and opinions you provide will be used to help make 

HIV education materials for young adults more relevant to the informational needs and 

opinions of that group. 

 

PRIVACY AND CONFIDENTIALITY OF THE INFORMATION COLLECTED: 

To the extent allowed by law, we limit the viewing of your personal information to 

people who have to review it. We cannot promise complete secrecy. The IRB, Temple 

University, Temple University Health System, Inc. and its affiliates, and other 

representatives of these organizations may inspect and copy your information. 

 

All responses will be kept confidential. Data will be collected on a password-protected 

computer and only members of the research team will have access to this data. The only 

information being collected that could be used to identify who you are is your Amazon 

MTurk ID number, which can be linked with your Amazon public profile. However, this 

connection can be made with any work you complete on Mechanical Turk and therefore 

is not unique to this study.  

 

COMPENSATION: 

Individuals who meet the study criteria will receive $1.50 upon successfully completing 

at least 90% of the survey. 
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CONTACT INFORMATION IF YOU HAVE QUESTIONS: 

If you have questions, concerns, or complaints, or think the research has hurt you, contact 

the research team at Temple University, 1301 Cecil B. Moore Ave, Ritter Annex, Room 

945, Philadelphia, PA 19122. Or, you may email (LaurieMaurer@temple.edu) or call 

(215-204-0377) the researcher. 

 

This research has been reviewed and approved by the Temple University Institutional 

Review Board. You may contact the IRB Office at (215) 707-3390 or e-mail them at: 

irb@temple.edu for any of the following: 

 Your questions, concerns, or complaints are not being addressed by the research 

team. 

 You cannot reach the research team. 

 You want to talk to someone besides the research team. 

 You have questions about your rights as a research subject. 

 You want to get information or provide input about this research. 

 

Do you agree to participate in this study? 

Please indicate your willingness to participate in this survey by selecting ACCEPT or 

DECLINE. 

a. Accept 

b. Decline 

 

Please enter your MTurk ID number: _____ 

 

1. How old are you? __________ 

 

2. What is your gender? 

a. Female 

b. Male 

c. Transgender female to male 

d. Transgender male to female 

e. Other 

 

3. What is your race? (Choose all that apply.) 

a. African American/Black 

b. Asian 

c. Native American/Alaskan Native 

d. Native Hawaiian/Pacific Islander 

e. White 

f. Other, please specify ____________________ 

 

4. Are you Hispanic/Latino? 

a. Yes 

b. No 

 

mailto:LaurieMaurer@temple.edu
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5. Where do you live? (City/state) ______________________________________ 

 

6. Who do you live with? (Choose all that apply.) 

a. Spouse or partner 

b. Roommate(s) 

c. Children 

d. Parents 

e. Other family members 

f. No one—I live alone 

g. Other, please specify ____________________ 

 

7. What is the highest level of school you have completed? 

a. Less than high school 

b. Some high school, no diploma 

c. High school graduate, diploma or the equivalent (e.g., GED) 

d. Some college, no degree 

e. Trade, technical, or vocational school 

f. Associate degree 

g. Bachelor’s degree 

h. Master’s degree 

i. Professional or Doctorate degree 

 

8. What type of high school did you go to? 

a. Public 

b. Private, non-religious 

c. Private, religious 

d. Home school 

e. Other 

f. I didn’t go to high school 

 

9. What is your sexual orientation? 

a. Heterosexual or straight 

b. Gay or lesbian 

c. Bisexual 

d. Other, please specify ____________________ 

 

10. What is your relationship status? 

a. Dating, no one exclusively  

b. Dating, exclusive (new relationship, i.e. 6 months or less) 

c. Dating, exclusive (long term, i.e. more than 6 months) 

d. Not dating 

e. Married or in a domestic partnership 

 

11. With whom have you been sexually active? 

a. Men only 

b. Women only 
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c. Both men and women 

d. I have not been sexually active 

e. I’d rather not say 

 

12. In the past six months, how many sexual partners have you had? 

a. None 

b. 1 

c. 2-3 

d. 4-6 

e. 7+ 

 

13. Thinking about your sexual activity in the last six months, how often would you 

say you use condoms? 

a. Always 

b. Most of the time 

c. Some of the time 

d. Never 

e. I have not been sexually active within the last six months 

 

14. Have you ever injected drugs? 

a. Yes 

b. No 

c. I’d rather not say 

 

15. Thinking about your injection drug use in the last six months, how often would 

you say you have used clean needles? 

a. Always 

b. Most of the time 

c. Some of the time 

d. Never 

e. I have not injected drugs within the last six months 

 

16. Have you ever been tested for HIV? 

a. Yes 

b. No 

c. Not sure 

 

17. Have you ever been told you have HIV or AIDS? 

a. Yes 

b. No 

c. I’d rather not say 

 

18. How would you characterize the HIV education you received in school? 

a. Comprehensive (includes condom use, what HIV is and how to protect 

self from it) 
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b. Abstinence-only (focuses exclusively on postponing sex until marriage; 

HIV is mentioned as a result of sexual activity, but condoms are not 

mentioned) 

c. Abstinence-plus (teaches postponing sex until marriage, but also teaches 

HIV and how to protect oneself from it) 

d. I did not receive any HIV education in school 

e. I’m not sure if I received any HIV education in school 

 

Please rate the following set of statements according to how true each statement is 

for you. 

Self-Efficacy Scale 

 

1=     

Not at 

all true 

2= 

Hardly 

true 

3= 

Moderat

ely true 

4= 

Exactly 

true 

1. I can always manage to solve difficult 

problems if I try hard enough. 

    

2. If someone opposes me, I can find the 

means and ways to get what I want. 

    

3. It is easy for me to stick to my aims and 

accomplish my goals. 

    

4. I am confident that I could deal efficiently 

with unexpected events. 

    

5. Thanks to my resourcefulness, I know how 

to handle unforeseen situations. 

    

6. I can solve most problems if I invest the 

necessary effort. 

    

7. I can remain calm when facing difficulties 

because I can rely on my coping abilities. 

    

8. When I am confronted with a problem, I 

can usually find several solutions. 

    

9. If I am in trouble, I can think of a solution.     

10. I can usually handle whatever comes my 

way. 

    

 

Please rate the following set of statements according to how true each statement is 

for you. 
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Self-Control Scale 

 

1 

Not 

at all 

2 3 4 5 

Very 

much 

1. I am good at resisting temptation.      

2. I have a hard time breaking bad habits.      

3. I am lazy.      

4. I say inappropriate things.      

5. I do certain things that are bad for me, if 

they are fun. 

     

6. I refuse things that are bad for me.      

7. I wish I had more self-discipline.      

8. People would say that I have iron self-

discipline. 

     

9. Pleasure and fun sometimes keep me from 

getting work done. 

     

10. I have trouble concentrating.      

11. I am able to work effectively toward long-

term goals. 

     

12. Sometimes I can’t stop myself from doing 

something, even if I know it is wrong. 

     

13. I often act without thinking through all the 

alternatives. 

     

 

Please rate the following set of statements according to how much you agree or 

disagree that the statement describes your personality. 

Big Five Inventory-10 (BFI-

10) 

 

I see myself as someone who... 

1= 

Disagree 

strongly 

2= 

Disagree 

a little 

3= 

Neither 

agree nor 

disagree 

4= 

Agree a 

little 

5= 

Agree 

strongly 

1. …is reserved.      

2. …is generally trusting.      

3. …tends to be lazy.      

4. …is relaxed, handles stress      
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well. 

5. …has few artistic interests.      

6. …is outgoing, sociable.      

7. …tends to find fault with 

others. 

     

8. …does a thorough job.      

9. …gets nervous easily.      

10. …has an active 

imagination. 

     

 

Perceptual Mapping Questions 

For the remaining sets of questions, use the scale to show how much you agree or 

disagree with each statement. Choose 0 if you strongly disagree with a statement. 

Choose 10 if you strongly agree with a statement. For most statements, you will 

probably feel somewhere in between. For example, a 3 or 4 is slightly disagree and a 

6 or 7 is slightly agree.  

Next are statements that some people have made about the information they may 

have received about HIV. Rate how much you AGREE or DISAGREE with each 

statement. 

 

1. I understand how HIV is transmitted.  

2. I know how to protect myself from contracting HIV.  

3. I understand the effects HIV could have on my life if I was to contract 

it. 

 

4. I know where to go to get tested for HIV.  

5. I understand what behaviors put a person at risk of contracting HIV.  
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6. I know who I could talk to if I was concerned about HIV.  

7. I know where to get more information about HIV.  

8. I understand how the medications work to treat people living with 

HIV. 

 

 

Next are statements that some people have made about the risk they perceive of 

contracting HIV. Rate how much you AGREE or DISAGREE with each statement. 

 

1. I’m afraid of getting HIV.  

2. HIV is not something I really think about.  

3. People like me don’t contract HIV.  

4. I think I’m at risk of contracting HIV.  

5. I worry that if I have unprotected sex I will get HIV.  

6. I worry that if I engage in injection drug use I will get HIV.  

7. I am more concerned about pregnancy than HIV when I have sex.  

8. I would be more concerned about contracting HIV if I know someone 

who had it. 

 

9. I would be more concerned about contracting HIV if I had ever had a 

STD. 

 

10. I would be more concerned about contracting HIV if I was not in a 

committed relationship with the person I’m having sex with. 

 

11. Now that there are medications available to treat HIV, there is no 

reason to be afraid of contracting HIV. 

 

 

Next are statements that some people have made about their perceptions of HIV. 

Rate how much you AGREE or DISAGREE with each statement. 
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1. Only certain types of people contract HIV.  

2. HIV isn’t a big deal.  

3. People rarely get HIV.  

4. Only gay people get HIV.  

5. People who have unprotected sex are not concerned about getting 

HIV. 

 

6. People who inject drugs are not concerned about getting HIV.  

7. My friends are concerned about getting HIV.  

8. You can tell if someone has HIV by the way they look.  

9. I know a lot of people who have unprotected sex and none of them 

have gotten HIV. 

 

10. I know a lot of people who have unprotected sex and none of them 

have gotten an STD (not HIV). 

 

11. HIV is no longer a significant concern in our society.  

12. Young adults are less concerned about contracting HIV now than 

they were 20 years ago. 

 

 

Next are statements that some people have made about their perceptions of living 

with HIV and people who are living with HIV. Rate how much you AGREE or 

DISAGREE with each statement. 
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1. People who have HIV are going to die from it.  

2. I wouldn’t want to have any interactions with a person if I knew they 

had HIV or AIDS. 

 

3. Living with HIV would negatively affect my relationships with 

others. 

 

4. People living with HIV and AIDS are socially stigmatized.  

5. I worry about what it would be like to live with HIV.  

6. HIV is an expensive disease to live with.  

7. It is possible for a person with HIV to live a long, healthy life.  

8. A person with HIV can live just as long as a person without HIV.  

9. If a person with HIV is taking HIV medications they won’t transmit 

the virus to anyone. 

 

 

Next are statements that some people have made about the behaviors they engage in. 

Rate how much you AGREE or DISAGREE with each statement. 

 

1. I engage in behaviors that put me at risk of getting HIV.  

2. My friends engage in behaviors that put themselves at risk of getting 

HIV. 

 

3. I’m comfortable discussing my sexual history with potential sex 

partners, even if we just met. 

 

4. I have regretted engaging in unprotected sex after the fact.  

5. I am comfortable getting an HIV test.  

6. Protecting myself from HIV is something I actively do.  

7. I have gotten drunk and had sex with someone I didn’t know very 

well. 
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8. Casually hooking up with people is fun.  

9. I am only sexually active with people who I know have recently been 

tested for HIV and other STDs. 

 

10. I often use drugs or alcohol when I have sex.  

Next are statements that some people have made about using condoms. Rate how 

much you AGREE or DISAGREE with each statement. 

 

1. I use condoms when engaging in sexual intercourse.  

2. I don’t always think about using a condom when I have sex.  

3. If I don’t have a condom I won’t have sex with someone.  

4. Condoms are an important means of preventing HIV transmission.  

5. I don’t use condoms because I or my partner is on hormonal birth 

control (pill, IUD, etc.). 

 

6. It is more socially acceptable to not use condoms.  

7. I am confident in my ability to use condoms.  

8. My sex partner would not agree to use condoms if I asked them.  

9. I don’t like to use condoms during sexual intercourse.  

10. Sex with condoms does not feel as good as sex without condoms.  

Next are statements that some people have made about their personal perceptions 

and experiences related to HIV. Rate how much you AGREE or DISAGREE with 

each statement. 
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1. I don’t know anyone who is living with HIV or AIDS.  

2. I would be upset if I contracted HIV.  

3. I would be disappointed in myself if I contracted HIV.  

4. My parents have talked to me about pregnancy.  

5. My parents have talked to me about HIV.  

6. My parents have talked to me about using condoms when I have sex.  

7. If I got HIV it would be my own fault.  

8. I don’t associate myself with anyone that is likely to have HIV.  

9. I don’t hear about people contracting HIV.  

Next are statements that some people have made about their health in general. Rate 

how much you AGREE or DISAGREE with each statement. 

 

1. I worry about doctors judging me about my sexual and/or drug using 

behaviors. 

 

2. I take risks with my health.  

3. I would see a doctor if I suspected there was something wrong with 

me. 

 

4. My health is my own responsibility.  

5. My health is a priority.  

6. My long-term health is more important than short-term gratification.  

 


