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This project involved the collection and analysis of data from pre-and postrdditgea
focus groups with 54 community-dwelling, middle-aged African American vaam&astern
North Carolina, in order to explore the reasons why these women underestimatied¢hef
risk for contracting HIV. This research was conducted under the auspitesUSTER Talk
Project, a part of the REACH Out Program administered through the Brody S¢ihdedicine.
Analysis involved determining African American women’s perceptions of HK/ repported
partnership behavior, and the influence of traditional gender roles on risldreddtaviors.
Partner concurrency was found to be a common behavior in the groups studied and increased risk
of contracting HIV. Homosexual behavior was also found to be heavily stigmatized @md oft
carried out in secret, causing women to be unaware that their male pargteralso be
engaging in sexual relations with other men, thereby increasing the risktcdating HIV. A
key finding of this study was that traditional gender role expectatidrilsii women from
confronting men about partner concurrency and from requesting condom use forgrot€be
data collected in this study indicate that although educating women about HIV doesise|
awareness about risk-related behaviors, education alone is not sufficient trsswdgeof
powerlessness in relationships due to perceived male dominance, poverty, and lack of
communication. Women who are in these situations need further intervention, which would
require involving their partners in education sessions and in discussions about HIV risk. Thi
necessary step could help reduce the risk of HIV for both men and women, asreslicasrisk

due to traditional gender role expectations among partners.
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CHAPTER 1: INTRODUCTION

I ntroduction

While there are numerous education and outreach programs that target adolescents and
young adults throughout the state of North Carolina, few have addresseddb®heleler or
married African American women. Older women do not perceive themselvesitaisiefor the
disease, and therefore do not feel the need to protect themselves. The HIV/AID&IGHmM
REACH Out Program is one of the few programs that focus their effortSispkgion
community education and outreach. The project report here involved the collection and analys
of data from focus groups conducted through the SISTER Talk Project, a part &ARHFOut
Program administered through the Brody School of Medicine. These groups weretednduc
with community-dwelling African American women in eastern North Cageolo explore the
reasons why older women underestimated their level of risk for contracting Hil/stlidy also
examined the extent to which assumptions about male behavior, social realhias suc
shortage of potential male partners, and gender roles contributed to their peradgteirs
partner’s and their own risks of contracting HIV. Along with the focus grqups,and post-
tests were given to the women as a normal part of the SISTER Talk prograhne dindings

from these questionnaires are included in the analysis portion of this reseasth as w

It is estimated that over 1 million people are currently living with HIV in thedd
States, with 1 in 5 unaware that they have the virus. The most affected groupcae Af
Americans — making up only 12% of the total U.S. population, but accounting for nearly half of
all those who are living with HIV (CDC 2010a). The Kaiser Family Foundataiassthat

“Blacks account for more new HIV infections, AIDS diagnoses, people estimatedivonbe



with HIV disease, and HIV-related deaths than any other racial/eghoup in the U.S.” (KFF
2011a: 1).By far, African American women are the most at-risk for HIV infection in the
country. According to the CDC, African American women are 15 times motg iikbecome
infected with HIV than white women, and are the fastest growing HIV-positougog2010b).
Reasons given for these striking statistics are sexual partner coreguoseboth men and
women (Adimora et al. 2001, 2006; Carey et al. 2006; Whyte 2005), poverty and lack of
resources (Brewster and Padavic 2002; Enriquez et al. 2007; Stack 1974), survivéhgex (

2006), and lack of condom use (Adimora et al. 2003; O’Sullivan et al. 2006; Whyte 2006).

Whyte (2005) as well as Adimora et al. (2006) indicate that the Southeastezd Uni
States suffers disproportionately from high HIV prevalence rates, andtibeal statistics on
HIV and African American women are mirrored in data from North Carolina. Skdar
contracting HIV in North Carolina is eight times higher for African&iman men and fifteen
times higher for African Americawomen, when compared to White/Caucasian men and
women, respectively (NC DHHS 2009). Eastern North Carolina (ENC) is langgllyand
geographically dispersed, with limited public transportation. Due to the lack of oraan
centers and jobs, 25-33% of the population is considered at or below the poverty line. Nine
counties in ENC also have high HIV prevalence rates of 22-37 percent. ThesesM&lépce
rates are higher than the North Carolina state average, which is 21 perdbosediho tested
positive for HIV in North Carolina in 2006, 67 percent were African American. TheKaise
Family Foundation says that “women of color, particularly African Anagriwomen, have been
especially hard hit and represent the majority of new HIV infections and All@8alas among

women, and the majority of women living with the disease” (KFF 2011b: 1).



These statistics demonstrate a generally rural area impacteghbgoverty and HIV
prevalence rates, which disproportionately affect African Amesicafrican American women
in particular are struggling with these issues, as they continue to be thatisk group for
contracting HIV in both the state of North Carolina, as well as the courdtly.&Black of public
transportation in the rural areas of ENC, as well as a lack of health osiggps in these areas,
affects the ability of many African American women (and men) toagine health care. Along
with a combination of other social factors, the disparity in HIV prevalence andemwhnew

HIV cases among African American women is a growing problem for iBalstath Carolina.

Background

Examining the HIV disparity among African American women, it is clear there are
specific social and cultural factors known to increase high-risk behavioh whist be taken
into accountln a study among high-risk populations of African American women in Florida,
Whyte (2005) examined previous studies conducted by other researchers to idantify f
categories of behavior that significantly increased the risk of coimigadtV among African
American women. He then used these categories to create an HIV Risk B&€hastionnaire
for use with this population. The categories he derived included “avoidance of bagy flui
“high-risk behaviors,” “sexual communication,” and “survival and avoidance behay{2i85:
50). Specifically, “avoidance of body fluids” was concerned primarily witlether the women
were reporting condom use during sexual encounters, and how often (2005: 50). Whyte
considered “high risk behaviors” to be concurrency of sexual partners (haviaghaorone
sexual partner at a time), drug and alcohol use, and sex with intravenous drugQgersQ).

The “sexual communication” part of the questionnaire involved factors related toewttes



woman could ascertain the sexual and drug-use history of their partner, and wdretar) (the
woman planned to act based on this history (2005: 50). Finally, “survival and violence avoidance
behaviors” included many factors, including those related to fear of violentey the

relationship, and losing shelter/a place to live (2005: 50). Whyte used this gdteguasure

how these factors can influence sexual behavior, and a woman’s choices to engagesh high

sex (2005: 50).

With major categories of high-risk behavior identified, it is importantdo abnsider
mode of transmission among African American women. The Centers for Disa@isel @nd
Prevention report that heterosexual transmission accounts for 80 percent of naeviediidns
among women, making it the most common mode of transmission (CDC 2010a and 2010Db).
This means that the behaviors of women and their male partners, as well as apgrttiees
those men might have, must be taken into account when assessing a woman'’s risk for HIV
According to Adimora et al., “Sexual networks and patterns of partner mixing @atycal role
in the spread of sexually transmitted infections (STIs) throughout a population” G)2:

They explain that the term “sexual networks” refers to a group of people linked todpethegh

sexual contact, either directly or indirectly (Adimora et al. 2003: 423).

As previously stated, Whyte (2005) identified partner concurrency to be a teigh-r
behavior” among African American women, and multiple studies have shown partner
concurrency to be common in the sexual networks of African Americans in the Saertneast
United States. Adimora et al. explain that “Qualitative researchlses@eéoeconomic factors
that support these network patterns: low ratio of men to women, economic oppressibn, racia

discrimination, and high incarceration rates of black men” (2006: S39). In tHer study of



12 rural ENC counties, Adimora et al. (2001) used focus groups to explore the frequency of
sexual partner concurrency among African Americans. From thesegiayss with men and
women ages 18-59, it was found that both the men and women generally reported they or
someone they knew had side relationships, although not everyone believed it should be
acceptable. Multiple women said “you have to watch your husband” because of the lack of
availability of men, and many women will take any man that they can get, anvanriéd
(Adimora et al 2001: 73). This disparity in the number of African American men rdynclie

to attrition of men from death, incarceration, and drug addiction. Other reasons gipartrier
concurrency were African American women becoming more liberated, the high moimbe

women available to men, and monetary reasons (Adimora et al. 2001: 73-74).

Another recent study by Carey et al. (2010) supports this normalcy ofpartne
concurrency, specifically among African American men. In this studgyGsral. used focus
groups to examine the perceptions of African American men in the Northeldsiezd States
concerning sexual partner concurrency. They conducted four focus groups withc2d Afr
American men, who were recruited from a public STD clinic in an urban settimgcifgzants
were selected because they had reported risky sexual behavior (iresdresidom use,
concurrent partners, or sex with someone who was considered high-risk). Through this
gualitative study, five major themes in the men’s perceptions of partner cemzyemerged.
First, there was a general consensus among the men that it was accepthbla to have more
than one partner. Second, there was disagreement among the men about whether it was
acceptable for women to have multiple partners. Third, it was justified thaighawiltiple
partners fulfilled different types of needs, and it was in a man’s nature to hay@erartners.

Fourth, men described different negative consequences of having multiple pafnesfth,



the spoken and unspoken rules that govern partner concurrency were discussed among the men
(Carey et al. 2010: 38-45). Their study suggests that in this urban situatiaanAmerican

men felt that it was acceptable and normal for them to have multiple partners.

The perceptions of younger African American women regarding sexudizssess,
HIV risk, and condom use have also been examined. According to Morokoff et al., (1997)
sexual assertiveness is the ability to have control over your own body, sexaraigexual
experience (791). However, in a study by Rickert, Sanghvi, and Wiemann (2002) condticted
904 women ages 14- 26, the authors discovered that almost 20 percent of the women sampled
felt that they did not have the ability — or the right — to be sexually assarity make their own
decisions about sexual activity (179). In support of these findings, a study of&feilidents
by Ferguson et al. (2006) found that young African American women identifiecsiegularly
having multiple sexual partners, and yet felt unable to negotiate condom use. The authors
identified three factors as the cause: 1) low self-esteem; 2) agtediave sex without a
condom to in hopes of obtaining an emotional relationship with the man; and 3) the fear of being
rejected by the man due to the gender-ratio imbalance among AfricamcAmmen and women

(326-328).

These studies show that sexual partner concurrency, lack of condom use, and issues of
sexual assertiveness are fairly common among younger populations of Afneaican
women. However, while there are studies that discuss the perceptions of yofruger A
American women, there is a need to discover how older and married women perceive these
events. Women who do not believe partner concurrency to be normative or common may not

suspect their husbands or male partners of having sex with others and so may nvat perce



themselves to be at risk of contracting HIV. Indeed, the CDC reports thatureingre of the
high risk behavior of partners can increase women'’s risk for contractingHther STD’s

(CDC 2010b).

Another important factor that may increase an African American womak'sris
contracting HIV is poverty. Enriquez et al. state “Compared with the réisé gfopulation,
women living in poverty experience many social inequalities known to put Ameacaisk for
higher disease prevalence, inadequate treatment, and worse outcomes fqrcasthavascular
disease, HIV infection, and other chronic illnesses.” (2007: 687). Poverty is an issue that
increases both HIV risk and HIV prevalence in populations by preventing women (and me
many cases) from accessing the resources they need to prevent HiMmfacreceive
treatment (Enriquez et al. 2007). According to the Kaiser Family Foondéiihe HIV Cost
and Services Utilization Study (HCSUS), the only nationally representitidg of people with
HIV/AIDS receiving regular or ongoing medical care, found that women wkhwére

disproportionately low-income” (2011b: 2).

In All Our Kin, Carol Stack (1974) describes the issues of poverty and strategies for
survival among African American women in the 1970’s. With many strugglmglgito pay
rent and put food on the table, it was common for African American women to look for new
ways to gain resources, both for themselves and for anyone they consideredritiein“knost
cases, this led to having concurrent partners, as well as having children wigtenpartners, to
secure financial aid for themselves and other kin members who cared for ¢hercfdtack

1974: 32-44).



While many African American women are still struggling with povertyyae recent
study by Brewster and Padavic (2002) suggests that African American motharse on kin
for child care has decreased tremendously since 1977. Using eighteen yeaonaliyat
representative data, Brewster and Padavic found a direct correlatiorebééwel of education,
marital status, and employment status. African American women who had ceohipbgt
school were 37% less likely to rely on kin to care for their children than those wamoeimag
not completed high school, and women who were college graduates were 68% le$20k&ly
554). Also, African American women who were married were about 50% lessttkebe kin
care for their children compared to single women (2002: 554). Similarly, wolmemerked
full-time were about 33% less likely to use relative-provided care than thuseverked part-
time (2002: 50).The authors report that by 1994, center care was the most common arrangement
among African American married-couple families, while less than onelhfoged extended
family child care (2002: 559). Brewster and Padavic say “among Blagle simothers,
however, kin-provided care remained the most common choice, albeit by a much reduced marg

compared to earlier years” (2002: 559).

However, this decrease in reliance on kin does not mean that African Amedoanw
today are not experiencing similar situations with poverty and lack ofreesoas in the past. In
his study of 524 high-risk, low-income African American woraged 18-49 in the Southeastern
United StatesyWWhyte (2006)ound that “survival sex” is very common in this region. Survival
sex is defined by Whyte as “sex that is undertaken in order to meet econorf@ameetis.

Simply stated, survival sex is sex due to need rather than desire” (2006: 237).thesing
previously described HIV Risk Behavior Questionnaire, Whyte focused the@tudetermining

the relationship between social variables and sexual relationships innAmcarican women.



He discovered that the majority of the women (68%) who participated in the studydepor
engaging in unwanted sex (2006: 24The women reported unwanted sex not only to avoid
physical and verbal abuse, but also out of fear of losing their relationships and, inasasya
place to live (2006: 239-242). Whyte explains that “this is very likely a result oftgpve
because this overall pattern of behavior was seen most often in lower income, yoomger”

(2006: 242).

Whyte’s study demonstrates that poverty and lack of resources lead womeng® ienga
high-risk behaviors both out of necessity and out of fear. Research by Toldson, Esduon, a
Woodson (2009) support these findings. The authors state that in 2006 the poverty rate was
24.7% for African Americans, compared to an 8.6% poverty rate for whites (2009T864).
authors also found that it was common for those who were segregated into high poveitty area
experience more “life disruptions,” such as marital instability. For womenytycued lack of
power in their relationships seems to go hand-in-hand. The authors explain thavonaen
never reach a level of power high enough to negotiate condom use within their relptiandhi
being in poverty intensifies this power imbalance between men and women (2009:H&§9¢0
on to say that “cultural values may further exacerbate [HIV] risk. AfrAbaerican women tend
to have cultural values that endorse relationships in which personal needs &ceddand so
these women “may be less likely to challenge cultural and relationship normsiegdor
unprotected sex in order to avoid jeopardizing relationships through which they cantkatisf

goals [of marriage and children]” (2009: 369).

Clearly, gender role expectations are implicated in high risk behaviomaiRbghat

finds a majority of women reporting unwanted sex and sex out of fear impliesdhatren



initiating and possibly even forcing sex on women. These studies also suggesirtiiaf these
women who had sex to avoid losing shelter were relying heavily upon their male caustap
basic necessities, thus giving men a dominant role in these relationships. This aus@uh ¢
many women to engage in high-risk behaviors such as unprotected sex, with-fittle-to

negotiation over condom use (Whyte 2006: 239-242).

In their study of men and women in a high HIV risk neighborhood of New York City,
O’Sullivan et al. (2006) aimed to better understand gender roles and how they infiiéntsk
and partner concurrency. The authors define gender roleslasally defined sets of behavior
that differentiate maleness and femaleness and are incorporated iipts,’sehich are mutually
shared conventions that identify the content, sequence or boundaries of appropante’beh
(2006: 695). They explain that sexual scripts are theorized by many resetodhekey factors
in creating the norms of sexual behavior on the cultural, interpersonal, and individisl leve
They also say that traditional gender roles show men as initiators in seantignstirsuing
higher levels of sexual intimacy with partners even outside of their comnetsgtbnships.
Women, on the other hand, are often considered more passive than men, and have fewer sexual

outlets (2006: 696).

To determine how these traditional gender roles were influencing riskyibebaong
men and women, O’Sullivan et al. chose a neighborhood with high rates of HIV, as well as a
63.3% poverty rate, which the authors identified as a factor greatly increasiraytibipants’
risk (2006: 697).Their sample was urban and comprised of various ethnicities, with 41% being
African American. Men in the studgported more sex partners outside of their primary

relationship than women, and more men reported “one night stands” (O’Sullivan et al. 2006:

10



701) supporting the findings of partner concurrency by Carey et al. (2006) andrAditral.

(2001). O'sullivan et al. also found that women’s “compliance with men to engage in unwanted
sex was associated with higher levels of participation in unprotected sex winyppartners,”
(2006: 702) a major similarity to the findings of Whyte (2006). Their researnbrurates that
many men still conform to a traditional view of men as the initiators of sechvidsds them to
pursue opportunities for sex outside of their primary relationship. Men in theadtadigad

greater decision-making power over condom use than women. These observations, lalong wit
many women reporting unwanted sex, suggests that women often conform taanabdew

of women being more passive and having less power in decisions about sex than ¢heir mal

partners, thereby increasing their risk for HIV (O’Sullivan et al. 2006: 702-703).

Finally, it is important to determine whether there are differenceslkatwiral and non-
rural African American women in terms of HIV perceptions and risk. Crasaly €£002)
compared low-income rural and non-rural African American women acrasoli because
low-income women experience disproportionately high rates of HIV infection (2002: B55).
their study, the investigators compared urban, suburban, and rural countieg participants
through the WIC program (Special Supplemental Nutrition Program for Womanidnand
Children). All African American women who patrticipated in WIC at the time (19@8¢ asked
to participate in a survey gauging their perceptions of HIV risk, and ab thbe answered on
the survey that they were HIV positive were excluded from the analysis (2002:48%6tal of
571 women were surveyed statewide (2002: 656). Crosby et al. also conducted 12 interviews
supplement their survey. The study found that low-income rural African Amesicenen were
more likely to report: 1) not being counseled about HIV during pregnancy; 2) thaparseer

had not been tested for HIV; 3) that they had no preferred method of prevention bleeguse t

11



were not worried about STI's; 4) that they did not use condoms; and 5) that theydtigve
partners were HIV negative even though they had not been tested (2002: 655-658). The
investigators concluded from this study that “low-income rural African Aszaerwomen are an

important population for HIV prevention programs” (2002: 655).

Research clearly shows that African American women are grdtabiead by HIV/AIDS
— especially in rural areas like Eastern North Carolina — and continue to be thé-risbstjeup
for HIV infection. Some of the factors implicated in risky behavior axeaepartner
concurrency, poverty and lack of resources, survival sex or unwanted sex, and lack of condom
use. While many studies and interventions target younger African Americaanyoshatively
little work has been done with older and married women, yet they continue to beskn at-r

group. This study is designed to address that gap in the research data.

Research Objectives

This project was designed to build upon an existing HIV/AIDS education program in
Eastern North Carolina, the Community REACH Out Program. Headquartered iasthe E
Carolina University’s Brody School of Medicine, the program is administeredghite
Infectious Diseases Division, with a mission to provide HIV/AIDS educatidheé community
that is culturally sensitive, increase HIV knowledge, promote HIV scregaimplink people
living with HIV/AIDS to care. Itis run by Dr. Diane Campbell (MD, MPH, RNJhaus an
Assistant Professor of Gynecology and Medicine at ECU, and who worked/asalggist in

private practice for many years.

12



Initially, Dr. Campbell completed two-hour educational sessions with Africaaran
women from rural communities across nine counties in Eastern North Carolina.diAgdor
Dr. Campbell, these sessions were typically held with community groups whesegbigedesire
to gain knowledge of HIV risk and condom use. The majority of the women who participated
were between 30-50 years old, with 60% married and 20% previously married. Theuirsf
the sessions was focused on educating the women about HIV and high risk behaviors. The
second hour was used for group discussion, so the women were able to discuss risky behaviors
with their peers and become more aware about what they themselves, a&s tiveit
communities, should do to protect against HIV. After completing these sessionanipbéll
created the SISTER Talk Project with the goal of reaching 500 Africaniéanevomen living
in rural Eastern North Carolina to educate them on HIV and raise awareness @i/ithask,

thereby reducing it.

This research was specifically conducted in conjunction with the SISTERPT@ject
and Dr. Campbell. Originally, the SISTER Talk sessions included group discussionttaring
second hour of the program as a way to raise awareness. It was deterntitiesilibat approach
for this project was to revamp this group discussion time to become reseacotbediogus
groups. Focus groups have been widely used by researchers to elicit irdforomatiealth
topics. A focus group is defined by Morgan (1988) as a group interview, with reliance upon
interaction within the group that is based around topics or questions presented byaituhees
(9-10). They are used by researchers to listen to groups of people and leahlrefrgrfotusing
on the communication and interaction about a given topic between the participantbems
as well as the participants and mediators (Morgan 1998: 9-10). While focus groupsycan var

greatly in size, Morgan (1998) states that all focus groups are a reseanok feetcollecting

13



gualitative data, are efforts focused as data gathering, and generate dataghoapgliscussion

(29).

According to Stewart and Shamdasani, focus groups can be very useful in gaimeng|
information about a topic, and formulating hypotheses to test further (1990: 15). Focus groups,
as opposed to individual interviews, involve interaction and are therefore useful irastighul
new ideas, interpreting previous quantitative results, and simply discovering $pmdents
talk about the phenomenon of interest (Stewart and Shamdasani 1990: 16). Focus groups are
also advantageous because the researcher has the opportunity for follow-msuest
explanations of the question, or probing. During focus group discussions, participants have the
opportunity to react to other’s responses as well as build upon them, which allows trehezsea
to obtain deeper levels of meaning in group interactions and discover subtle nuances in

participants’ expressions (Stewart, Shamdasani, and Rook 2007: 42-43).

Focus groups are not without limitations, however. It is often very difficultctoitea
diverse sample and to get them to participate in the groups. It is important foretremes to
determine whether it is possible to recruit a representative sample bédbisseot, the results
are will not be generalizable (Stewart, Shamdasani, and Rook 2007:43). The ezsdacchas
to take into account that certain participants who are outspoken may dominate treatiscus
while those who are more reserved may not talk much or will simply agree widbrtieant
opinion even if they disagree. Stewart, Shamdasani, and Rook call this “social poveérisvhi
the ability to influence others in a group setting (2007: 28). Finally, when condtaxting
groups with minority groups, Chiu and Knight (1999) say that it is important for régesito

be “critically aware of their own racial identities, and of the influendb®tensions potentially

14



created by racial and cultural differences upon the collection, generation, enpdetaition of
data” (112). However, if the researcher is conscious of these limitatitmes methodology of
focus groups, then they can still provide useful, detailed information to add to the knowledge

base of the desired topic.

The specific objectives for this project were:

1. To discover the women'’s perceptions of HIV risk by looking at whether they
perceived, their partners, or people in their community to be engaging in risky
behaviors and, if so, to explore how they defined and categorized behaviors as risky.

2. To examine reported partnership behavior in general among the women, and their
perceptions on men’s behavior (such as what is socially acceptable, concofrenc
partners, condom use, communication about these issues, etc.).

3. To determine how gender roles affected HIV risk among African American wome
Eastern North Carolina, and whether gender roles are contributing to the disparit
HIV-risk among African American women in this region.

4, To compare findings from this research with that of Whyte (2005) and his foor maj

categories of high risk behavior in Southeastern African American women.

Precis

The second chapter discusses the research design for this project, whiafdinvol
developing a focus group interview guide with questions to be asked of the participiaets
groups were then observed and recorded. The analysis plan reports on how thptiosssof

these focus groups were reviewed to determine themes and typologiesrefatisé behaviors.

15



The demographic characteristics of the sample populations for each group aresénted.
The third chapter reports on the results of the study, organized in response to @ach rese
objective. The final chapter contains issues encountered throughout thehrgseeess, a
comparison of the results of this research with previous articles reviewed iterhieite, the
theoretical conclusions reached, and recommendations for future research awenmnents to

related HIV prevention programs.
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CHAPTER 2: SAMPLE AND METHODOLOGY

The goals of this research seek to determine African American womeoéppens of
HIV risk, reported partnership behavior, how gender roles influence risk-reldtadidxes, and
how these findings compare to Whyte’s (2005) categories of high risk behbavander to meet
these goalghis project was built upon an existing HIV/AIDS education program itegas
North Carolina, the Community REACH Out Program, headquartered in the Eash&arol
University’s Brody School of Medicine. Specifically, Dr. Diane Campbieéicted the Sister
Talk component, which consisted of two-hour educational sessions with older Africamcam
community women. Participants completed a baseline assessment questibahawkected
demographic and attitudinal information. The first hour was focused on educatingn\abme
their risks for HIV. The second hour was a group discussion centered on different béhaviora
scenarios for women presented by Dr. Campbell. This research involved mimdtifadfathe
second hour of these programs to become focus group sessions that elicited additional
information on how community women viewed their risks of contracting HIV and on which
behaviors they viewed as risky in themselves and their partners. The resetmtiofogy
involved developing a focus group interview guide; implementing the focus group method wi
five community groups; observing and taking notes on the groups; as well amgcor
transcribing and analyzing the group conversations. The objectives to be asbedhply this
design included discovering women’s perception of HIV risk, examining the repexedl s
partnership behaviors of both women and their male partners, and determining howaesder r
affected behaviors and the risks of contracting HIV in these groups. Focus genepselected
as the preferred methodology because they fit naturally within the overaitipdeisign and

because the group format made it easier to solicit information on a contabepsi.



Development of Research I nstrument

The first step in this research was to create a focus group guide to udedbdaib
during the second hour of the educational sessions. This entailed revising the qtlestions
Campbell used in past SISTER Talk sessions, which were largely composed dbsaanar
behavior designed to get women talking on a more personal level. In previous sessions, she
asked questions such as, “What if your sister’s husband was cheating on herigkiha
happen?” However, in order to obtain the largest amount of useful information possible, we
decided to change this format and instead pose questions and scenarios based amumnd the f
categories of risk defined by Whyte (2005). These categories inclugledisk behaviors,
sexual communication, and survival and avoidance behaviors. (The fourth category, avoidance
of body fluids, is addressed in Dr. Campbell’s survey and is therefore only touchgdhen b

focus group guide.)

The first scenario in the focus group guide and subsequent set of questions addresses the
women'’s perceptions of HIV risk and their definitions of risky behaviors, tyitmgWhyte’'s
“high risk behaviors” category (see Appendix A for focus group guide). Thesdestario states
that a married Black woman has been treated by her doctor for a searadiyitted disease.
We then followed with questions about how someone gets an STD; whether or not this woman
might be at risk for HIV and why; and what the women in the group belie\y ‘bishavior” to
be. The second scenario continues with questions about high risk behaviors, thigtinge st
that a family member’s husband is having an affair. The women were thehvaséther this
woman is at risk for HIV; whether they would tell her about the affair or not; and whikeéye

think sexual affairs are common in their community. These questions areclznefine
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research because they help to shed light on the women’s perceptions of HIV risk atitewhat
believe to be risky behaviors, as well as whether high risk behaviors angocoim their

community.

The third and fourth scenarios also concern high risk behaviors, but include
communication and condom use as well. In the third scenario, the women were toldine imag
that their own teenage daughters (sisters/nieces/cousins) saltkih&iends are sexually active
and have multiple boyfriends. The women were then asked if their daughters
(sisters/nieces/cousins) are at risk for HIV in such situations, and ifébethey can talk to
them about using condoms. They were also asked what the family/community can do to respond
to HIV risk in adolescents and young adults. The fourth scenario posed then statesgifinat
finds out that her husband is also having sex with men. Respondents were again asked if the
woman involved is at risk for HIV; why or why not; and whether they are agfaary men who
have sex with men (MSM) or men who have sex with men and women (MSMW) in their
community. Finally, the women were asked what barriers there areefoadmitting to MSM or
MSMW behavior. These questions determined whether high risk behavior such as partne
concurrency and MSM/MSMW behavior is common in these communities, and what the
women’s perceptions are on these behaviors. It has also helped us deterrtiiee whe

communication around these issues is common.

After the four scenarios were posed, the women were then asked key questions
concerning how gender roles effect HIV transmission (see again Appendikeé\irst question
asks the women whether they feel they can talk to their partners abouhtibéradom use,

while the next question asks if talking to their partner about HIV or condom use would be seen
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as an accusation that their partner is cheating. These two questions foctlys @lireexual
communication between partners, and whether the women are afraid to ask tbeuseen t

condoms. Finally, the women were asked to describe what might happen if theyitqidrimer

they suspected them of cheating and wanted to use condoms, and whether they would choose to
stay with their partner in either case (whether they started using condomog. Here, the

women were again discussing sexual communication with their partnerssdtawthed on

survival behaviors. For example, if women had said that they would stay with thetinghe
boyfriend/husband whether they began using condoms or not, this most likely indicates survi
behavior, such as staying in the relationship because they need a place to liveyoionfeeck

their kids. We then attempted to probe in the discussion to find out what exactly thesa survi

behaviors might be.

Administration of the Research Groups

According to Bernard (2006) there are multiple sampling methods for quaitagearch
that can be used in choosing and recruiting focus group participants. These methdés incl
guota sampling, which involves choosing a subpopulation of interest and then specifically
choosing members of that subpopulation to fill your quota; purposive sampling, where the
researcher recruits participants who can serve a certain purpose; coresaiapiingywhere
the researcher recruits anyone who is willing to participate; and afamal or “snowball”
sampling, which entails starting with a few participants, and then gaimimg through the

participants’ recommendations or referrals to others (2006: 187-192).

For the SISTER Talk program, Dr. Campbell chose to use both convenience sampling

and snowball sampling, and arranged the sessions to be conducted in community groups
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throughout nine counties in Eastern North Carolina. The sessions included any wdmen a
community groups from these counties who wanted to participate, and whoevercthged in

their community to join them. This method of gaining the participants through both convenience
and referral was chosen because the program’s goal is to reach tre gepelation of African
American women in this region, and so there are no strict criteria for who ¢enppée. This

method also helps the program reach people that it might not have if other methodsedere
Having community members and leaders who are willing to participate (amdivd others to
participate as well) creates community advocates for HIV educationnardreess, which is

another benefit to the program.

The sessions began with an introduction from Dr. Campbell, explaining the SISTEER Ta
program, and our reasons for having the session. The participants were then askezbtmtake
fifteen minutes to read and sign the participation agreement form, and fitleopie-test surveys
which were designed to gather behavioral information from the wdratar to Appendix D for
a copy of the pre- and post-tests). After these were collected from thenywBm Campbell then
began the first half of the session, taking about an hour to educate the women about BIV/AID
and risk-related behaviors. Once this portion was finished, we then moved on to thedapus gr

discussions, and began recording.

The discussions were mediated by Dr. Campbell, as she is the director @G TdRSI
Talk Project. However, | was responsible for audio recording the five fgraups and taking
notes during the sessions. After the sessions were completed, the focus groupsrwere
transcribed into Microsoft Word documents using the recordings. For trarstppiposes, the

women have been coded by number. This helps us keep track of when each woman \gas talkin
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and how frequently, so that we may see if certain people were dominating the diveasal
whether there was a disagreement among the women about certain topicedidaussg the
focus group. Women who were dominating the conversation have also been noted in the
findings. There is not a concern for anonymity as the focus groups wéyeeghfor general

themes, so it was not necessary to keep track of the women’s names.

Sample

As previously stated, this research used convenience and snowball samplingastthe
sessions consisted of 15-20 women each, with the ages of the women generaéy Béhy6
years old depending on the community group that was participating. For thixihesettal of
five focus groups were conducted. This quota was set based on what we considered to be a
reasonable amount of sessions to conduct, transcribe, and record in the amount of tede allot
(The original goal was to conduct six groups; however, due to time constraints and trouble

scheduling sessions, data collection stopped after five.)

Focus group sessions one through three were comprised of women from Church groups
in Eastern North Carolina (see Table 1 below for the layout of each focus groufijsThe
session included eight women from local churches in Pamlico County. These wenactihev
wives of Pastors, and therefore represented eight different churchesiredah@&hey ranged
from age 40 to over 65, giving them a unique perspective on topics surrounding HIV/AIDS. The
second focus group also had eight participants, this time from a church in Wayne Chisty.
group had a fairly similar make-up to the first, with an age range of 25 to overdyea of the
eight women married or previously marridthe third focus group session was at the same

church as the second group, this time including twelve new women. While these wonaen had
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larger age range (18 to over 65), the majority of the women who participated wielie-aged.
Thetwo young women, between the ages of 18 and 24, brought a different perspective to the

focus group than the older women, and were able to discuss sexual education in schools today

when the topic arose.

Focus # of Age Range Marital Status Group Participating

Group # | Participants

Group 1 8 40 —over 65 | Married (8) Pastor’s wives

Group 2 8 25 —over 65 | Married (4) Church group
Previously married (1)
Single/never married (3)

Group 3 12 18 —over 65 | Married (1) Church group
Previously married (6)
Single/never married (4)

Group 4 13 Under 18 — Married (4) Sorority Members/Alumni

64 Previously married (2)

Single/never married (7)

Group 5 14 25-64 Married (5) Sorority Alumni
Single/never married (9)

(Table 1)

The fourth and fifth focus group sessions differed from the first three, in thatvdrey
conducted with two sorority groups in Greenville, North Carolina. Focus group nuoaioer f
conducted with a Sorority, included thirteen participants, with twelve women an@onger
man, who was a boyfriend of one of the young women. The ages of this group ranged from unde
18 to 64, with six women identifying as married or previously married, and thenglst She
fifth and final focus group had fourteen participants, all alumni of a differeoti§othan the
previous group. These women varied in age from 25 to 64. Five of the women were married, and

nine were single.
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In the five focus groups that were conducted for this research, a total of 541wome
participated, as well as one male (in session number four) who filled out tfengrpest-test,
but did not actually speak during the focus group. All of the women who participatediedentif
as African American, except for one woman in focus group five who identified amnitispéa
the women who participated, about 78% were between the ages of 25 and 64, another 13% were
65 and over, and the remaining 9% were 24 and under. Therefore, the majority of the women
who participated were middle-aged. As for relationship status, a total of 5#®/itresr married

or previously married.

Observational Procedure and Data Analysis Plan

Before each of the focus group sessions began, | counted the total numberipbpéstic
and then assigned each participant a number based in an order that would be easy ta remembe
during the discussions. Once the focus groups began, | took notes to keep track of who was
talking throughout the discussions. This way, | was able to match my notes to thengscor
during the transcription process, accurately labeling each woman that kirag bl their
number (with only a few exceptions). For this process, | labeled each wonrhaen ‘W’
followed immediately by the number they were given. This procedure enabliedkeep track
of which women were talking more than others, determine whether certain womeedhiaeir
minds or their beliefs about HIV risk throughout the course of the session, and diktinguis

between them when they interrupted each other during the discussion.

The transcriptions were completed using a foot pedal and with basic transcription
software made by Olympus. | did all of the transcriptions for the five regggdwhich were

between thirty and fifty-five minutes. (The focus group that lasted thirty nanvais group four,
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which was cut off earlier than expected due to scheduling issues. The otheotqms gere
between forty-five and fifty-five minutes.) As a result, the typed, sisghaced transcripts were
between six and thirteen pages long; group four’s transcript was six pages, ahertheete

between ten and thirteen pages (see Appendix B for full transcripts.)

After the focus group sessions were transcribed, a coding system was divélopgan
by reading through all of the transcriptions to get an overview of the topics anuesria
discussed. | then assigned a separate color code to each of the major fagtmuslplidentified
from the literature review as increasing HIV-risk for African Airoen women — MSPB
(multiple sexual partnership behavior; also called partner concurrency), MSWW (men
who have sex with men/and women) behavior, lack of education and resources, condom use, and
gender roles. This system was then used to color code questions and responses tblztece
to each topic by hand throughout the transcriptions (or, in many cases, multiple topias.) Onc
this process was complete, it was necessary to compile these data irganchiatéer to better
organize the participants’ responses, and in order to look for themes and disagreetmients w
and between each of the focus groups. Finally, the data charts were thezhlratkt to the

original four research objectives for more in-depth analysis.

The qualitative data analysis for this research was a tedious process, avetlinvol
spending hours examining the focus group transcripts for common themes throughout the
women’s discussions. In order to better visualize the findings relatinghdaaic,
organizational charts were created based on each theme to help determine ivietivead a
consensus or disagreement among the women in each group, as well as between dgaiaps. A

of five charts were created, each one covering a specific topic relatéd tski These include
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MSPB, MSM/MSMW, education/resources, condom use, and gender roles (see Apptadix C
analysis charts). Each row represents a focus group (indicated by tha ¢olthra left,) and
each column represents a question/topic that was asked of the women, or brought up during
discussion (indicated by the row at the top). The questions/topics for each eteachwsen

from the focus group guide and transcriptions, based on their relevance to the chart’s topi

The main purpose of these charts was to discover common themes seen across the focus
groups, as well as any discrepancies. However, the data collected duffing theus groups
was complex in meaning, and many of the questions posed during the sessions addressed
multiple topics. This means that some of the data in the charts overlap, and so colowesding

again used, this time to demonstrate the questions or topics on the charts thathiguess.

After these charts were complete, | was able to return to the originakfearch
objectives and determine whether they had been answered by the focus groupsoceks
involved finding and pulling relevant data from all of the charts and combining it in order to
create a coherent and understandable response to each of the research gaikbogh. some
of the data is repeated while answering the objectives, each reseatabndquees a specific
focus, and so the same data is looked at from multiple perspectives and anglethamather

simply being repeated.
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CHAPTER 3: RESULTS

The four research objectives guided the analyses of the data and are used as an

organizational framework for the presentation of the results. These four olgeteve

1. To discover the women'’s perceptions of HIV risk by looking at whether thegiped;
their partners, or people in their community to be engaging in risky behaviors sod, if
to explore how they defined and categorized behaviors as risky.

2. To examine reported partnership behavior in general among the women, and their
perceptions on men’s behavior (such as what is socially acceptable, concofrenc
partners, condom use, communication about these issues, etc.).

3. To determine how gender roles affected HIV risk among African Americemen in
Eastern North Carolina, and whether gender roles are contributing to the gisparit
HIV-risk among African American women in this region.

4. To compare findings from this research with that of Whyte (2005) and his foar maj

categories of high risk behavior in Southeastern African American women.

Data was pulled from each of the charts in order to satisfy theseclesé@ctives, and to
develop conclusions about whether perceptions of HIV risk among African Americaanaom

Eastern North Carolina are predisposing them to greater risk for comgrétudi virus.

Perceptions of HIV Risk and Defining High Risk Behavior

To investigate the first research objective, data were abstractedlirfive charts

regarding MSPB, MSM/MSMW behaviors, education, gender roles, and condom use. [@ata wer



also taken from the pre-test given to the women by Dr. Campbell before thgfoapssession

took place (again, see Appendix D for pre- and post-tests).

The data indicate that women in the focus groups did indeed believe MSPB is a risky
behavior, and identified it as common within their communities. When asked in scenario one
what was happening to a woman who had her third sexually transmitted infectioen uwoadl
five focus groups reported that it could either be her husband/boyfriend who wgsgnga
unprotected MSPB, or it could be the woman herself. When Dr. Campbell presented the
statistics for condom use and MSPB, stating that over 50% of people who “step thet i
relationship or marriage do not use condoms with either partner, the women agrescktoft |
condom use is also common. This was mirrored in the focus group findings, since about 55
percent of the women who participated reported MSPB by previous partners, 44 percent
suspected it of current partners, and 20 percent said that they had stepped out onrptréners
past. About 79 percent of the women also reported that they do not regularly use condoms in

their relationships.

The commonality of MSPB in the communities is not the only factor contributing to HIV
risk, however. During the second scenario, women were asked what they would ddatititey
out their sister’s husband was cheating on her. Many of the women in focus groupvegre@ns
that they would “keep their mouth shut,” and “mind their own business” (Appendix B: line 59-
65). Dr. Campbell identified this as a typical cultural response for older womefo@us
group one was indeed comprised of older women,) because this is what most women in older
generations were taught to do. After some debate among the women in this groughamgest

their minds and agreed that after attending the SISTER Talk session, theynauell their
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sister to prevent her from getting HIV. However, they did say that irr twdell, they would
need to get evidence, or at least “know without a doubt that he’s having an eixalzaifarr”

(Appendix B: line 61).

This is also a commonality shared by the other four focus groups; the womed tngtie
they would get evidence or proof that the man was chelaéfageapproaching their sister with
the information. Many women stated their hesitation for telling their sasteiend would be
the possibility that she would not believe them and get angry, and their relaiiwshiheir
sister or friend would be ruined. They also said that they did not want to cause drassa unl
they were certain. For example, a woman from group five (Sorority alumdi) sai

W2: In case I'm mistaken or something, you know, | don’t want to

go at her with drama when it's not warranted. You don't just take

something to somebody without/

W1: the facts. [Women agreeing] (Appendix B: line 1599-1601)
Some women even recounted times when they were faced with these situatiomgon@men
focus group one (made up of Pastor’s wives) explained how she discovered that tiemioks
boyfriend was cheating on her best friend. However, when she told the friehérthalyfriend
was cheating on her, the friend did not believe her and refused to talk to her anynter@n) a

the woman’s friend discovered that her boyfriend had indeed cheating on her, battfxjirth

the friendship had already been compromised (Appendix B: line 104-109).

Along with MSPB, the women also identified MSM/MSMW behavior as common within
their communities. When Dr. Campbell asked the groups, all five answered yesnevit
woman (from group three) adding, “oh yeah, it's a big time topic” (Appendin®& 1142).

When prompted further, the women began to explain why they saw MSM/MSMW behavior as
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risky. In focus group one, consisting of older women married to pastors, the wiateehtisat
MSM/MSMW is still MSPB, and in most cases involves unprotected sex. They wentan to s
that homosexuality is preached against in the Bible and Church, which prevents mangme
talking about their sexual orientation, and keeps the cycle of secretivaskdiehavior going.
Women in focus group five, composed of Sorority alumni, agreed, also stating that people w
are deeply religious believe homosexuality is wrong, and MSM/MSMW behavior is not

acceptable. As one woman in this group said:

W14: ...l mean | know for people who are really into their
faith and if they believe heavily in the Bible, no matter
what kind of acceptance message you try to preach, certain
people are never going to look past that. And so if | were
gay, | know for a fact my parents would not accept it, no
matter what. You could tell them all of this “who am |
gonna have” and blah blah blah, it’s just their belief system,
know what | mean? And so for people who have that
burden on them, | mean, what kind of incentive do they
have to come out if they know that their family’s going to
change their mind or turn their back on them? It's harsh.
(Appendix B: line 1881-1887)

In addition to religion, women listed other barriers that prevent men from discussing
MSM/MSMW behavior. Women in focus group three, consisting of church group members,
said that homophobia is one problem:

W4: Maybe it's homophobic, I think/
DC: A lot of women are?
W4: No, our community/
DC: Our communities are homophobic/
W4: Yeah... (Appendix B: line 1130-1134)
Women across the focus groups also said that many men “don’t want to be sagf @s g

“don’t think of themselves as gay,” which prevents them from telling about MISWNA\V

behavior. Women also believe that they are embarrassed, afraid of stigmangraktracized,

30



and do not want to be rejected or disowned by their friends and family. For thesedas
women stated that most men who are secretly engaging in risky MSM/MB&hAVior have no
incentive to tell, and will therefore continue to engage in high risk behavior, puttiofttladir

sexual partners at risk.

MSPB and MSM/MSMW are not the only factors identified as increasikgelated
behavior, however. Women in all five focus groups had a lot to say on the subject of sexual
education and resources within their communities. When asked where teenagdysgattual
their information about sex, every focus group answered “from their pedog.bne group
believed that adolescents or young adults in their communities receive bemgve sex
education, and many women reported that when they were younger they hadined r@cy,
either. The women listed many reasons for this lack of education, including: gaeims
uncomfortable, not having adequate information, or being in denial; schools do not teach sex
education because of religious and parental barriers; and most schools and chacothes t
abstinence only. The women said that today’s culture (e.g. music, videos, telesigpuoits
MSPB behavior, and without proper education on how to protect themselves from STI's and
HIV, most young adults are engaging in high-risk behavior on a regular Ba4iile discussing
where sex education should be taught, multiple women brought up the issue of teen gregnanc

and how it plays a role:

W1: | think it should start at home, first of all. See that'’s the
problem/

[Women start agreeing that sex education needs to start at home]
DC: It needs to start at home?

W1: Yeah it needs to start at home.

W8: And people need to stop having kids and expecting everybody
else to raise them. [Women agreeing] Look who’s having the kids
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now though/
All: The kids!
W4: The kids are having kids! (Appendix B: line 1767-1772)

Another woman in focus group two brought up her feelings about this situation, as Wwaliel

a concern about a lot of young adults between the ages of 17, 25, or 30 that are having children
by different partners, so | know that they’re not protecting themselves. So you ktiwey;rie

having all these children they’re not having protected sex, so they have thegbofegeiting

HIV” (Appendix B: line 766-769). The rest of the women in the group agreed that this was a
major problem. Another woman explained that this behavior is why many parents do not have
the capability of talking to their children about safe sex, saying that tilnegyones are having

babies, and you can’t teach anybody anything you don’t know” (Appendix B: line 7§2-773

The last factors discussed by the women as increasing high-risk behawgender roles
and condom use. According to the pre-test taken by the women at the beginning o5@&adR Sl
Talk session, 79 percent said that they do not use condoms regularly/in their iafagioRsom
the focus groups, we discovered that women believe trying to reintroduce condoms into a
relationship or marriage implies cheating, or that there is a problem. The waithénas it
could either mean you are accusing the man of cheating, gmthate cheating which is why
you want to start using condoms. Women in focus groups one and five also said that it brings up
trust issues in the relationship. Another exchange in focus group three explainednyhy m
women struggle to negotiate condom use in relationships:

DC: Well ok, now I think he’s/ | suspect he’s stepping out, my
intuition’s kicked in. How am | gonna tell? What kind of
conversation is that?

[Silence]

DC: Nobody’s gonna tell him?

W7: Men like to tell everybody about ... how they don't like to use
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condoms/

W6: Yes/

DC: Why do they say that?

W12: Because it don'’t feel good. (Appendix B: line 1240-1245)
This dialogue clearly shows the women’s perception on why men do not want to use condoms,
and that they are reluctant to bring up the subject of using them. When Dr. Canfdzbthas
focus groups if having a conversation with their husband or boyfriend about using cora®ms w

possible, most women said that the men would need to have the information from these sessions

During an exchange in focus group number two, this point was clearly stated:

DC: ...If you have that conversation, does it mean that you were
cheating? | think we think that initially [Women agreeing.] We
think that they think that, or/

W2: We think it. [Laughter]

W1: And them too until they come into this session and hear all
that we’'ve heard, they’re gonna think tlyat’'re cheating.

Because they don’t have the information to know why you would
ask for this. They don’t have the information that you now have.
(Appendix B: Lines 866-872)

This point was also brought up during the other focus groups, and most women agreed that
unless the man was given the same information about HIV/AIDS they were, then the

conversation probably would not happen.

Overall, we can see clear perceptions of HIV risk and what is defined asdkigh-
behavior by the women who participated in these focus groups. MSPB is considejed a m
risk factor by the women, and all participants agreed that it is common indheimunities.
Women also agreed that many couples do not use condoms, and have the perception that men
will not use them whenever they can get away with it. The women perceive leduaztion as

contributing to HIV risk-related behaviors, particularly among teenagetsoung adults. The
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women perceive MSM/MSMW behavior as common yet generally unacceptablée in the
communities, and believe it causes increased secretive high-risk behaviortaesmnmen.
Finally, the women recognized gender roles as another factor increasingskigbhavior in
their communities, particularly for those women who do not have safe relationsHipspovter

to negotiate condom use.

Reported & Perceived Partnership Behavior

The second research objective was “to examine reported partnership behaviorah gene
among the women, and their perceptions on men’s behavior (such as what is so@aptytdec
concurrency of partners, condom use, communication about these issues, etc.fhQuesti
and two asked in the focus groups were designed to meet this objective. The transatipte
also scrutinized for any discussions about condom use or side comments about men’s behavior
Finally, the pre-tests were examined for further reports and assumptiongyrheéenvomen

about partnership behavior.

As seen with the first research objective, MSPB is reported among thennas a very
common high-risk behavior in their communities. Specifically looking at the wemeports of
men’s behavior, there was a consensus among the focus groups that men in long-term
relationships or marriages do not use condoms, and even single men practicing MSPB make
excuses for not using them. As stated in the previous section, women in focus group three
explained that “men like to tell everybody about ... how they don’t like to use condoms,”
because “it don’'t feel good” (Appendix B: line 1242, 1245). All of the women also agréed tha
because men typically don't like to use condomes, it is very hard for women to reimtroduc

condoms in their relationship or marriage to reduce their own risk of infection.
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Both during the education session and the focus groups, many women also made
comments (or agreed with other people’s comments) saying that Africandam men are
proud of MSPB, and as Dr. Campbell puts it, having multiple partners is like a “badgeor”
for men (Appendix B: line 801 he women’s perception on this behavior is that most men just
want to have sex when they can get it, and with the current gender imbalancgthenAfrican
American population, it is easy for men to have multiple women partners since the wome

outnumber them.

Some of the focus group participants from groups one, three, and five also discusse
whether a woman knows when the man is cheating. Most of the women focused on behavioral
changes in men that might indicate that he is engaging in MSPB. A woomarfidtus group one
mentioned that, “they may be wearing a different cologne, or dressinlg difterently, or
wearing fancy drawers/ | mean, the little things. And you start goiag avminute now...”
(Appendix B: line 139-141). Other women mentioned intuition, saying that most women just
have that gut feeling that their husband or boyfriend is cheating on them, or tlethisgnsn’t
quite right. During these discussions, Dr. Campbell reminded the group that somee wo not

know when their partner is cheating, because many affairs and relatiostsintz work:

DC: Well the sister here implies that women have intuition, do you
think that most women know when their mates are stepping out?
[W7-12 are saying yes. Then jumbled discussion erupts as some
people are unsure if they agree, followed by laughter. Some
women are saying “you just know.”]

DC: So everybody’s stepping out at night so their behavior’s
changing? Do you know where most of your affairs occur? Where
do most people start their affairs?

W1&7: Work.

DC: At jobs. So do you think that two people can get busy from 5
to 6 and then come on home? [Women agreeing] So how do you
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know?

W1: You never know/

W7: You just never know/

DC: Oh! What did you just say?

W7: You never know.

DC: Right, you never know. (Appendix B: line 1187-1200)

This was a turning point for these women, as their perceptions of men and MSPBIchdeye

had believed that men engaging in MSPB would exhibit obvious behavior that the woman would
pick up on. After discussions such as this, however, many women changed their responses,
realizing that they might not be able to tell whether their husband or boyfrienattwalya

cheating.

Reported partnership behavior was also included in questions on the pre-test given by Dr.
Campbell. When asked whether they believed their current or previous partner had ever
“stepped out” on them, 44 percent of the women answered yes for their current padrzb
percent answered yes for their previous partners. The women also reported on canduith us

79 percent stating that condoms are not used in their relationships.

Along with MSPB and lack of condom use, the women also gave insight into
MSM/MSMW behavior in their communities. As previously stated, all of the foaugogr
reported that MSM/MSMW behavior is a common occurrence, and that rumors and speculations
about men in their communities who they think might engage in these behaviors is alsmncomm
Two women in focus group five reported that they actually knew men who pcactice
MSM/MSMW behavior. Both women said that the men were engaging in high-riskiWiSM
behavior before “coming out” to their friends and family as being gay. T$tesiman to speak

explained her situation with a friend she had during college:
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W8: He was undercover. He was a homophobe/

DC: So he was against homosexuality/

W8: Yeah/

DC: But he was/

W8: He masked it/

DC: But he was. Ok/

Wa8: ...It's just like,we knew, we wanted him to just say/ just tell
us. But we didn’t feel comfortable letting him know that we kind
of knew/

DC: But he had women friends?

W8: Oh yeah, oh yeah.

DC: So he was also putting other women at risk/

W8: Yeah. (Appendix B: line 1842-1854)

Another woman who decided to speak about her experience with MSM/MSMW
described the unfortunate situation with her brother:

W4: Honestly, I've been in a situation/ my older brother was

actually gay, and he actually died with me disliking him. And |

regret it now...

DC: So he had relationships with men and women?

W4: Mmhmm. No, not/ | don’t think/ towards the end he didn’t

have women/

DC: But he started out/

W4 He started out/ yeah. (Appendix B: line 1870-1879)
Just as this woman admitted that she shunned her brother for his MSM behavior, many other
women said that they believe homosexual behaviors to be wrong as well. They alsul ritaor
it is not acceptable behavior within their communities and social/religiozlexi The women
perceive this to be a major reason for why many men engaging in MSM/MBahAxior

continue to do so secretly, which in turn prevents many women from knowing that they might be

at risk for HIV.

In general, the women patrticipants from these focus groups have reported|™tyyate

behavior to be much like findings in the literature. Women perceive singlesmegudarly
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engaging in MSPB, and say that they regularly hear about married men or raltionships
engaging in MSPB as well. MSM/MSMW behavior was also reported among treiyaauts,

with some stating that they personally had male friends or family menvherengaged in this
behavior. The women perceive men who engage in MSM/MSMW as having no incentive to tel
others about their behavior, due to many social and religious barriers. The aismesport

that men do not like to use condoms, and that most of the time they will not use them —

especially in their relationships.

Gender Rolesand HIV Risk

Looking at the women’s perceptions of HIV risk, as well as reported and\icei
partnership behavior, leads to a discussion about how gender roles can (and do) influence high-
risk behavior among African American women. This is the focus of the third-cbsgaal,
which was to “determine how gender roles affect HIV risk among Afigarrican women in
Eastern North Carolina, and whether gender roles are contributing to the gispii-risk
among African American women in this region.” This was done by examining themi®m
reports of their own behavior, the behavior of their male partners and other men, and yvhat the
consider to be common behavior among couples within their communities. Questioadswere
asked during the focus groups regarding gender roles and gender-spectfansitaad the

women'’s responses to these questions were also taken into account.

As the previous sections have extensively shown, MSPB is a major factor involved in
HIV risk and prevalence in African American communities. Discussions abS&B\Wluring the
focus groups led to some women stating that most people know when their partnating cre

them. However, after Dr. Campbell brought up the example of affairs at work,vooamgn
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realized that they might never actually know. These women then changed tidsr stating

that it is possible their partner could be engaging in MSPB without them ever knowin

The discussions about MSPB in relationships led Dr. Campbell to ask the women what
they would do if they thought their partner was cheating. Throughout the focus groups, a fe
women said that they would talk to him, and/or confront him about whether he was cheating.
However, all of the women who participated in the focus groups agreed that due to certai
barriers, many women could not (or would not) confront him. The older women in focus group
one, explained that “we have been told that if you’re married, you just stagdndkhatever
happens, happens, and just let God take care of it” (Appendix B: line 73-74). In focus gypup tw
the issue of confronting your partner came up early in the session:

DC: [Multiple people talking] But certainly, the conversation has
come up that somebody has been doing something/ but when you
bring up a conversation that something is broken and someone has
stepped out, it brings out all the rest of the stuff. What you going to
do about it?
W3: Pack my bags. [Laughter]
DC: And we can say that, but when you end up in those real
situations that may not be what you do. [Women agreeing]
W1: Right, and something else, that may not be what you do and
depending on that poverty level, you maybe can’t do that. Because
you're like, where am | gonna go? | can pack my bag all day but/
you know, women and these children, where they gonna go? And
so they be quiet, and stay right there. (Appendix B: line 482-491)
This exchange shows the situation that many women find themselves in wherethadiaat
upon the man. In some cases, women are put in a position where they know that their partner is

cheating, but are unable to do anything about it because doing so would mean losing their

livelihood. In other situations, women might be worried about physical violence:
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DC: ...how does that woman go home? | mean/ from all the things
that you learned, can every woman go home and have that
conversation with her mate? [Women saying “no”] Why not?

W7: Someone might get beat. (Appendix B: line 1300-1304)

Whether it is the fear of having nowhere to go and no way to put food on the table for their
children, or the fear of being physically beaten, women in these situationsenaadky

powerless, and are often left with no good options.

Not surprisingly, this lack of power in the relationship carries over intavtmeen’s
ability to protect themselves. When asked if they could reintroduce condoms into thei
relationships or marriages, all women believed it would be difficult, and manyt sadld be
impossible. When Dr. Campbell probed for an explanation for why not, the most common reason
given was that asking your partner to start using condoms implied that somedisimgang in
the relationship. In focus group number one, comprised entirely of married, ragitlevomen,

Dr. Campbell asked if married women can talk about condom use. One respondent stated:

W2: No, because they all get upset. At least | know my husband
would, he would get mad. ... condoms, after thirty years?
[Laughter] No, that won’t work. He’ll say something’s wrong.
(Appendix B: line 328-331)

Other women mentioned that the partner might take it as an accusation, or thattheveng

think the woman asked becaiwsteewas cheating:

DC: Well okay, do you think that you or most women can come
home after you've left this program, and say okay, we’re gonna
talk about condoms... Do you think all women can do that? [More
women saying no] What will stop some women from doing that?
W13: Trust/

W2: Being embarrassed/

DC: Being embarrassed/

W2: Or the feeling that he’s gonna think that maybe I'm doing
something inappropriate/
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W13: ...he might be thinking you're doing something. (Appendix
B: line 1931-1943)

The accusation of cheating, along with the issues of reliance upon the man asittes pnd
fear of physical abuse, are not the only barriers in asking men to use condomsnidreinw
focus group one also pointed out another gender dynamic in relationships:

DC: ...do you think if you talk about this, do you think that's an

accusation to your mate? Does it imply that you are saying that you

suspect it?

W?: | think Black men feel that way/ [Multiple women talking at

same time]

DC: You think Black men feel that way. [Woman agreeing] And

why do you think they feel that way?

W?: Trust.

DC: Interesting — trust. They expect women to trust them. [Women

all say yes.] [Laughter] They expect us to trust them. [Women still

agreeing]

W?: Even when they're doing it. (Appendix B: line 340-351)
This woman’s last comment, “even when they’re doing it,” was stating that, é&xamthhe men
actuallyare cheating, they still expect women to trust them. Of course, many wonmeriova
trust the man just as much as he wants to be trusted, and some even turn a blind eye when they
know he might be cheating. In focus group one, a woman explained that “sometimeas aveme
in denial. They suspect something, but you just don’t want to believe/ you want to trust your
husband, because marriage is banltrust” (Appendix B: line 138-139). And as a way of

displaying this trust, many couples often stop using condoms, even when they susp#ahgom

IS wrong.

Besides this issue of trust, there was another factor identified by thewvasaelding to
lack of condom use. At the end of focus group five, Dr. Campbell asked whether more women

would use condoms if they knew how to put them on [the man]. One woman spoke up and said,
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“it's not the issue of knowing how to do it, it's the fact that women want to please men, and most
men do not want to wear condoms, and therefore the women don’t make them” (Appendix B:
line 1973-1975). The other women in the group loudly agreed, saying it is simplytttieatac

women are more worried about pleasing their men than protecting themselv

The findings from these focus groups indicate that gender roles do indeed influémce hig
risk behavior among African American women. In most cases, stereotypickdrgeles
increase risk for HIV by causing the women to engage in high-risk behavior,ssoohwsing
condoms, and knowing that their partner is engaging in MSPB and continuing to stay with them
(and generally continuing to not use condoms.) These findings demonstrate that giseerty
plays a significant role in enforcing gender norms. For women who do not have financia
security, or who rely upon their male partner for shelter, food, and other nesefiséie is
little-to-no ability to demand or negotiate condom use. This issue becomes even more
exacerbated when there are children involved, as most women will put theeveditaeir

children before their own — even if it means putting themselves at risk for HIV

The Four Categories of High Risk Behavior

The fourth and final research goal for this thesis was to “compare findorgghis
research with that of Whyte (2005) and his four major categories of high risk txeimavi
Southeastern African American women.” It was through his own research th Wétgrmined
these four categories of high-risk behavior, and developed the HIV Risk Behae@stidpnaire
to determine whether populations met the criteria to be considered at highr esktracting

HIV.
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As discussed in Chapter One, Whyte (2005) conducted his study among African
American women considered to be at-risk for HIV in Florida. He firstrex@d previous studies
conducted by other researchers to identify the four categories of behawbrsignificantly
increase HIV risk for African American women. After these categowrere identified, Whyte
then used them to create an HIV Risk Behavior Questionnaire, which were giveh-teskig
populations of African American women. The four categories were “avoiddrmaly fluids,”

“high-risk behaviors,” “sexual communication,” and “survival and avoidance behaviors.”

Whyte’s first category, “avoidance of body fluids,” is specifically @amed with
whether women report condom use during sexual encounters, and how often they claim to use
them with their partner(s). The second category, “high risk behaviors, ieasthe women’s
reported concurrency of sexual partners, any drug and alcohol use, and whgthaw¢hsex
with intravenous drug users. “Sexual communication,” which is category tbitbe, part of the
guestionnaire that determines whether the woman could ascertain the sextialgaruse history
of her partner, and whether (or how) the woman planned to act based on this history, tReall
fourth category, called “survival and violence avoidance behaviors,” includedsaetated to
fear — including fear of violence, fear of losing the relationship, and fdasiofy shelter or a
place to live. Whyte used this fourth category to measure how these fastonglgence sexual

behavior, and a woman’s choices to engage in high-risk sex (Whyte 2005: 48-50).

Based on the focus group research conducted, as well as the pre-test eletzdc tiie
findings from this research do seem to correlate with that of Whyte and hisategories of
high risk behavior. Using Whyte’s first category, “avoidance of body fluids,avedetermine

whether the women who patrticipated in the focus groups were potentiallig &irridlV based
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on their reported condom-use behavior. Most women throughout the focus groups agreed that
women in long-term relationships or marriages stop using condoms, and that in nesny cas
reintroducing condoms into those relationships is nearly impossible. The women hgteed t

there is a severe lack of education about condoms for teens and young adults, and any so m
young people getting pregnant, and people having children by multiple partneofmvtogs that
condoms are not being used. Women from multiple focus groups also mentioned that men do not
like to use condoms, and that since women want to please men, they will agree not to use them
The results from the pre-test also demonstrated this fact, since 79 percewaoiie stated

that they do not use condoms regulaflge finding that condom use is severely lacking among

the African American women who participated in these groups demonstratéseteiMomen,

and their communities, would be considered at-risk for HIV based on Whyte’'satiegfocy.

The second category, focused on “high-risk behavior,” examined anytpiogae by
the women that involved MSPB, MSM/MSMW behaviors, and drug or alcohol use by
themselves or their partners. Examining the discussions during the focus groupsaasivee
pre-test data, there is little mentioned about drug or alcohol use. HoweveB, An8P
MSM/MSMW were major topics discussed by the women, and were both reported as common
behaviors within their communities. Discussing MSPB, the women brought up concerns about
the amount of young women who were getting pregnant at such an earlgcgeyacommon
it is in their communities for women to have children with multiple differennpast The
women also said that they knew of men who engaged in risky MSM/MSMW behavior, and that
there were many more men in their communities who were married to women butmwered
to be “on the down-low.” Through discussion with their peers, the women who participated in

the focus groups came to the realization that they might not be aware gdhesr is practicing
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MSPB or engaging in MSM/MSMW behaviors, meaning that they could be at risguwit
knowing it. The pre-test data demonstrated that MSPB was indeed common, sinaeddqgier
the women suspected their current partners of MSPB, 55 percent reportduakit lpyevious
partners, and 20 percent reported practicing it in the past themsalesthese factors clearly
indicate certain high-risk behavior by either the women or their partnersygotaem into this

second category as well.

Moving on to Whyte’s third risk category, the women'’s reports of “sexual
communication” are taken into account. This involves the women'’s ability to talk to their
partner(s) about things such as condom use, MSPB, testing for HIV, etc. This aldesrahy
sexual communication within their communities, such sexual education and/or idigcuss
condom use and HIV testing with young adults. Based on the findings from the focus group
discussions, women reported having a hard time talking with their male paatoertscondom
use (specifically reintroducing condoms into the relationship,) as well 88MBhere was also
a consensus among all of the focus groups that there is basically no compreh&nsive se
education in their communities for teenagers and young adults, and a severe lack of
communication about sexual issues between most parents and children. While the wodhen coul
list many places where they thought these types of communicitoaidhappen, they could list
very few places where it currently does. Based on this information, the womeippats and

their communities again fit into this high-risk category.

The fourth and final risk category, “survival and violence avoidance behaviors,”
specifically focus on the women'’s fears of losing shelter/necesaiti@d/or their relationship, as

well as their fear of violence. This type of fear greatly increases a msmsk-related
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behaviors, including having unwanted and/or unprotected sex. Based on the responses of the
women who participated, it is clear that some women in their communities havieezpe fear

of losing their relationship and/or their place to live, causing them to engageyibeisavior.

The most common reports from the women were the inability to confront their partner about
cheating (MSPB), and the inability to reintroduce condoms. They explained thatsomnen
struggling with poverty would have nowhere else to go if they were thrown out, and tleat som
women might even be afraid of physical violence from the man if they confronted him or
accused him of cheating. Although no women admitted to having experienced astoalion

to this themselves, many of the women did state that reintroducing condoms would bera probl
for them. The women believed that asking their partner to start using condomsafégyaihey

had stopped would either indicate that they had cheated on their partner, or thatréhey we
accusing the partner of cheating. Although more of the women who participatefiedevith

the issue of reintroducing condoms, the women still brought up the issues of poverty and fear,
along with unsafe relationships. This means that women in these focus groups do not geem to fi
into the fourth category of risk as much as the first three. However, becausentea w

identified these risk-related behaviors within their communities, the comymsimibnsidered to

be high-risk.

Overall, Whyte’s four high-risk categories for African American veonfit the
participants of the focus groups well. The women'’s reported behaviors for botetiiesnas
well as their partners demonstrates that risk-related behaviorsanenaonality in their
communities. Although not all of the participants reported high-risk behaviors gjbetsnof
the women fit into at least one of the high-risk categories, meaning thatréhguite possibly

at-risk for contracting HIV.
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CHAPTER FOUR: DISCUSSION AND CONCLUSIONS

Discussion

The findings from this research indicate many important things aboupgenseof HIV
risk and reported risk-related behavior among African American women — andmAAmerican
communities in general — in Eastern North Carolina. Looking back at treduite, there were
five major factors found to increase HIV risk for African American womenPBS
MSM/MSMW, lack of condom use, poverty and lack of resources, and gender roles
(specifically, unwanted or survival sex.) Each of the issues presentedewerted by the
women to be quite common within their communities and/or relationships, and many women

began to view their own risk behaviors differently while discussing these topiictheir peers.

As seen in the literature, MSPB was found to be a common practice amaoranAfri
American communitiesr Eastern North Carolina, and was supported by the data collected in the
pre- and post-tests. The women also identified MSM/MSMW as a topic of conchim théir
communities, since this behavior is generally viewed as unacceptable, maitdystigena and
religious beliefs. This leads to African American men engaging intsexiteehaviors, increasing
their own risk as well as the risk of all of their partners; many of whom have nthaleare
being put at risk. Since the majority of women also reported not using condomslyethika
indicates that many of these women could be at serious risk for HIV. Whenhgsgyftndings
in with the discussions regarding gender roles, it becomes even cleareortiet who are
unable (or too afraid) to introduce condoms into their relationships would be classifiiggth-as

risk, just as Whyte (2005) describes.



The severe lack of sexual education and resources in ENC communities that was
identified by women further adds to risk behaviors. As many women brought up, itrsoocom
for African American women to get pregnant at a very young age, and manynidtiple
children by different fathers. This means that, along with practicing M8fBe young men and
women are not using protection, and often continue these behaviors throughout their lives. The
participants strongly believed that this was due largely to the lack ofl sslu@ation and
resources available in their communities. With many churches and sclambisteabstinence-
only, and with many parents too uncomfortable to discuss safe sex with their childsen, t
young adults are getting very little comprehensive sex education. Asohtre women also
stated, this furthers the issue of HIV risk in communities, since these yourts)\adalare not
receiving proper information will not be able to discuss issues of safe sex, &id’ HIV with
their own children in the future. This will in turn continue the cycle of highbetkavior and

lack of awareness that is present within these communities.

Taking into account the other risk factors identified by the women as present Ywtiin t
communities, the findings on gender roles gave a clear representation askifdt rAfrican
American women in ENC. The data from this research indicate that thetdl anarsy
stereotypical gender norms in place in these communities. Men are stiiljeseen as the
providers and aggressive initiators of sex, while women, especially mewoieén, are expected
to be more passive. In many instances, poverty plays a huge role in amphgegender
barriers for women. Many respondents reported on situations where they wees anabtid,
to confront their partner about cheating, or reintroduce condoms into their réigtions
marriages because they were reliant upon them for food, shelter, and othsitirecéd/omen

also felt they lost the power to make demands or ask for changes in theonstiggs. In these
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cases, the woman’s choices may be to either give the man what he wantske tdaattinues to
have his financial support, or to be thrown out when she brings up partner concurrency or
condom use. In cases where the woman does not say anything to the man and stays in the
relationship, she is also continuing to have unprotected sex, even if she knows he has other
partners. This not only puts her at continued risk for HIV and other STI's, but also fleaves

woman powerless to reduce her own risk, even when she has been educated about HIV.

Considerations

This research took an already established HIV prevention program and made changes to
incorporate a focus group portion from which data were collected. While this waswmver
reaching African American women, and beneficial to both the research andRSTRIIE
program, there were some issues that arose throughout the course of this projeciasseel
included problems finding focus group/SISTER Talk participants, inconsistendiesviand if

guestions were asked, and exceptions to the typical mediation style used igrénqss

The first issue that arose with the focus group research was the inahihigyfogram to
get participants to schedule sessions and carry through with them. This maydrailadey in
part due to the SISTER Talk project losing its program coordinator shortlytladtérst session
took place. By losing the coordinator, contacting women and scheduling sessiondiffvasita
process that was taken over by Dr. Campbell and others who worked with the projbety As
were unprepared for this sudden change, it set the SISTER Talk project back ichibeines,

and meant the focus group sessions were completed much later than origirapgtaait
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Along with problems within the SISTER Talk system itself, the other isshe g
participants was on the end of the women. Although many sessions were scheduleal thetwee
end of August 2011 and January 2012, at least six were cancelled by the groups of women due to
participants backing out, or the need to reschedule due to other reasons. Since theTalSTER
project was already having problems with scheduling, this meant thagagitfocus group
sessions became even harder. The first session was held at the end of August 201heahd the
session was not until October 2011. Similarly, after two sessions at the beginnirigladrOc
another session was not conducted until the middle of January 2012, when the last two sessions
were finally carried out. There had been many sessions scheduled duringrpesmps, but all

were cancelled or rescheduled.

The second issue with the project concerned inconsistencies in the focus groumguide a
guestions that were asked by the moder&tdiocus group one, the question that asked women
what barriers men practicing MSM/MSMW might face in telling women atiwit behavior
was cut off, and never answeréa group number four, the session was scheduled to be held at a
local library with a sorority group. While this was a good idea, Dr. Campbell had etotdid
ahead of time that the library closed at 5:00pm. Due to this error in schedulingreviorged
to end the focus group early, and the final set of questions pertaining to gendesmasotad off.
While all of the findings on gender roles and responses to the gender role quest®rsny
similar, it was still important information that was left out, making the slagatly inconsistent.
Another inconsistency issue involved the fact that Dr. Campbell talked more duriiogubke
group discussions than a normal mediator would, making the way that questions wdr@aask

how much the women talked inconsistent across the groups.
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This, however, is an issue that needs special consideration. Since the SISKER Tal
project was an already-established HIV prevention program working to eduddatnA
American women and raise awareness about risk-related behaviors, it imhpmrealize that
this research had to be carried out without disrupting the goals and setup of thenpiidgsa
meant that it was actually necessary for Dr. Campbell to talk more durifoctiseegroup
sessions, because the original group discussions the program had implemeaiesbaéor
raising awareness about personal risk through peer discussion. Even though the group
discussions were replaced by focus groups designed to produce researchsdaadtdd to be
done without taking away the important awareness-raising element that haddsssm pr

originally.

Along with the amount of talking during the focus groups, another issue was that Dr.
Campbell was not entirely familiar with focus group research and thedseto mediating,
which also may have added to the inconsistencies. However, | felt it invpdrait Dr.
Campbell still mediate these focus group sessions, as | knew that the heoelit®utweigh
the costs. Due to her own past experiences, her work as a gynecologist, and her pogkious w
educating women in these communities, | knew that the women would feel mdoetable
and be more apt to open up to Dr. Campbell that they would have if | had played the role of
mediator. | was also more capable of observing the women'’s reactions, andhgetios

discussions by not acting as mediator, which was an important part of thehhggeasss.

Conclusions and Recommendations

Overall, what resulted from this research was a hybrid between faus discussions,

and HIV education sessions to raise awareness and reduce HIV risk am@ag Afmerican
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women. While it is important to note that this research was largelydamt among religious
groups and therefore may not adequately represent the entire population of Afrieanah
women in the ENC region, these findings do demonstrate that women belongingaaselig
communities are indeed at risk for HIV. Despite the few inconsistenciessaurasiencountered
throughout this process, the participants’ responses displayed clear tb&teg to perceptions
of HIV risk, as well as common risk-related behaviors within their comnasnitine data
closely mirrored risk factors cited within the literature, and furthedstgid their discussions of

MSPB, MSM/MSMW, lack of condom use, poverty and lack of resources, and gender roles.

However, further research and improvements to HIV prevention programsrtgrget
African American women are still necessary steps that need to be takerfutute.
Specifically, the findings from this research demonstrate that more mdehbdo target the
barriers presented by traditional gender roles, which clearly incrd¥sesk-related behaviors.
While issues such as partner concurrency, lack of education and resources, amgtentons
condom use are all important factors that we must continue to address, barriaostaratt
communication that stem from traditional gender role expectations need to becggera bi
priority for both researchers and prevention programs alike. There afevgtdtudies that focus
directly on this issue of gender inequity in relation to HIV risk, and more infa@man this
topic would be an important asset in improving HIV prevention programs targetiroguAfri

American women, especially those who are married or in long-term relapsnshi

The women participating in the study also made a number of recommendations to the
SISTER Talk program about what could be done to help them decrease their rigkthAll

women recommended that similar educational sessions and focus groups on Hidieed
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with men from their communities, especially their husbands and partners.€eltrigaf if the

men were given the same information about HIV, then it would easier for the wornmérate
discussion with them afterwasabout using condoms. They also felt that if the men realized their
own risk for HIV, they might be less apt to outright reject the use of condoms, andevén

start using them. An important second step after conducting groups with the menheaube t

to invite spouses and partners to a joint group meeting where they could engage ilmgethe
conversations about HIV risk behaviors and actions, since it seems appatréinére is a lack

of such communication in the home.

Unfortunately, the SISTER Talk project is currently limited by grant funtbrfgcusing
only on African American women. However, the program administrator is now wateathat
HIV prevention sessions with men in these communities would be an important future step i
reducing risk due to gender roles. Improving and continuing focus group resepesh@she
SISTER Talk project would also be beneficial, since the program could use the dabacteei
their own prevention strategies. This would include determining how the REAEIRrogram
as a whole can target gender roles as a risk factor for HIV, and work with botinaevomen

to decrease this risk.

For others working elsewhere with HIV prevention programs targeting Africaerigan
women who are married or in long-term relationships, traditional gender rokksonee seen as
a factor that increases their risk of contracting HIV. According to amriet al. (2008), it is also
important for prevention programs to keep in mind that “gender ideologies associated wi
vulnerability to HIV/STI are often examined and addressed without sufficiemitian to the

larger socioeconomic context within which they arise and evolve” (Thé)authors suggest
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that interventions focusing on creating gender equity to reduce the risk @inel other STI's
for women may be moreffective if socioeconomic issues are also taken into account and

addressed by the program (Kerrigan et al. 2008).

The data collected by this study indicate that although educating womert-dkaldes
help raise awareness about risk-related behaviors, education alone isicensudf solve issues
of powerlessness in relationships due to perceived male dominance, poverty, and lack of
communication. Women who are in these situations need further intervention, which would
require involving their partners in education sessions and in discussions about HIV ribler Fur
research in this area is also a necessity, especially in order to both dekseyralate programs
to specifically address gender role expectations as a risk factor\foSktice the factors of
MSPB, MSM/MSMW, and condom use are entwined with the issue of gender inequity in
relation to HIV risk, a holistic and culturally competent approach must becorfectieeof HIV
prevention in the future. If these issues are not addressed, then HIV prevalesoeawt
continue to increase in African American communities, causing evenmgneatth disparities

than are already present for this group.
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APPENDIX A: FOCUS GROUP GUIDE

(Written by Dr. Diane Campbell, edited by Jasmine Johnson)
Focus Group Guide:

Scenario one: Ms X is a married Black female treated by her doctor on three occasions for
STD. Her doctor has made it clear that this is sexually transmitted.

Q1. How do you get a STD?
Q2. Why is this woman at risk for HIV exposure?
Q3. What do you think is “risky behavior”?

Scenario two: You become aware that your sister’s husband is having an extramarital affa

Q4. Is she at risk for HIV and why?

Q5. What will you do? Will you tell her?

Q6. What do you think others will do?

Q7. Do you think affairs are common in your community?

Scenario Three: Your teenage daughter (sister, niece, or cousin) tells you her friends ar
sexually active and have several boyfriends.

Q8. Is your daughter (sister, niece or cousin) at risk for HIV? Why?
Q9. Do you feel like you can talk to her about using condoms?
Q10. How can the family/community respond to HIV risk in adolescents?

Scenario Four: A wife (college student with a longtime boyfriend) finds out that her man is
also having sex with men (MSM).

Q8. If a man has sex with men and women (MSMW) why is a woman at risk for HIV?
Q9. Are you aware of MSM or MSMW behavior in your social network?
Q10. What are barriers for a man admitting his MSM/MSMW behavior?

Key Questions:
How gender roles effect HIV transmission

Q11. Do you feel that you (or other women) can talk to partners about HIV or condom use? How
would you bring it up? Would there be a discussion or would your partner not want to talk about
it?

Q12. For those who think their partner wouldn’t want to talk about it or would not be

comfortable bringing it up, do you feel that talking to your partner about HI\Gratam use is

an accusation that he is cheating (having an affair)?



Q13. If you feel your man is ‘cheating’ (having an affair) what will leap you told him about
your suspicions and that you wanted to start using condoms?

Q14. If he was having an affair, would you choose to stay with him? Why or why not?
(Would it depend on condom use?)

Promoting HIV screening, prevention and SISTER TALK

Q15. What can | (and you) do to encourage women to get a HIV test so that they wilhleirow t
HIV status?

Q16. Do you (and/or the women you know) know how to apply condoms? Are you (and/or the
women you know) comfortable applying condoms? If more women knew how to apply condoms
would that increase condom use?

Q17. Can you identify a workshop sponsor or an organization that would be interested in
promoting and or participating in a SISTER TALK workshop or other HIV/AIDS preventi
programs? Give name and contact information if known.
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APPENDIX B: FOCUS GROUP TRANSCRIPTIONS

FG10001 — Transcription Grantsboro, NC Recorded 8/20/11 (10am-1pm)
8 Participants New Bern Eastern Missionary Baptist AssociatiorRepresent 8 Churches)
DC = Dr. Campbell LD = Lynda Dawson

W# = woman/participant # [ ] = side notes/commentary of what is happening

... = unintelligible

/ = pause or break in the sentence/ interruption/ sudden change in tepiodi
(00:00:00 - 00:00:44)ntroduction to focus group discussion]

- DC says she is interested in the women'’s ages if they feel dabifgrsince older women tend to say
different things than younger women. She says they do not have to, but to stlighlasswith
everyone what they are thinking because it is important. DCséayshares a lot of information with
them during the session and she is interested to see how they incoririt® tieir own life
experiences. And at the end, she is also going to ask them to brainstorm altbuterhat other groups
she can bring this information to, and where she should go.

(00:00:55) DC: So the first scenario, a woman, Mrs. X, is married and shedmasdsted by her doctor
on three separate occasions for a sexually transmitted infectimhhek doctor is very clear with her that
this is sexually transmitted. It didn’t come from a toilet seat, it didnite from/ it is sexually
transmitted. How do you think she got this infection? How did she get thesan$é® She’s married.
(00:01:22) [Muffled - A few women say it came from her husband]

(00:01:34) DC: Do you all agree?

(00:01:36) [Some women say yes, one clearly says no.]
W?: She could have went out and got it herself!

[Many women agreeing loudly]

(00:01:43) W?: Oh, okay.

(00:01:44) DC: He could have stepped ousslmecould have stepped out
(00:01:48) W7: | am 6¥ears old, either one of them could have contracted it.

(00:01:53) DC: The key is, it's not monogamous now. Someone stepped out in ti@igkip. When
you're in the doctor’s office that might be hard to wrap your head around, but esdifshe is coming
to you with this, the first thing you've got to think about is what is sippged to? What is she being
exposed to? We just talked about it for the past hour. If she's ini@mskip and it isn’t closed and
she’s a black woman, what is she at risk for?

(00:02:19) [multiple women]: STI's
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(00:02:21) W2: HIV, STD's, gonorrhea, chlamydia...

(00:02:28) DC: Uh huh, and this is not uncommon. We talked about this earlier, inaisiasgd we've
talked about what she’s exposed to. What did you say?

(00:02:42) W2: HIV, Chlamydia, gonorrhea/
DC: Anything sexually transmitted/
W2: Anything sexually transmitted

[DC Moves on to scenario 2]

(00:02:55) DC: You become aware that your husband, or your sister’'s husbandhgsamaaifair. Do
you think she’s at risk?

(00:03:05) W2or7: Yes.

(00:03:07) DC: Why?

(00:03:08) W2or7: Well if he’s having an affair, obviously he’s having séxtwis other woman, and all
the partners that she has had, and chances are he’s not using a condom. And hejsabirihgt stuff
back to her. And if she contracts an STI it makes her more vulnerable to HIV

(00:03:37) DC: What would you do? Would you tell her?

(00:03:40) W?: | would tell her. That's nayster, | would tell her.

(00:03:45) DC: What would you tell her?

(00:03:47) W? (same woman as line 41): that her husband is having arfaithyrou know, to wake her
up, to help save her life

(00:03:57) DC: How do you think she’ll handle that?

(00:03:59) W? (same): She probably would be mad. She’d be mad, but she would hagptti, aat
least it would be coming from her sister. You're sister tells you the thmshot telling her no stories.
I’'m being honest.

(00:04:15) W7: Well | would think that she would probably already be aware tinaighé be out doing
that and if you talking to her she’d probably already be aware. And she mightuagte and she might
be embarrassed because her sister knew about it/

(00:04:35) W? (different): /You'd best have some facts, too./

(00:04:37) W7: IMost women/ married person knows when their husband’s out doiathsg they
shouldn’t

(00:04:43) DC: She says that most married women know when their husbands axenguamaffair.
Do you all agree with that?

(00:04:53) [Multiple women]: you might have some suspicions

61



58

59
60
61
62

63
64
65

66
67
68

69

70
71

72
73
74
75
76
77
78
79
80
81
82

83
84
85
86
87
88
89
90
91
92
93

94
95
96
97

[...Multiple women talking at the same time]

(00:04:57) W2: No. | mean, I've always been of the mind that, believe none of whataraanklehalf of
what you see. And if you're going to be telling somebody, because you can ruin somaliksssyou
absolutely knowwithout a doubt, that he’s having an extramarital affair with another womanergs
women agreeingl] feel you ought to keep your mouth shut.

(00:05:22) DC: And you? You said you wouldn't?/
W3: Mmhmm./
DC: So you think you should just keep your mouth shut?

(00:05:27) W3: Well | wouldn't/ | wouldn’t tell my sister. | wouldn't/
W?: /You hear that, Jackie? ...That's her sister down there/
[Laughter, women joking ...]

(00:05:45) DC: So you don't know how she’d take it? Ok.

(00:05:48) W27?: Well | hear Miss Jackie down here saying she’d betteetel
[More laughter]

(00:05:54) W8?: Well the bigger question is, are you willing to risk yoatioglship with your sister, or
your family member. Especially in the religious community. You know, we havetbleethat if you're
married, you just stay married. Whatever happens, happens, and just letk€ care of it. And when
you do that, it takes the other person out of the equation because now you aresa@ythg when this
thing is taking place you're praying secretly, when you know for a fact teagteing is sure, and you
have actually seen the person and know of the incident, and you have heard lifedgsp@nly about it.
That’'s when | think you should/ yes you should pray about it, but then ask God to help yoldtthehie
relationship with your sister, that you can tell her openly and still walk anwdith her and keep the
relationship intact. Because either way, you gotta know. [Women agreeingyjdgethe worse thing is to
be ate up with guilt if something was to happen to your sister/ and that youpaisted away, then you
will always/ that combination would be on you after the fact.

(00:07:27) DC: So today you knew it, so when | say you were aware you say you've/B&emian:
Yes]/ So you know, this is a “know.” [Women agreeing.] This is not gossip istiet, yolknow

[Many women agreeing.] So now that yknow, how do you handle that? And even if you/ You know |
think those things are very, very valid and suppose that person didn’t haveddl/ and then 2 years
later, you didn’t say anything, and now she has HIV. [Women agreeing.] Because you ddivt ge
every time you have sex with someone who's infected, you never know when it dtayioe. your
immune system was great that dayt&tayyou didn’t have HIV. If you delay not telling her how does
that feel if she then gets HIV/ It's a difficult decision/ [Wamegreeing] /and it's in our communities, so
we may have to go through this whole process of how to do this. And we've talked abguhtzei
mutually monogamous relationship, it's not always there. It doesn’t mean pespladapeople, it
doesn’t mean anything other than that's happening. But that people aaeritil

(00:08:33) W?: But you know, | think | would rather have them tell me/ | thinK tivatild tell her,
because | think that | would rather for her to tell me than for them to be gassighe street. You know,
| don’t want to hear it in the street, let me hear from somebody who reallysknevand loves me that is
concerned about me enough to come tell me.
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98  (00:08:51) DC: So you guys have permission [Talking to the two sisters inaiing] ¢

99 [Laughter] / But having this conversation in general, even when it's ndiithgeyou're talking about, at
100 family reunions or wherever you're going to be, it begins/ the dialogugpdiople begin to know what to
101  say/ If something happened. Because if you never have this kind of dialogue, everfatjigur
102  reunions with a couple family members, people may not know that people thiok &nd that you
103  prefer that.

104  (00:09:20) W4: But how does it make you feel when, like/ | have a friend, | meteer Mirst joined
105 the navy... [Woman talks about how this woman was her best friend, and she $a@ndes boyfriend
106  with another woman buying her a ring in a jewelry store, and her friend would iestebleér. Friend got
107  angry at her and they didn’t speak for a long time. Woman felt betrayeuethfsiend would not believe
108 her. Talks about how she didn’t want a man who was either already marrietlaobhach of kids, so she
109 never thought she’d get married.]

110  (00:12:06) W4: [Continuing from previous] This is kind of hard, becausebken here where my own
111  sister knew things about somebody and they didn’t tell me. | knew. Well | felidzzise | knew.

112 Woman | think have that gut feeling. And | had already cut it off way before mijyfaven knew. You
113  know, | told him you gotta go I'm not/ that's just not me. But when | told him and myyfdimlly

114  realized he was gone and not in the picture no more, then my sister come to ae\aek isknew all
115  along what he was doing. And it made me feel bad. Actually my whole family stey, siousin/

116  (00:12:43) DC: So... the question would be when you decide to tell your sister, you do risk your
117  relationship, we have to make these personal decisions, is it stijtii¢hing to do? Whether people are
118 going to be mad at you, not speak to you, whatever, butymamsalked the better life and made the

119  better decision? Because you didn’t withhold anything, and basically, hopétilhentis to know that
120 someone can be at risk. So it dependbamyou tell people, but it's a difficult decision, and we all may
121  be faced with it. So part of this is to have you think for a little bihaf in case it hits on your plate, and
122 it obviously hit your plate twice [talking to woman #4] so you know people get gikeyt don't get

123 over it, you've fought both sides. You felt when you told them you were ostracizelddutreen things
124  weren't told to you, you felt bad. So you guys mentioned that you think that most women ls that

125  kind of the consensus, you think that most women know when their mates are stepping out

126  (00:13:53) ...[Many women talking at once. Most seem to be saying they think thenabieast has
127  some idea]

128  (00:14:04) W?: When | know you did not go out a certain time of the night/ [Laji§i®eause number
129  one, you always stayed home. So if that starts changing, you've gotta look oetlfMginter]

130 (00:14:18) DC: Do you think adults can be like adolescents and they have sex front 3vwi&?a
131  [Women saying yes, more laughing]

132 (00:14:26) DC: So it’s not as clear as you think, that's a traditionalofvihynking relationships/ most

133 relationships start at work. [Women agreeing] That's the number one zene refationships start, so

134  people have sex on the way home. And when you look back and ask, they're having sex frono&ito 6 f
135 4 to/ So we may or may not know. And we just need to be sensitive to that. | getigmi know there

136  was in mine. You may. And | think I'm a very smart woman, you never know, and againfrowa3 to

137 5. When they finish work at 3, before | get home at 5.

138  (00:15:06) W2: | think sometimes women are in denial. They suspect something, hugtydon’t want
139  to believe / you want to trust your husband, because marriage isrbuilist. And little things, like they
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may be wearing a different cologne, or dressing a little differentlyearing fancy drawers/ [Women
laughing] | mean, the little things. And you start going wait a minute now, wkeyodistart/

(00:15:33) DC: And maybe it's none of those but | think it's difficult to beteati®e in your own
relationship. And so | would say not all women know, and | certainly didn’t know. So tleeserae
women who suspect some things, wonder. And that's a different conversation, haverysuspeeted
someone stepped out, because you may have thought about it that one time oz thatititmen
everything’s back in place so you're not thinking about it again, and sodreyefu’re not investigating.
So you never know. [Women agreeing] And | think we answered this last one, {tyedstson for the
scenario] what do you think other women will do? Some will tell, some won't tela louble-edged
sword, it's a difficult discussion.

[Moving on to Scenario 3]

(00:16:17) DC: Ok, this comes to your kids. You've got a teenage daughter, /c@ustisber, could be a
niece, could be a cousin/ and she tells you that all her friends arelysaxtiak, and they’'ve got a lot of
boyfriends. [Women laughing] Do you think your daughter is sexually active? Do youltitsmetson
is at risk who shared that with you?

(00:16:45) W2: Peer pressure is a monster and if her friends are doing it/
W?: | know mine was, and | didn’t know it/
W2: Chances are/

(00:16:54) DC: And kids might talk if%person [Women agree]/
W?2: She could be talking about herself [Women agree]

(00:17:00) DC: So when you hear that, is she at risk, what goes off in your headontstaryto hear
that conversation?

(00:17:06)... [Multiple women talking]
W?: 1 would think that we need to talk [Women agreeing]

(00:17:13) DC: Would you talk or would you take them somewhere?

W?: both

...[Multiple women talking]/

(00:17:26) W? (woman who said her daughter was sexually active line &5&xle didn’t tell me
anything, what | discovered ... and this is pretty true, too, it's an old wivedbtdleshen they start
having thabneboyfriend, and they're always with thaeboyfriend, it's them. Something’s happening.
[women agreeing] Something’s gonna happen or it's happening.

(00:17:54) DC: So this brings us to the larger picture. We don’t haveangrehensive sex education
for adolescents. They don't get it in school. Where do they get this?

(00:18:05) W?: From each other. Peers.

(00:18:06) DC: And do you think/ is that good?
[Multiple women at once]: no
DC: So where do they learn how to have responsible safe sex?

(00:18:13) [Multiple women at once]: At home, where they should / [One wontankHere they
should, but they don't.
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(00:18:20) DC: And how do you think they learn that at home?

(00:18:23) [Many women begin talking at once]: by their parents / the pdatking to their children /
but do they? / [laughter...] / But | did talk to mine / | talked to mine, too /

(00:18:44) W?: | talked to both of them. They were small / [...Multiple woralkimy, laughter] / but
many parents don't, they don’t feel comfortable. Their parents didk’'tdahem, you know, like my
folks didn’t talk to me, and it’s just learned behavior/

(00:19:00) DC: What do you feel down at this end of the table?

(00:19:03) W?: You know | had a [...] and | did a survey with teenagers, and theyfdacomfortable
talking with their parents and parents didn’t feel comfortable talking to.tfaey would talk to them
about “the birds and the bees,” and you don't have sex with boys. But when it got ingplhava |...]

so we get a sexually transmitted disease, the conversation wat &at wfost of the information that
they received was from one of their peers. They talked among themsetdewitA some girls, they took
the initiative to find out about these diseases and though out what wassthiictor. But see, they were
very aggressive. But then there was another set of teenagdfsethdidn’t do anything about it. They
was just like hush-hush and they didn’t know anything /

(00:20:02) DC: /So with that information and that background information, do you haveaaghts or
recommendations as to where these young people can get this information?

(00:20:11) W1: From counselors. You know, from counselors at the school/ no /[Elwtphen begin
talking, saying they don’t talk about that at the school]/ that’s trudl, éen the Chur/ the church?
Well/

[Multiple women]: No! No, no [...Laughter]

(00:20:27) DC: Why are you saying that, because [women still talking attdae] you don't think the
church is the place to teach ... [multiple women trying to talk over Dr. CdmBbene saying that it's
not.]

(00:20:43) DC: So I've heard that we know that people are sexually active, nasl a teammate here
who’s done some surveys and so have |, and they don’t really get the informatidhdnoparents,
we’'re talking to them, but we’re not really talking real stuff tinaty get, they don’t get it at schools
[women agreeing], they can’t get it at church/ [women agreeing]/ySguestion to you as a group:
where are they getting it? And we say peers. So they’re getting it fromepebplare just as young as
they are who may not know what they're doing. [Women agreeing] So if that'sdbeacal we've all got
young people in our lives, what is our recommendation as to where we want to erwbthat they get
some comprehensive sex education? What would you do? What would you say to your gtdaddaug
your/ we've talked about where it's not and not and not, so what would you recommeg® doi

(00:21:35) W2: The health department has some pamphlets on sex education and theyhdcska that
do talk about this at the health department. If you don’t feel comfortablerasdngpther or a mother/

(00:21:50) DC: So going to the health department for brochures. Any other recdations?

(00:21:54) W3: If the parent is alright with it, why come we couldn’t hawee®ne come in to church,
you know, someone like you to come in and talk to our young people about sexual activity and
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217  transmitted diseases and stuff like that because if they ddrnttagdnome, they don't get it at school,
218  they've got to get it from somewhere and they’re in church most of thestme

219  (00:22:23) DC: Would your church advocate it?
220  [Silence for a few seconds, then laughter among the women]

221 (00:22:31) W3: Maybe. | do. | mean, my husband, he’s the pastor; | believe he waulthid Imore
222 information about it.

223 (00:22:41) DC: And what information would he need?

224 (00:22:46) W1: He would need the information that would get him right here. Yaw, khat we could
225  go back and talk to our young teenagers about this kind of thing. And as a mattéhefdaave to have
226 permission from the parents to even do it because some parents don’t waiiltrein é&earning about
227  sex and stuff at church.

228  (00:23:05) DC: Ok, so if | came to your church and | was going to do a prevention prodas thhe
229  prevention for sexually transmitted infection? Either don’t have sbawe responsible sex, which means
230  you've got to use condoms. Would | be able to talk about condoms in your church?

231  (00:23:21) W8: In most churches, no.
232 DC: Can you say that louder?
233  W8: In most churches, no. [Other women also saying no.]

234 (00:23:27) DC: You all represent a church, would | be able to come into your churtzikaaioout
235 condoms to the adults or the young people, especially the young people?

236 (00:23:34) W?: Probably not ...

237  (00:23:38) DC: Would you like to speak on it a little bit because you areying to get this program/
238  because this is the first part of the program. The second parttie &latching. So for two hours in our
239  session two, that's what we do is role play, we have fun, we've got dildog, meaking sure they know
240 how to do it, put it on, we're going through the games, we’'ve got poles. And so thate sess and
241  the question is where can | bring that session because there’s notfitudt dibout it, it's for girls and
242 boys, it's just the art of doing it.

243 (00:24:14) W?: A lot of our young people in the church are getting pregnantfiealg
244 (00:24:18) DC: I'm just asking, can | come to your church and do that program?

245  (00:24:23) W?: Well since Magic Johnson came out with this,aé#iy brought this to the forefront and
246 alot of people/ they took it in

247  (00:24:37) DC: You guys represent eight different churches, you know Iqugéséion can | come into
248  your church and talk about the next two hours and it's all about teaching peapte use condoms
249  safely, role play, how to be talked in and out of a situation, and that’s ahdburs is about, can |
250 come to your church? And | think you represent all the other people that weigettr reach to go into
251 church and what we hear is, you can do the first two but not the last two.
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(00:25:04) LD: And that's where Dr. Campbell was saying for me to talk abewsecond half, because

I’'m the one that's out in the community and | do the coordination, and when | talk tospastagl

pastors not the wives but | go to the pastors, I'll say here in the informahand it to him, put it in his

hand, get back in contact with me, and let me know. I've not had one pastor, not onepatiot me

back. The pastor’'s wives yes, or a representative for the pastor, but tatsoshid yes, come and talk.

And what | said to them was yes, it's raw but it's real. And we’re not goibg doing anything nasty or
anything out of the ordinary, we're just talking about saving and proteotasy |IAnd who's in the

church? Women. And we're talking about protecting our women. But they just don’tonzarticipate.

So what do we need to do? What do we need to do to say here’s a condom, and I'm not telling you to go
out and have sex, I'm telling you to save your life. What do we need to do?

(00:25:53) W2: Well | can tell you this: the pastors are preaching aoditg abstinence [all of the
women chime in on “abstinence”] abstinence, abstinence. So it's kindiokatheir grain, because this
is what they're preaching and teaching. [Women agreeing] Now, | don’t know/ Myrudislilhtalk
about HIV from the pool pit (?) but | can count on one hand pastors that I've hearid aneteach
about HIV and AIDS. He used to work with it and he knew | worked with it so he’s agmist. And
we had a health fair a few months ago, and had a lady there talking about it, amdRé said/ and the
girl was passing out condoms, too/ and he said | preach abstinencekbawisgoung folks as well as
old folks, if you know you’re gonna have sex, this is the best way to do it. But alfgpdsn’t feel that
way [Women agreeing] and it's because of what they/ the Bible says.gWagneeing] It's like
homosexuality. It's preached against in the Bible. So when we have homosexuasih#éd our church
and we know/ we don’t know everybody that is/ but those that we know, we are al[Wordan leans
away] you know, you don’t want to sit by/ so it’s just/

(00:27:13) DC: So two or three things that | just want to summarize. To meseeloils don't have good
choices. They're young. They rely on our choices to help give them the infomnaatil the guidance.
And we have no consensus on how we’re going to impart that/ not that we havausebiéthe church is
their dialogue or their philosophy for abstinence, that may not be theldest But neither can we as a
group identifyany place to take our young people. That's a problem for our young people [Women
agreeing] We are the guardians of our people. And | don’t have an answes fént just saying, it's

not in schools it's not in church, the surveys document that parents talktdidgutot at it. So they’re
not really getting the information that they're leaving the house withssaf because it's a difference. |
mean, a child should know that there are two separate things. You should nabdoed gou should
also not come in here with a pregnancy. [Women agreeing] That meant you chosedexhand you
chose to be irresponsible. But if you're not teaching people to cross etlsereight way, can you
judge, can you say something? So where do our young people who start their debut withcsekyal
that carries on to adulthood, where are they learning? And it is autfithang.

[Women agreeing]: It is.

(00:28:30) DC: But we still have to solve a problem because it's not only youngnwydta black people
getting this disproportion of infection, especially HIV, and our young peopleyaind the guardians of
our young people, and we have no consensus as to how we’re going to teach them and guide them
don’t have an answer, but just think about that because we're the guardiartseeangbw leave here
today you have all the information, and now know that you have to guard yourself and alhthe that
you know, but then you have this whole other group, the youth. How are we gonna protect them?

(00:29:03) W?: What you gonna do? What you gonna do? [Laughter]

[Dr. Campbell moves on to Scenario 4)
(00:29:08) DC: I think I alluded to this one, but sometimes | find this in aollEgey’ve been going
together with someone since they were sixteen. They hit college and thegwelating somebody for
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five years. And they’re all in college and then they find out that theiiribog is having sex with men.
Because he’s debuting, he’s coming out to who he is. Or who she is. And also, | just shayed with
about my brother. A married woman can/ suddenly you wake up and that’s in your mhdknyaan,
when that occurs, and if he’s having this behavior/ | think you'll all agrdethii/ If this man who has
this behavior, why is this woman at risk? And I'll add one more thing when you tétleranswer to it.
So why is she at risk? The man is having sex with men, so why is the wonsk? at ri

(00:29:58) [Multiple women talking. Someone says unprotected sex with multiphe s

(00:30:06) DC: Multiple partners. Multiple partners and unprotectedveaxé¢n agreeing]. And there’s a
different rate of infectivity depending on the type of sex you have. And that isdeettee rectum is like
your upper of your eyelid, that kind of tissue, very delicate. Soft tissue. Giveava like this [making a
gesture] you rub it a little bit, it's not gonna happen. But you rub that, it abBod&gcause the insertion
into the rectum and that type of tissue being softer, you have more bretkkejtee STI's, anytime you
have a break it can get in. So that is why that mode of sexual activity/ and jtisthmen having sex
with men anally, a lot of women like anal sex. So that is why we don't just oah who have sex with
men, because that behavior, that's the only insertion and mode, but people whad Hex @ne at
increased risk because of that tissue difference.

[Pause]

(00:31:09) DC: | wanted to know, do you think that you have men who have sex with men behavior i
your social networks? And | think a lot of us today were just talking afmuhear the pastor down the
street’s having that. [Women agreeing] Somebody’s saying you put yourgetheit. So in your
networks do you hear about this? [Multiple women: yes] So it's not an alien thsomething was so
uncommon you wouldn’t hear about it, right? [Women agreeing] So if something iscegmtns out in
the community. [Multiple women: yes] So whether you want to judge it or fostitneans it increases
risk. Soit's not a question as to what to do, | just want a consensus of mdratbeit’s in your

network, if you know about it.

(00:31:57) W?: Yes, it is.

(00:32:05) DC: So what barriers do men have telling their women about theil geesfasences? What
barriers do they have?

[Two of the women (W2 and W7) are leaving for a funeral, DC asks themki® snee to fill out the
posttest before they go.]

(00:32:48) DC: | think when you have barriers it's very difficult for men who mag Has behavior to
talk about it. Do you think women, especially married women, can talk about condom use?

(00:32:59) W?: No, because they all get upset. At least | know my husband wowtaljldeget mad. ...
condoms, after thirty years? [Laughter] No, that won't work. He'llsayething’s wrong.

(00:33:15) DC: Do you think women who may suspect that their mate stepped aut,y@rejust
suspected it, that you can reintroduce condoms in your relationship if you aredth&wen if you know,
can that happen? Do you think that that's an easy thing to happen? [Women: no] &xvésathat
gender thing that we talked about. Women sometimes lose power in thenstigt. You can be at risk,
now you know you're potentially at risk because you're wondering about this in your hegdylman't
really negotiate a change. So married women may have more risks thansinggn. [Women
agreeing.] That's interesting. That's not listed as a rislofaatcording to the Centers for Disease
Control: “marital status.” [Laughter] So it's hard to talk with parsnebout condoms if you’'re married,
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but that doesn’t mean the relationship is closed. And | think | was askinggttiat, do you think if you
talk about this, do you think that’s an accusation to your mate? Does ittimplyou are saying that you
suspect it?

(00:34:23) W?: | think Black men feel that way/ [Multiple women talkihgaame time]
(00:34:26) DC: You said Black men. You don't think other men feel that way?
(00:34:30) W?[same woman]: Well, I've never talked with them. [Laufhter

(00:34:35) DC: You think Black men feel that way. [Woman agreeing.] And whyddhnk they feel
that way?

(00:34:37) W?[same woman]: Trust.

(00:34:39) DC: Interesting — trust. They expect women to trust them. [Womsayajles.] [Laughter]
They expect us to trust them. [Women still agreeing]

(00:34:48) W?: Even when they're doing it. [Laughter...]

(00:35:04) DC: So it's a challenge. So women have some challenges and gspecidd women. In a
world today where being in a monogamous relationship is a very difficult tihimgintain.

(00:35:18) W8: But then on the other hand, black men may feel that when a womdreasks tise a

condom, black men, and | say black men because | know them mostly, they feel ikerttzan has

stepped out othem There’s something there, there’s some infidelity[?] there if tloabaw all of a

sudden now, they had not been used to asking them to use condoms, and you ask to start using condoms,
“why you want me to use condoms?” you know?

(00:35:48) DC: So it works both ways/
WS8: It works both ways.

DC: So it presents some challenges.
Wa8: It sure does.

(00:35:56) DC: Especially when seventy percent of the new HIV casbtaakewomen. [Women
agreeing] So how are we going to address this issue and how are we goingctoprstdves? And
ourselves meaning if it’'s not you, it's two of your daughters, your sisters camaigters friends, and
how are we going to protect ourselves with some of these barriers? Seedlschallenge. | think this is
a carry on: you now think your mate is stepping out, how do you address that?

(00:36:24) W6: I'd give them what you brought here today, and if we take this home and shn our

husbands, he will get the same feeling that we got here today, you know, we needtedtedpon both
sides. And | think he would accept it more by me bringing this here home, and we sit dowa and w
discuss this. Not saying that, you know, what we might do afterwards/ [Laughter]

(00:36:51) DC: But that's just a point of conversation is what you're sayitég yes.] You have gained a
lot of information, and you're thinking, your wheels are turning, so it may be an opjppto bring this
up. Do you think men need this education? [All women: Yes.] Could a woman stand up ahdsgive t
information and/
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(00:37:11) W?: Oh yes, yes they could. [Multiple women also saying yes in thgrdaod]

(00:37:15) W?: Yes, but they would listen to a man more/
[Different woman]W?: And they’d listen to a woman too. [Laughter]
[Woman from line 377] W?: Yes, that's true.

(00:37:28) DC: So there may be some avenues to pursue. So I think there’s an dpporpuesent the
information. And take this opportunity when you go home, because it's a point of @iscatskome, for
it will help you to invite us back to speak at another group that each one of ydunoaufind another
group of eight women that we/ because it's a chain reaction. You're part obthatrk to disseminate
this information in your community. Even the things that you can’t say, you have enough tthhdw
you had another group that I'd be able to entertain that group and keep them focudeely ailtalso
leave with knowledge and information, so we're asking you to help us promgistiram.

(00:38:04) W4: | don'’t think it's taught enough to men. [DC: What?] | don't thiekaught enough to
men, or boys, because as girls we were always taught not to get pregnanhevevaaught about
sexually transmitted disease, | was just taught not to get pregnaiais Buttoy | don't think we talk to
boys diseasesr getting someone pregnant. | mean, you know, | did. | spoke to my son about it all the
time, and | was shunned for that even from the school, you know, when he would talk atosetiobh
because he was a little boy. But the school sent me a note home tellingou&h¥ say such things.

Like when he was five, he asked me where babies came from. | told him thef tntere they came

from, not a stork brought them, because a stork don’t bring no babies. And the schoel itglibeidn’t
have said that. But | felt like if you're old enough to ask me, someone Hastobut there so you

should know the real answer. But | don't think we talk enough to/ because weidechfita

(00:39:07) DC: You look like you want to say something.

(00:39:10) W5: Yes because | have a son that's thirty-three years oldvanttlilove for him to come to
a place like this, because he’s dealing right now with young teenagersathiéhem street boys. You
know, thirty-three, they’re out there in the streets doing their thimgoutd be nice for/ at least | would
get out in the community and bring as many as | could, but they would be adultddreinciAind
especially men, Black men, and they could turn their friends on to coming beaau&apyv, their hip
with each other. And it would be something good to promote for them.

(00:39:48) DC: Ok, well we're gonna keep that going/ this is recommendétiaingou’re giving. |

mean, this particular grant or this outreach was targeting black nvoewause of the seventy percent
risk. And this is no different than what | heard when | did the first tridd thits, is that we need programs
for men. 1 just wonder if men take this information well from other women, versesrtn. You know,
it’s kind of like if you're hanging out and your sister tells you don’t be hangingauiteylike “yeah,

right.” Different than a man telling you, “yo man that's bad behavior.” Do menthak information

from another woman, or do they take this information differently from a nan%ay it doesn’t make a
difference. | think that's what I'm hearing.

(00:40:34) W?: A professional, | think they would.
(00:40:35) [Different woman] W?: They would, they would receive you. | beliBving them in here
today/ [Multiple people talking]

(00:40:43) DC: | can definitely do presentations to them, they may not bavwige[?].... | actually
included them. And I'll tell you what happened with the last thing. But how are wg tgmget women to
be tested?
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(00:40:53) W5: You know, on my husband'’s job, | guess we just/ they had like la fadradtind they had
a booth for HIV so we went and got/ | just went and got tested.

(00:41:07) DC: People that you know other than in that setting, how would we gehwuahgou know
to get tested?

(00:41:12) W5: Well like | said a health fair or like you're doing odao you do those type of/
(00:41:17) DC: Mmhmm we have testing for anybody that wants to be tested.
(00:41:23) W5: We could invite, you know, more adult women. | believe that, you know/

(00:41:27) DC: So you would help us sponsor something and do something, because this eswardt w
from you guys to help us disseminate and invite us and tell us where to presdeypes of
presentations to increase the knowledge in the community and offegtesti

(00:41:42) W5: Because | know with children you have to get consent from thaitgpto be able to/
(00:41:47) DC: And that's why this is oldérhis particular group, what we're doing is for targeting that
older population, eighteen and above. Because there’s some special things you ageldsoents and
they learn differently. So when I've done adolescent programs there’saotaifdPlowerpoint. They just
learn differently. So when you're targeting that group it may be one or two ket pioat you're trying

to make but it's a different presentation according to how they accepmiafion. So it's usually a little
more interactive and you're usually just trying to get one or two or fuiegs across, as opposed to this
is more just like you were taking a lecture or anything, you're seeirggartépectrum. But young people
don’t necessarily get that information that way.

(00:42:32) W4: Do you offer classes like that? For the parents to icomth their kids?

(00:42:38) DC: I'm smiling because | did this program... [DC talks about how @aofhe first SISTER
Talk program were asking for parenting classes, and how she would go abougteacénting and
adolescent classes, and that they need to be separate. DC asks theftgiroupttte post-test, and to
please give recommendations about where to take the program next. One wageatsdaging this
program to the fraternities and sororities to reach the younger people.]

(00:49:50) [END RECORDING]
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FG10002 — Transcription Goldsboro, NC Recorded 10/1/11 (10am)

8 Participants Best Grove Missionary Baptist Association

DC = Dr. Campbell [ ] = side notes/commentary of what is happening
W# = woman/participant # “’ = paraphrasing

... = unintelligible

/ = pause or break in the sentence/ interruption/ sudden change in tepimdi
444  (00:00:00 -00:04:00) [DC finishes the end of the educational section, and thegfosus group portion]
445  [DC Begins scenario 1]

446  (00:04:15) DC: As a gynecologist, this is something that | see allntiee Tihat a woman comes in that is
447  married or in a long term relationship and she has her third sexaagniitted infection, and she’s

448  sitting there with me trying to assess this. So, you know, it’s not like | dalk’to her the second time or
449  the first time. And she’s married, and she has her third one, you know. Whatsogowith that? How is
450  she/

451  (00:04:42) W8: | have a question. So, | work with teenagers in my church, so young wbhamen w
452  repeatedly get BV ... they are sexually active, is that part of také mp?

453  (00:04:57) DC: Yes. BV is just bacterial vaginosis, it/ this particotganism is in the vaginal canal

454  whether you're sexually active or not. But we do know, that once again it's bétsitisere, and when
455  you're sexually active you're doing this for a while [DC making a gestusbing hands together] and the
456  vagina has to equilibrate. And when it's trying to equilibrate from that rdima of reaction it

457  overshoots with this normal flora, and you get what'’s a little bit thainddasther you, to a lot more that
458  bothers you. And so it’s kind of listed as something that occurs from sexualadiRéferring back to
459  scenario 1] But what do you think is going on with this woman? | mean, is she dagifrgm the toilet
460  seat?

461  (00:05:40) W1.: Either she’s got somebody else over on the side, or her husbandeaipatdsoom the
462  side/ [Some women laughing, talking at same time]

463  (00:05:48) DC: And sitting here is a woman who'’s getting this for the tiirel §0 as her doctor I'll ask,
464  are you out there, do you have/ you know. The statistics are 70% of times rtiathend 30% it's the

465 woman, so it's not that we'neot out there, but in my situation, just like in counseling, women are pretty
466  much/ maybe it's not the truth, but are likely to say “yeah, | slipped up onediaiever, and it's a

467  conversation about how to be safe. What happens when you have to say it's yGuivinattedoes that

468 mean when you have to say, “well I'm not,” and I'm saying this is sexually traesimi¥Vhat does that
469  mean for that woman?

470  (00:06:28) W2: Time to go home and talk to their husband.
471  DC: Or at least to deal with it/
472  WL1: or something! [Laughter: Women repeating “or something!”]
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(00:06:37) DC: Do you think it would be an easy conversation? [Women saying no.] Donjoif’ hi
even going to happen?
[Many women talking at same time. Most are saying yeabh, it's going to happen.]

(00:06:48) DC: As a mature woman, how do you think/ not for you but maybe other women you know,
how do you think women of your age are going to handle that? [Laughter] A conversatieimeecur,
is she going home, she’s sixty years old, is she going home/ [Laughter ...}t {8 Basy conversation.

(00:07:13) W5: It might not be a conversation; it'll probably be a fight. [hear

(00:07:21) W6: And I think we need to go to the docdide.You go and | go with you. That's the most
sure thing/ [...continues talking at the same time as DC]

(00:07:28) DC: [Multiple people talking] But certainly, the convematias come up that somebody has
been doing something/ but when you bring up a conversation that something is brokemewkshas
stepped out, it brings out all the rest of the stuff. What you going to do &bdiau know, so it's/

(00:07:44) W3: Pack my bags. [Laughter]

(00:07:50) DC: And we can say that, but when you end up in those real situationaythradtine what
you do. [Women agreeing, talking]

(00:07:56) W1: Right, and something else, that may not be what you do and depending orethat pov
level, you might can’'t do that. Because you're like, where am | gonna go? |dampdack all day

but/ you know, women and these children, where they gonna go? And so they be quiet, agiat stay r
there.

(00:08:12) DC: There you go. So you want to say it, and you know you should, but all these @adher soc
things hit you [women agreeing] and as you're riding home, whether on the busoar iray, you're
already making the decision not to address it. [Women saying “thdtt8] apd | think it's more

common than not. Because any time you start to address it, then you've goessdlddmrest. [Women
agreeing]

(00:08:34) W1: I'd probably plan the whole situation out: now I’'m gonna go home, and I'm gonna s
this and it could either turn out this way, or that way. [Women agreeing]

(00:08:41) DC: And some of it could be threatening to you. Some of them could be ysical
threatening. If you're not in one of those safe relationships and you think you havplsaioal stuff or
mental abuse, you know, what is the old thing; you can catch a man with his pamtgrdbiae’ll say
“wasn’t me, wasn’t me.” | mean we laugh about that because we’ve seendheaad that, but you can
imagine that that's part of the conversation, too. And then people are tufirgyreund, because if it
wasn’'t me, it was who? [Women: you.] Right. So it's not easy [Women agreeinghijbutadman has
had her third infection/

(00:09:18) W8: Now | could take this situation and hypothetically just thinkbefing a black female
who'’s high ranking, has a good job, and she goes to the doctor and he’s just told beenasheloesgo
and talk to the husband, and kind of have a conversation with him, and say “ok, thislisvatnld like
for you to do.” And then say she gives him a time frame but he doesn’t do it, and tlwndseback by
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saying “but | haven't cheated on you, dada da da” but then he wants to catetotonake her feel good
because she’s taking care of the kids, and he decides he wants to/ sagssiodé we've got to use a
condom” and he says “I'm not doing that.” Well then he just left mad, so titgréfgresses on like that
and he still doesn’t get with her, and doesn’t do what she asked him to do, themlvéat you said
ride a bus.../ this is when she said “you gotta get out of my house.” It still briogsf, like, issues.

(00:10:27) DC: Absolutely. It's very complex. You it's/ we're all agngehat there’s really no easy way
that it's gonna be handled, and all of those things come in, whether it's paretigir class, or children/
all of those things. So it's not this poverty and low-education women havfialtly responding to that,
there are educated women having difficulty responding to that and theyomndasg to keep one. You
know, “I finally got one, I'm trying to keep one.” Because they lose that ecorsupijoort.

(00:11:03) W8: You made the statement earlier “well I'm doing this forfdren.”

(00:11:05) DC: Yes, there you go, there you go. So it's complex, but it effects eus.sist

[Moving on to Scenario 2]

Alright, how is this one, what would you do? You find out your sister's husband isgaviaffair, you
know this.

[....Multiple people say something at the same time. Laughter.]
(00:11:23) DC: ... You said you'd tell her, how you gonna tell her, what would you tell yoen?sist

(00:11:27) W2: 1 would make sure | had the proof/
DC: So you'd get proof? How you going to get your proof?

(00:11:31) W2: | got my ways. [Laughter...]
W1: [Multiple people still talking] Camera... pictures/

(00:11:42) DC: So after you get all your information, what are you going to do @ith it

(00:11:45) W2: Bring it to her and let her know what's going on, and then like | said/
W1: Go and pack my bags/ [Laughter...]

(00:12:00) DC: You think that's what she’ll do. You think if you told her and you showedllhlis
information, that she’s leaving.

(00:12:05) W1: Well you've got to pack her bags for her. [Laughter]
(00:12:08) DC: Why do you think you may have to do that?

(00:12:11) W1: Because of all the things we talked about. You don’'t know vguét'g on in their
household and what they're talking about and what he might say, and what shd’sfafand about the
children and all of that, so you go ahead and do it for her.

(00:12:26) W2: But even still with that, if my sister has four kids, ant gfaeking her bags, her and her
four kids aren’t coming to stay with me. [Laughter] Whatever you need to do, youthadkkecision
[laughing, hard to hear] ...and I'll helpuwith that decision, but | would still present the information.
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544  (00:12:42) DC: So somehow some of your strategies is also making sureulan’t get overwhelmed.
545 [Women saying: “right.” Laughter.]

546  (00:12:48) WL1: But you do have to think that. I'm telling her this and what does shaelyk, can |
547  stay with you?” Right?

548  (00:12:58) W2: Because the truth is a lot of/ when the wife findsheutusband is having an affair, in
549  their mind the first thing they think is “I'm leaving.” But reality seisand most women don't leave.
550  They work through it or try to get through it/ just leaving doesn’t changth¢hat she was still

551  exposed, you still need to deal with that.

552  (00:13:18) DC: Absolutely. So | think you made some good points, that knowing ssiti'ddetermine

553  what you're going to do. And we talked about the one button, and we talked abuot the many batton wh
554  you don't want me to get to know a little bit of that too, so they’re tryingaik whrough that, and also

555  as/ hopefully you'll either recognize that/ if they grew up from poveriyas they need all this

556  counseling and these skills to be built up to, and people do have better resptinseanseling, so men

557  play a role in helping that process as well. But certainly/ | just teassk the other side of the table,

558  wouldyoutell? Do you think women of your age would tell?

559  (00:13:55) Wa3: | would/
560 WS5: | would, too.

561  (00:13:59) Wa: I think | would be/ | would, and if there are children involved, atgaylavould do what
562 | could do to help her in that situation. | would not come out and say “he had an affaiypwigginna
563  do?” But | might say, “well you can come live with me for a while and see”/

564  (00:14:19) DC: The grandmother stuff to make sure they're all sgifie, Andmen??may be different
565  from the woman with a husband, moving four kids with another woman, even your sister, inwrith y
566  husband may also present some challenges, too. Now you present thempmothéarbusy situation,
567  although it's your sister. Maybe/ [Laughter] Why are you all looking at mehi&e [Laughter] But

568 certainly, she may be thinking, “I'm not thinking that my sister’s going to atj but she’s not putting
569 anything off the table because we live in a world where anything can happba,gut protective, where
570 as a grandmother or an older person needn't feel threatened by that, so younkigrg tinbre of safety.

571  (00:14:59) W3: Right.
572  W1: Exactly.

573  (00:15:04) W6: I've got eleven sisters agdéw up with none of them[?{DC: Okay.] So I've got one,
574  she wouldn't listen to anybody if they said jesus was/

575  (00:15:18) DC: Even with the pictures she’s not/

576  W6: ...you would tell her, and and she wouldn't/

577  DC: Alright, that's a good thing/

578  WS6: So you'd have to know...

579  (00:15:30) DC: That's valid and | hear that. That some people will say, | #nsywerson and I'm not
580 going to tell. Because they're not going to believe me./ [Someone talkingliatkground but it's
581 muffled.] What do you think the reaction of that person is once you tell them, anagotvéhave to deal

75



582
583

584

585
586

587

588

589
590
591
592
593
594
595
596
597
598
599
600
601

602
603

604

605
606
607
608
609
610
611
612
613
614
615

616
617
618

with it. Do you think they’re always glad you told them or do you think some peopleaa® fiMany
women saying “mad”] So now if you lied, do you think you'd get that reaction too?

(00:15:55) W2: Yup, do you.

(00:15:59) DC: So sometimes you might risk losing a friend for a while. [Wogreeiag.] Because
people are reactive.

(00:16:04) W5: They get upset with the messenger. [Women agreeing.]
(00:16:06) DC: Absolutely.

(00:16:08) W1: And that is a little understandable, being upset with treenmgey, because sometimes a
messenger/ every messenger is not your friend. [Multiple womendalKi Every messenger their
intentions are not good, and so when a person is in a stressful situation, yoaatgndecide for who
has good intentions and is coming to you with this information, because you're ajreadg/thinking
about the fact that someone’s having an affair. You don’t have time to stopyaridks now is this my
friend? Or did this person never like this person anyway? Or is this gastaelling me this because
they want some drama and have something to talk about on the phone to everybody?” Yawdon't k
You can't think of the secondary, you don't have time, and you don’t have enough/

(00:16:51) DC: You've got too much on you/

W1: Yeah, too much, yeah/ So that | think is why a lot of/ sometimes, people getvithsbe
messenger, is because they're just mad at everybody. And so you know, thascaretsmes/ so it's
hard to decide whether or not you wanb&the messenger. Because you're like, “okay are they going to
be mad at me or not?” And it's just/ it's a difficult situation foesibody involved.

(00:17:12) DC: Yes, yes. But today she didn’'t have HIV, and you made a decision,eardatey she
comes to you and she tells you she’s positive and she’s acutely infected. oufeel?

(00:17:26) W5: I'd feel terrible.

(00:17:28) DC: So now that you’ve got this information, you are a messenger windonamtion, who
knows what consequences of behavior is, and you're not strugghfy aay you're not, but in hind
sight, today she wasn’t infected when you were struggling with this perdeciaion, and you made a
decision based on whatever, | don’t want to be the messenger or whatever, araha yelaalf later she
still didn’t know, and now she’s infected. How does a family... so there’efdtsngs that you're now
going to have to deal with in your decision on what you're going to do, because thgsenthy hit your
plate, because HIV is very common in our communities, right? And affairs grear@mon in our
communities. So having people, breakage of relationships, are things teageneg to have to deal
with, with knowledge that we’re going to see in our family stuff and have ke maecision on what to
do. And it's no easy decision, it's not to give you a decision, but you now know that terségjuences
of not telling, that can put your sister at ... profound, isn't it? [Women agygdig decisions.

[Moving on to scenario 3]
(00:18:37) DC: Alright, here’s your kids now. You know, they're tough to deal with,>i§btyou’ve got
a teenage daughter that's coming home and she’s/ | say this may be her natkég'iperson. “You
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know, all my friends are busy and they got lots of friends and they're sergtilg.” And you're sitting
there listening to this. What do you think this means about her?

[Many of the women starting saying “she is too.” Laughter.]

(00:19:00) DC: She might be busy, too. Certainly when you're sitting there tigtemthis, if she’s
hanging out with friends who are that busy/ [Women agreeing] And so, hopefully yonkightfdoes
she know what she’s doing? Does she know how to protect herself? Does she know aljohbilV/?
that you've come to this presentation, what you gonna do?

(00:19:21) W1: Send her to Soleigh Sisters [?] we have a prograhafofltaughter]

(00:19:26) DC: There you go, SO community resources. Because sometimeseas, atpaay be a hard
discussion for you. [Women agreeing] You know, and it's not what you want someone to dbabut w
they may be doing will be putting them at risk, so you need to now know the resouyoes i
community if you don’t feel that you can have that conversation. But certaipbur mind you're
saying, “uh oh! [Women agreeing] Something’s on my plate.” And | now know information,ngw, k
she doesn’t know how to protect herself, she’s at risk for sexually trasdnmtections, any of them.
And we talked about HIV threatening your life, but what we don't talk abouttiscale other sexually
transmitted infections causes infertility. [Women agreeing] So whe's seady to have children in the
future she’s not going to be able to. [A few women echoing DC] Because yonaygifection, twenty
five percent, every time you get another sexually transmitted infethi@ninfertility risk increases and it
may be why we see a lot of infertility in the thirties. Because yowt@accident prone because you're
.... So you know, it certainly represents | think the discussion is, “how does a cogngdusate its
youth?”

(00:20:36) W2: When | was a teenager, my parents nevenbaelever, ever talked about sex. My
grandparents, aunts/ they wouldn't/ if | even hinted about asking them/ “justddait’tust don’t do it!”
DC: Okay.

W2: And that impacted me a lot as a teenager because | didn'tigenibfy parents but | sure heard
from my friends and what my friends was tellin me | kmawis wrong, but then | didn’t know it was
wrong.... [Laughter] | just did like you said, crossing the street wasn't evemipglist crossing the
street. But now as a mother who has two teenage children, they get tinedsek talk from me.
[Laughter] [ tell them/ I'm telling them everything and then my parents angrandparents are like,
“you don't think they’re too young to hear that? You don't think”/ Well, um, a coofpyears ago the
herpes commercial came on TV and so my son was like, “oh mom that's what yaikmasabout this
...” My mother was like, “what?!” [Laughter] “he’s just eleven!” I'ike, “he needs to know!”
[Other women agreeing, saying “absolutely”] “It's not a conversationyantto have, but it's a
conversation that yoliaveto have because my parents and grandparents didn’t talk to me about sex at all
now I'm in overkill talking tomy kids about it. But I think if | would have had someone to talk to me
about it/ especially my family whether it was an aunt, uncle, whati#\demade a difference in some of
the choices that | made. So it's very important that we talk to them. Theykgotwv, whether we're
comfortable with it or not, you just gotta draw a picture, a diagram, oetbamy. [Laughter] They need
to know. [Women agreeing]
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(00:22:05) DC: So as a follow up of that/ now thinking, putting on a community hat, wewdwthat in
our communities, wherever those are/ our communities of families, our conaawifithurches,
wherever/ that most of the women in those communities would feel comfontigibinat kind of
conversation? Having those conversations/

[Women start saying “no”]

(00:22:22) W1: Ithink it's based off of/ | think it's maybe your occupation. b&en thinking about my
friends and we’re in our late thirties, early forties, and the ones of tHosane comfortable are those
that are addressing this every day. So | have a girlfriend that wohes iinféctious diseases department
at Duke, and she’s comfortable. I'm a counselor and the ones that are sok&bwwounselors/ we're
comfortable. But | think most people are not. | mean, it's evident by whcesiméine workshop today.
[Women agreeing.] You know/

(00:22:53) DC: And so, if we're saying that in many of our communities thahawe in, it's by that and
most people are not in these professions/ [W1: Right] So, as a follow higt,ofid we think that most
people are getting this information?

[All women: no]

DC: We've got a lot of people ... in the room.../ [Laughter... multiple womenng]kiSo you know, we
may be called upon as community members to have some inputs and some diffedsninldieferent
places [women agreeing] because even if you know, we have many hats. Weecaarhav
spiritual/religious hats, we can have our mother hats, we can have ourloosiied/ but there has to be
a hat on to say what's good for the community’s education of responsible degisibns of youth, and
then if we’re thinking about that/ because we want them to surviveheaisttazy years, you know, their
youthful years, where are we going to recommend that happen? | mean, are you gwiitg taei into
your churches, put a hat on to teach that, are you gonna send all of thelmigt®? Where are we going
to advocate for that to happen, as communities? And if we're not part ofgstitei problem, then we're
what?

[All women: Part of the problem]

(00:24:10) DC: So sometimes we have to close our doors on ourselves and retbegaizas that we're
either solving something or part of something, and hopefully more programiisikestp us to be more
solving, and you know separate from/ because we can take this hat off, bectsis@ ihgortant hat,

but we’ve got to puthis hat on for right now, the community hat, and make/ and be a real advocate to
help make those decisions, because we're still saying no. This hat cvesalieryou should say no, but
this hat over here says, information, safety in crossing the stredy, ¢fafesponsible decision. And
making that available.

(00:24:44) W1.: | think that's a great analogy or a great example that yewabaut the whole crossing
the street/
WS8: You don’t want your child to cross the street but you do teach them how to cressdie

(00:24:59) DC: | have one last scenario, and | think | touched this a ltttle bi
[Technical difficulties]

(00:25:40) DC: We talked a little bit about this, because | gave yorsanaé story, but | think, or maybe
I should ask you, do you think this happens more than what we like to think? So it not onlyshappe

78



698
699
700
701
702
703
704
705
706
707
708
709
710
711

712
713
714
715
716
717
718
719
720
721
722
723

724
725
726
727
728
729
730
731

732
733
734
735
736
737
738

married women, because you know, we think that this is safe, it's our geartigs person wasn’t doing
that/ we see this a lot in colleges. Because people have boyfrihdgl&iends from high school, then
everybody goes to college and they're trying to figure out who they are, arme tieploring different
things, and so you could look [wake?] up as a married woman or as a college sud&nbw, young
and your sexual activity, 22, 23, 24/ and realize that your man is having sex with men. Amnodwou
think | covered that very clearly, this person really at risk, and not everybakigs the decisions on what
they do with this/ it's very different. So it brings up the discussion th&tp®t) common do you think this
is, do you think that people just might know this [?], have you wondered about someoadaxhog
bisexual behavior? You know, in your sexual networks, and networks of where you seassm
married and then you wonder what else they're doing. Because sometimedikesthist doesn't exist,
and this is the time to think for a moment, you know, we really need to touchsitu@i®ons/ we know
most of us have thought about this at one point or another, thinking that this gezsposed. And |
think | bring this up because I think that sometimes we’re exposed to sont®igemnd some things
and it has nothing to do with you.

(00:27:17) W1: | think that we don't really think about exposure.

DC: Okay.

W1: Because | know that I've said, and I've seen in the past — not recenpedpls that are married that
you think that the man may be gay, but we just say, “oh, everybody always/ hg/s abtiag like

that....” [Phone is ringing in the background making it hard to hear] | don't thimdg@eeally about,
“does she know and does she know that she’s at risk?” | think we just said, youWiegust say oh

I'm married and everybody always knew he might be gay or everybody knew hi MgM/

(00:28:00) W8: The way he might walk, the way he might talk/

W1: And people, “yeah they used to say that, but he’s not gay anymore, and you know, he’sdaken cur
so that means that he can’t be/ and | think people are saying/ but are wietyusirag a blind eye to the
fact that she could be at risk? | don’t think we think that far. | jusktive just stop with the, you know/
who his boyfriend’s supposed to be, and/

(00:28:36) DC: But if the transmission of this is multiple sexual pastrip behavior and it's both
heterosex/ same sex and opposite sex, and the onentloatat risk is the person that's with someone
who’s having a cross-over to/ you know, they’re at risk, and you're right, | donk e think about it.
So this is an opportunity not to have an answer but/ some of this will stakefoly ou know, I’'m not
sure what we can do, but this is to say this is more common than you like tcatidréd| of those women
or people are somebody’s sisters or brothers/ and so it’s like you hagéuhtibn where what would
you do if you find out your sister’'s having an affair, that affair could be wittanatan or another
woman, and that's/ that person in that situation is somebody’s sister.

(00:29:28) W1: Right and it takes it to a different level, a highezl Javhen it's a man. So when you find
out that your sister’s husband is having an affair with a man, her responsdéasfterent by me telling
her that, because 1) it's going to be based off your/ the way you're tellihglljothat stuff, it may be a
little more acceptable if it's a woman versus a man, so now she hasatoatdtin way, because of how
you came and told her about it, and who else knows, and now it turns into a largemidgust/ | think it
might not be the response you would have had if she had found out herself. It mightdaae
conversation, but now that everybody knows and all of that you gotta act andiféerd maybe she needs
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739  to do something different/ which then keeps it a secret, he denies, and tloas loatp the next partner
740  and is sleeping with.../

741  (00:30:28) DC: It's real complex. It's not easy to deal with either. $idenot easy to be the woman

742 where you're exposed to that, or be the family members or community metmekaow. But HIV is
743  increasing in our communities, and so maybe some of the ways we’'ve responded itl the'lphave to
744  rethink the ways we respond to that. We may want to have more relationghipemso we’re bringing
745  people to her. [l believe DC is pointing to W1, who is a counselor.] [Laughterdnt you to go to a

746  counseling session...” [Other women start talking too] So there’s joking;$séfious, that we/

747  because when it's my sister and that’s happening, | really am now goingeteoha@spond differently.
748  And | may not feel that safe saying it and | maybe misinterpisa ilye’re gonna have to find community
749  ways to deal with it. Because reality is maybe we don’t care as long gbaigjust use condoms.

750 Because that's really what this is all about. This is realyto judge any behavior, because maybe if he’s
751  busy with him or her he’s not that busy with me and | don't feel like being thatibasiright.

752  [Laughter] | mean, that’s the stuff you never know, when you're working the stonhenddrmation,
753  they all/ we use condoms.../ [?] the paycheck, the rent being paid.../ Sdyit aeal that may be the

754  message that we're coming across. | just think you need to protect yourselkndw, knowing that ....
755  People are just getting busy with everybody. [Laughter] However you waaytit, I'd just like to make
756  sure that you're protecting yourself, you know, and that’'s the same [?] wiihgreake your relationship
757  is closed. Be the first in the conversation. This is really to takg gvegudgment about who was having
758  sex with who, because wouldn’t we all be just sad if we woke up and trying to be manusgaas never
759  what it was supposed to be. | mean, we're taught to think that way, but you knowyiardtha!

760  kingdoms that’s not correct. It's not that it's not correct, it's ibsnhot the norm. We're making it the
761  norm for the human beings, but maybe it isn’'t. And maybe it's not. But mainly the onlyhkingessage
762  istoday, is that people need to protect themselves, they need to leariighe pkotecting themselves, if
763  your relationship was tightly closed and you know about that, that’s fine. We hgsdonaake sure

764  that's occurring, you know, you can have people do polygraphs every six months,ghepanilike it/
765  [Laughter] But, it's closed. Whatever you gotta put on the table tofbe sa

766  (00:33:12) W5: | have a concern about a lot of young adults between the age&%for 30, that are
767  having children by different partners, so | know that they’re not protec¢terggelves. So you know, if
768  they're having all these children they're not having protected sexegd#tve the potential of getting
769  HIV.

770  (00:33:34) DC: Absolutely. And on both sides, where do men learn their sexueaidodtam? Where do
771  they learn their behavior from? I'm throwing this out, where do you thinkldaaw it from?

772 (00:33:52) W6: Parents or children themselves. The young ones are havie®y badiyou can't teach
773  anybody anything you don’t know.

774  (00:34:03) DC: Well that's true, so we have generational/

775  (00:34:06) W4: Sometimes it might be out in the community/
776  [Multiple women: peers]
777  DC: And where else?
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778  (00:34:15) W1: TV
779  DC: TV? [Women agreeing] Where else?

780  (00:34:19) W8: At the church
781  DC: At the church? [Laughter]

782  WS8: You think about it, you got families, generations of families and iigke ¢hat just repeats/

783  (00:34:34) DC: So this is their community you mean/

784  WB8: Yeah in their community/

785  DC: So the church is their community and that’s where the cycle imgtg#} from/
786  W3?: It's maybe where they live.../

787  WB8: Well, they don't live in the churches... [multiple people talking] i'sHe churches, not where they
788 live, but like, that family, they might have a large family, it séhftem the great grandmother or

789  whatever, and it made that cycle/ it just came down the line, | meaght not have happened with

790 every single male or female, but the majority/

791  (00:35:04) W1: So that’'s what they're doing/ [Multiple women begin talking]

792  (00:35:09) DC: So it's in the church but it's because it's that farilyjt's really that it's in the family
793  where it's teenagers, having teenagers, having teenagerd pat&s right.] Where else do you think
794  boys learn their sexual behavior from? There’s one big one we didn’t put on the tabl

795 [People start talking at the same time]

796  (00:35:37) W2/W8: Older men.

797  (00:35:38) DC: There you go. They learn it from other men. [Women stardadkisame time] Look at
798  other animal kingdoms. The females learn behavior from females, aad firtah males. So, men are
799  gonna learn sexual behavior norms from other men. No matter what you say to tkemales, they are
800 looking at what the other men are doing. Right. So if we’re not having men who iagettekleadership
801 like these things and teaching other men and getting away from that bddgeofind slapping five and
802  whatever, no matter what we say as women/ that's the norm. And you know, veeistarisaying sex

803 feels good, it's an orgasm, so you telling people to defer and modify somethirmyttent it is a way of
804 feeling good, and it feels great. So it's a hard thing to/ it's almiesybu have to be mature enough to
805  give up a little bit to get something else. You give up a lot of diffesegasms, a lot of different people,
806 for stability, calmness, one on one dealing with other things/ it'schtilices. And teaching people to

807  make those choices comes from their environment, and what they begin to vafuge'& bringing

808 them up in a one-parent household, are they valuing relationships? [Womenirgswad And no

809  matter what we say as women, they’re looking at daddy. And boys see/ jugé lde= our mother’s

810  stuff/ boys don’t see some of the stuff that the women are doing, because welrg picthe women’s
811  stuff. They're picking up the daddy’s and the uncle’s stuff. And | say alethacles and daddies are

812  somebody’s husband. So all those things to help address, to motive our men to get in cotmbeling
813  better men, take leadership, and also share their stories. Becaus¢haylasart to share their stories and
814  the things that they learn, even from the bad behavior that they used to do b aavy, they’re not
815  sharing that with other younger men so they know the price. That's why everybadkjigrthe same

816  mistakes. And then they're blowing up their relationships, they're bipwp their house for the orgasms.
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And then it just leads to more and more stuff. And so back to the teenaberk those are cycles,
maybe. And we still as a community have to come together and address that.

(00:38:16) DC: So how do you think that the gender role, being a male or femalts, thiéeway you can
talk about this sexual behavior? We're almost finished. | mean, do you thinstleay to do this, do
you think that men have an easier role than women, or women have an easiien/ad@d in a
relationship that's married, how are you gonna talk about condoms? | think mydissioging to step
out. I'm not sure yet. How am | gonna introduce condoms to protect myself?

(00:38:46) W1: You can always say “the doctor said...” [Laughter]

WS8: | think you have to have a comfort in yourself, because any health, nutritiorth| hedljust
wellness, some things that | dealt with in my .... is just come out and saydarl it's not .... | mean
you have to be matter of fact, you know, when working with teenage girls and pagd¢eg | mean, I'm
like, okay, let's have a conversation. | mean .... This one time talking &zlageabout my son at school
was about what they did in school, and who's trying to talk to who, and trying toheragrom learning
all about them, and so | end up finding things like, “well | didn’t even know that and I'm thirt
something” [Laughter] You have to have a comfort level, because then stiemad about her
teenagers, and the grandparent. Well, my grandmother is not gonna talk t@ybsexiband stuff, and
I'm forty. But she’s not gonna talk to you about it, but she’s gonna motivate you to ged b, but
you've gotta have that comfortness to go to/ it doesn’t matter who itdssay, you know look, | see you
got two kids and you're struggling, do you need to talk to somebody? | mean, you got tegusiaha
ability and concern as you/ you've gotta have the concern and care and you warth&d person better
and improved. Because if you don't have the care and concern it's hot gonna ahgtigng. And that's
not just from us .... That's from... [?]

(00:40:25) DC: So it has to be some good intentions, there has to be a littieerssss there, a feeling
like you want to protect yourself, and so you're willing to have some coniersat[W8 says
something] but it's certainly not easy. Do you feel that/ | think we covergd thtle bit, that it's easy,
that married women can actually go home and have this conversation? | thinkstwitimgome stuff.
You know, on your way home you're thinking about some stuff. Like what? Like what he’s gmyina
[women agreeing]

(00:40:55) W1: Right, because originally you say “I think we need to start umntipms.” I’'m gonna
think like, “what you been doing?” You know?

(00:41:03) DC: Even if I've been doing stuff | want to know/
[Women agreeing, start talking]

(00:41:06) W1: You know, just mentioning like/ as the husband, | would think like, svelmg want me
to/”

DC: “Well did she catch me?” [Laughter] | mean, a lot of things go in/

W1: And he might be thinking “I've been meaning to say that for a long timelffhjtssughter] “I'm
glad you brought it up”
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(00:41:30) DC: And so we have to learn how to say it. And just like anythinglélsejdy not be what
we’re doing, but we're thinking about that, so maybe we’ll learn from alhfioeemation you guys are
sharing from us that we need to have a married women'’s, five women in a thing, emdolegplaying
how to introduce condoms. And | don’t know, but that's why we tape this because weaesdpeople
need skills, and if someone hasn't role played that, and know that they camsdifferent ways, they
may not know how to do that. And we can’t assume. And maybe a lot of us may be having these
conversations because we're dealing in a world where closed relatiodshipstay closed that long,
they open up periodically, and it may be conversations that we need to begin to figuwes 6o have, or
once again having community places/ which she has this program and thesfiea Laughter] it's
about how to do that. It's about how to have that conversation, and how to recloseatmnstdp, and
how to have a conversation with a couple of sessions as to what's going on in atomskip, why
things are broken, and what are we gonna do. Are we always gonna use condoms, are we gonna
recommit? All those kinds of things. Well | think you said that. If you havectiratersation, does it
mean that you were cheating? | think we think that initially [Womeneagg We think that they think
that, or/

(00:42:56) W2: We think it. [Laughter]

(00:42:58) W1: And them too until they come into this session and hear all thatheard, they're
gonna think thayou're cheating. Because they don’t have the information to know why you would ask
for this. They don’t have the information that you now have.

(00:43:15) DC: And what if you're not in one of those safe relationshipk® ok relationships we don’t
see that because it's behind closed doors. But it's a power thing, when senpiysecally more
powerful than you, if someone has more resources than you do, they control thestdati®vomen
agreeing] So if you don't have equality in the relationship because otphgibuse, mental abuse,
economic issues/ can you really have this conversation? [Women mumblinty 84ystg no, even
though it is obvious they don’t want that to be the answer.] So you/ can you imaginsilegithg at risk
and knowing that you're at risk and not being able to have any power to reducesly@und then
suddenly showing up with HIV? [Women are silent.] And we see this everyaay practice... because
this is where live, your/ the people are coming in already infected from 13 t@ojd/ So you know,
it's not always that easy. These other things, do you think we impact them?caa'wedge, right?
[Women agreeing] That's the purpose of that question, to say you never know gaiag'®n with
someone else, and so part of this is just having lots of empathy, lots oftandierg, and be able to say
what do you need? How can | help you? And they may not be able to give you the story, bubtsere’s
of other things that go on, and we just need to be able/ and people just need tohdtrimegause then
maybe they want to talk with you. [Women agreeing] If they hear you talkingartarcway about other
topics, and I've got this serious thing going on, | might not feel that you're asifen to talk to. But if
you have empathy, you show these things in other ways that you talk, someone magfefegking
with you or asking you to counsel them for a few minutes. How do you think | may wanthis?@ his
is going on, they know you can't give them a good/ well not a good answer, but thewgtilead a
friend’s advice, well I'll be with you, I'll stay with you, whatever you w&msay however you want to
do, and I'm always gonna say, “l know Dr. ... [?] she’ll take you, let’'s go to her.” Becaygounseling
when | went through a lot of things | had to go through some counseling, and mainly myiogumas|
just so | didn’t kill anybody. [Women agreeing] And to deal with my stuff that saséad violated me
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and disrespected me, and my anger toward them/ So counseling is two ways. Yaugedwer all
that, before you can deal with stuff. It's not easy. But you know, it’s helpful.

(00:45:50) [DC then asks how the women would promote testing in their comrauRiieple say: get
one as part of your annual gynecology exam; and have HIV testing days and offer fogde<Ddh to

talk about picking up HIV early and getting treatment early, and how thailoanthem to have a
normal life expectancy.]

[00:55:51 END RECORDING]

84



904

905

906
907
908
909
910
911

912

913
914
915

916

917
918
919
920

921
922

923
924
925

926

927
928

929
930
931
932

FG10003 — Transcription Goldsboro, NC Recorded 10/8/11 (11am)

12 Participants Best Grove Missionary Baptist Association

DC = Dr. Campbell [ ] = side notes/commentary of what is happening
W# = woman/participant # “’ = paraphrasing

... = unintelligible

/ = pause or break in the sentence/ interruption/ sudden change in tepimdi
[DC says she wants to find out the opinions of the women, and is going to possceniagos. ]
[DC starts SCENARIO 1]

(00:00:30) DC: As a gynecologist | see this a lot — we have a marriednyomawoman in a long-term
relationship/ she comes to my office for the third time, she has alsettansmitted infection and she’s
married. [A few women laughing, shaking their heads] Exactly. And | makectiislear to her that
this is sexually transmitted. Didn’t get it from the toilet seat, yda'tjust jam it up there, it's sexually
transmitted, you know. How do you get these sexually transmitted infectione@'rl ynarried or in a
relationship?

(00:01:00) W7: Your husband’s walking out on you, or she’s doing it/

(00:01:04) DC: There you go, you or he. It's not closed. So we’re going to establial tiwt closed.
And if you're sitting there as a female, and you knma didn’t step out/ what does that immediately
mean? [Woman mumbling something to her friends] What did you say?

(00:01:19) W11: Jodie did it.

(00:01:25) DC: But certainly it’'s a hard thing because you can’t put thel dwif up, because
something’s going on, right? [Women agreeing] Now this is a problem. Becausedfdn't have HIV
yet, that could be on your plate shortly, right? We already talked about whydimnan’s exposed. She’s
exposed because/

(00:01:47) W7: Her husband/
DC: Because somebody’s stepping out? [Women saying yes] And?

(00:01:51) W7: The qirl's stepping out ... or the man’s stepping out too.
DC: And she got this. [Meaning the STI]
WT7: They're stepping out, and stepping out, stepping out/ [Laughter]

[DC moves on to SCENARIO 2]

(00:02:05) DC: You become aware that your sister’s husband is having ianveffat you gonna do?
[Many women saying: tell her] You're gonna just tell her? [Women: yEalk] you gonna tell her?

(00:02:14) W11: Hey girl come here, let me show you something. [Laughter]

DC: You'd show her pictures? What would you show her?

W11: Nine times out of ten he’s gonna leave a path, he's gonna leave atsajjohna keep some doors
something already over [?] again.
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(00:02:27) DC: So how/ why would she believe you?

W11: That's why you're gonna show her.

DC: So you would have followed him, and now you're taking her, or you're gonna take somesgictur
What you gonna do?

W11: | mean somebody’s gonna tell you, and eventually you'd go and follow the trédr yeerself.

(00:02:44) DC: Would anybody else/

W?7: There’s got to be an intuition or something that deep down intuitioaah woman has, she knows/
when the behavior changes slightly, something’s going on. And we as women on ourgérthee
strong and not be bothered [?] and get a vibrator. [Laughter] We've goetodsk of ourselves/

(00:03:09) DC: So you would cut sex out? If you gonna go get a vibrator you're not gonnaxhave se
anymore?/
W7: Or go to the store and get some condoms, and make sure I've got ‘em/

(00:03:17) DC: So about your sister/ she’s gonna go get some pictures anasha’slgow ‘em. What
are the rest of ya'll gonna do? What would ya'll do?

(00:03:25) W7: | would confront him, say “look, I've seen this here,” and tlieselé what he’s gonna do
first. I'll let him know that | know/

DC: So you’'d give him an opportunity to respond? You're gonna let him know you know, andwen gi
him an opportunity to respond?

W7: Yeah

(00:03:42) DC: That's a good one. Any discussions over there? What would any of galogiyYou
got electric phones [??7?] ya'll are young folks, ya’'ll are not taking norptu see ya'll over there with
your phones out, what's up with that? Would you do that? | mean, would you tell your sister?

(00:04:01) W3: | would tell my sister/

DC: She’s 25, she’s a young woman, so you would tell her?

Wa3: | would tell her.

DC: You think she’'d believe you?

Wa3: She’d probably be upset at first but, it's my sister, so that&kd'llitake. | know she would come
back to me.

(00:04:14) DC: So you're gonna take that risk? [W3: mmhmm] And | think thas ttiegt’point | want to
point out that/ it's gonna be some upsets. But now that you have this informatiau aeiyg to risk
that upset? [Many women saying yes]

W4: | would, | mean, now/

DC: Now that you have this/ more information/

W4: It's a lot going on in those monogamous or married relationships. You know, masétdepends
on the relationship you may have with your sister, in my case my sister waekklbek, but/ you know,
if you have sister friends that you might tell something to me becausatdéével of love for that person,
wanna allow them to believe you, they may be in denial about it, and that could be kstitky a
situation.
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971  (00:05:05) DC: But that’s more their response to the information as opmoadet you feel about
972  providing the information/
973  WA4: Right, 1 would provide it to make sure my conscience was clear.

974  (00:05:14) DC: So sometimes it is the intent/ that other person might deqgiresyour intent for why
975  you provided the information? [W4: yeah] But it's not an easy thing, it seems kiagyo#€efirst. But
976  suppose this sister has four kids?

977  WI11: Still tell ‘em. [Many women start talking at once]

978 DC: ...she has four kids and now you're gonna say some information that may @aesgisruption in
979 the relationship, what happens to that woman and her four kids?

980  (00:05:42) W11: Well that depends on how strong she is in her ... [?] if sheksg/ormean there

981  might still be two incomes coming in, but if she’s working she still might betaldarvive ... [someone
982  cutsin for a second] she’s gonna collect something from the judge/ whegotirejront of the judge/
983  [Laughter, many women talking]

984  WA4: See that's what | was thinking/

985  WL11: Maybe in divorce court, but he’'s gonna pay/

986  DC: Child support?

987  WL11: Child support or whatever else he got/

988  W4: And they may be able to resolve it. [Women agreeing] Get an HIVriggjaato counseling/

989  (00:06:19) DC: So it's a potentially resolvable situation, and it's inapdfor us to share that information
990  with them. But how would any of us feel if we didn’t share the information anydibee negative today,
991 andthenin a year or two you have a conversation with your sister and sheuelleis positive.
992 [Women agreeing] So | mean, now that we gain information, talking through timelsedfithings help us
993 to potentially have maybe a conversation that may really occur. How we angavothen feel about it,
994  just kind of rehearsing that other than you and your own ... [?] We just talked aboubtmowron HIV is
995  in our community, so/ and we’ve talked about ways that its transmitted akwowethat this is one of
996 the common ways, and so we may be dealing with these types of situations withselsato what we
997  personally are going to do./ [Women whispering, mumbling] And | think we'vadyrehared what we
998  think other women are gonna do. What do you think a 70 year old woman will do? And I'm &atost t
999 age, and | can tell you what a woman my age would think/ | came up in the age of tmirawn

1000 business.”

1001  (00:07:23) W10 or 11: If it's a 70 year old woman she ... [too quiet]/

1002  DC: No, no, no, | mean/ [Laughter] | mean a woman at my age, how would | deal with ipasdpp

1003  how a younger woman would deal with it? Because | come from the era where, wotyeieltgalu

1004  should mind your business. And you really shouldn’'t meddle. And so, you know, certainly I've@&hange
1005 because I've grown but, when | see other women my age, 60 or 70, you're gonna hear ‘tthaf's no
1006  business.” But once again, that was gonorrhea and syphilis. And so/

1007  W?7: This is your life here, this is different.... If my sister had aaiaffith a man that’s not married, |
1008  wouldn’t have any problem confronting them. Let them make the decision whatetgeyna do... wailt
1009 until they're together and then talk to him [them?], this is what | told you.

1010 (00:08:32) DC: So it's good that you're thinking about how you're gonna have these etionsts
1011  Because you're right, you made the point this is different. [W7: yeah] At s different response.
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[DC moves on to SCENARIO 3]

(00:08:42) DC: Alright, here’s your kids. Your daughter or your niece say¥ &itking in the third
person, right? “You know, all my friends got boyfriends and they're sexuailyeddiVhat do you think
is going on with your daughter? [All the women say “same thing” or “she’s haexiy She’s doing the
same thing? So she’s seeking for information, and as she’s doing the saywehidtt is she at risk for?
[Women: HIV] And everything else, right? [Women agree] Does she know howterpherself you
think? [Women saying no] Do you think most of these young people/

W11: I mean 9 times out of 10 she [they?] probably do but the way it's going they d@®]... [

(00:09:18) DC: And when you say they do where does she/ where do you think most youngeieople g
their information? [Women mumbling, one says “from their friends”] Ftoeir friends? And you think
their young friends are giving them good information? [Women: no]

(00:09:30) W7: It came but went like that [Laughter]

(00:09:32) DC: So even if they're gathering good information, it came and wenhék huh? [Women
agreeing] But are they giving good information? Do we think as a group heyetimg people who are
gonna start being sexually active between the ages of 13 and 17 areageitigh information to be
safe? [Women: no]

(00:09:48) W4: Not from their friends, they should get it from their parents.

DC: They should get it from their parents?

W4: Yeah, | got a 15 and 16 year old.

DC: And | like that, but the thing I'd like to ask, as a group, do we think most pdram¢ enough
information so that they can give them information? [One woman says sogheéfbah | know you do,
but we're now talking/

(00:10:10) W4: Now/ then you go back to economics and social systems where pedaplecaerty, and
so you have another generation leading into another generation. When | was in schadlsgx
education, and | don’t think they have it, now I'm not sure.

(00:10:30) DC: We've got some young people here, do we have that now? What dovdran gour
sex education?

(00:10:36) W2: What you talked about.
DC: Okay, so you hear these conversations. Do they teach you how to put on condomdmpivizn]
[Other women mumbling. MK asks W3 if they taught her that in school.]

(00:10:50) W3: Me? No, not how to/ no, we didn’t when | was in school. | mean we hadlgaraomy
of the female and male, but it wasn’t never/ you get this, this, and this fromt@nly was never/ when
| was in school.

(00:11:08) DC: Was this part of your curriculum, or was this an afterad@rogram?

W2: No, it was part of it. Like you had to take it.

DC: Okay, so we're moving because | would say Marissa and | are out in the systeahs, even most
of the schools that we go to sex education in any comprehensive way is hbt Sughen | say you
don’t/ and it really is driven by the community board, the superintendent, in@ufzarschool. So you
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may have gold schools or red schools [?] but as a community it is an abtstivesed program. The
schools are just like our religious programs, it's abstinence based, andhaltie said that they want you
to be abstinent, they’re not teaching you how to handle the other side. Besaws®yldn’'t be active
anyway. As if people are not active. Given that, where are the childrgea, parents should do that,
but do we feel that just looking in on all communities and families, that oursraeckenephews and those
are getting that, and do parents have that information to givel s®af they don’t, they're not getting
it in schools, they don’t get it in our religious organizations, we know thahfsaare having struggles
with passing that information on, so | would say to the group then where does thaitbectinan peers.
And if we think another 15 year old can teach another 15 year old, do we thitthetyiee getting
information to protect themselves? So, this is not for an answer, toglags a community, what is our
feelings about that when we look around and we’ve got 15 year olds all in oliesatbw are they
gonna learn to be responsible? Because there’s 2 decisions here: you should na, bmactally. But

if you're gonna make that decision, you need to be responsible. So there’'sa?esdgeisions, and we
need to be able to separate them. You know, I'm still never gonna be okay withingadie/e, but I'm
not okay with you not being responsible, especially if | have provided that etiorm And in many
ways/ because you know, even as adults you can have...[?] so you may be able to say it, you may
still be able to get on a community group, you may be able to advocate for tgilssbut you're
providing as a parent or a leader multiple ways for someone to get theatifor ...[?] so they can’t say
“I don't know,” like Bill Cosby said, “I don’'t know.” So but as a community, are wagldhat
effectively? Because behavior at that age, do we think thatiésawer to adulthood? [Women say yes]
Right. We're the mothers, we're the women who are responsible for oiliefanWe have to think
through these things, not just for me, but as a community.

(00:13:55) DC: And we already answered that, how can the community respond to this”ypmean
providing information. Do you agree with that? [Women say yes] Wheralwoulrecommend that
some of these education programs occur?

(00:14:06) W12: In the church?

DC: In the church? .... Do you have sex education in your church here?

W12: No.

DC: So we don't have it here, but it should occur in the church. But if it's notragggim your church,
your church represents all the churches, for the most part. We have a hagdttintginto churches, so
where’s it going to occur? We have a hard time getting you guys indeach you. Where’s it gonna
occur?

(00:14:36) W4: | would say you. One way would be/ | mean | know she said that sheag#is school,
but you would have to find a way to get it into the neighborhoods where they'reaéngied. You'd
probably have to be creative, what could you do to pull in a lot of the young peoplearetno
empower them with this knowledge. Because if you go to the school, then you losé @elaple that are
dropped out/ So you know like, maybe some of the community centers in the areas/

(00:15:14) DC: Who would help us get into them?
W4: Community leaders, because they still exist in those communities. Yeybaple that work with/
in those communities. | have a friend like that serves lunches initimaer time in a certain
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impoverished area, so you would have to get together with some of the commutgtg feam that area,
and then see how maybe you could pull them/

(00:15:41) DC: | like that idea. Maybe you can offer that as getting back in vatitus, and it only
starts one place, one person says well this person may be able to helpigitutbat one’s schools, or
that one group, so part of this is to say that | need your help to do these outa{ kivedls of things,
because we’re pretty much out of the box. We're at community forums l&éyhig to find ways to
impart education as well as to protect ourselves.

(00:16:09) W7: Networking is very good because just going back/ we're begendiucators, so just
going back to whatever things we’re involved in, like | do a lot of thingshaild a proper place for
children [?7?], | could go to the program director and say listen, | was educttesbmiething this past
weekend and it was very informative. Why don’t you go and talk with this lady endhs¢ we could
do/ ...[multiple people start talking at the same time]

(00:16:38) DC: ... write those suggestions down because we’ll take thogssagg and try to build on
them, and also in your flyers my name and my contact information, and you need to stiegaeriends
of things because this is what we’re here to do as a team, each one pfarsas&hould and keep
infiltrating information into our communities to increase the educdtiewal.

[DC moves on to SCENARIO 4]

(00:17:00) DC: Alright, here’s the next one and then we’re finished. A womarrigdand she finds
out her husband'’s on the down low, [A few women laugh] do we think that this is@@mm

[All women saying yes]

W11 & W1: Yes, it's common.

[Multiple women talking]

(00:17:19) DC: ... and this is ... because it's a relationship with anotherversus another woman, so
it's different values for extra-marital affairs with anotheamversus a woman. [Laughter] But you feel
strongly that it's different?

(00:17:34) W4: ... it’s politically incorrect and all of that, but it wouwldtj | could not bear that/

(00:17:43) DC: And that's okay. This is our feelings about it. But we thiakthese things are
happening in our community. So it means that some of our sisters might be deditigsyright?
[Women agree] Yeah.

W6: Yeah, they are.

DC: Right. And it increases their risk of infection. More than evemagntercourse, so | think/ are we
all aware of this in our community? Do we all know someone who's potehfallyit's ok to be that but
are they doing other behaviors that are putting people at risk? Are theyfRiMdu[Women saying yes]
It's a tough topic, huh? It's tough/ What are the barriers of telling worneat&MSM behavior? What
barriers do men have telling women “| also like having sex with men?”

(00:18:39) W11: It's embarrassing [?], | don’t think he would tell her.
DC: So you think he's just not gonna tell her? That's a barrier, not telling\trer?
W3: They don’t want them to think that they’re gay.
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1128 DC: They don’t want them to think that they’'re gay. [Women agreeing] Saetjagt not gonna tell
1129  them?

1130 W4: Maybe it's homophobic, I think/

1131  DC: A lot of women are?

1132 W4: No, our community/

1133  DC: Our communities are homophobic/

1134  WA4: Yeah, and it's probably/ and then you know we have these rumors going around, asboothes’
1135  down low/ they're not like that, but in an incarcerated situation thegrat¢éhen they come back home
1136  and, you know, that's there life there, but when they come back home it'kentitdt and so/ you know,
1137  you don’t what's true and what the media is sensationalizing. And you hear abaentidffeys that
1138 come home and start to spread rumors about being gay/ you really don’t know if jtte ifue

1139  somebody’s just hatin’ on them, but | mean that’'s a big topic in our community r@kvsuch and such
1140  just got home, he did 10 years and you can't stay in there 10 years and not do sdmething

1141 (00:19:47) DC: So women are beginning to sense that and talk about that ioryooumity?
1142  W4: Oh yeah, that’s a big time topic

1143  DC: Does that stop them from getting in relationships?

1144  W4: | mean, somebody will take them in [Laughter]

1145 DC: So they're getting busy with somebody.

1146  (00:20:06) W7: That's not just incarceration/ that’s not resti¢d incarceration, I've heard about the
1147  down low from college campuses. That was the first I'd heard of the “down lowdnvesllege
1148  campuses.

1149  (00:20:18) DC: Can you expand on that, what do you mean by that?

1150 (00:20:22) W7: That men were being with each other/ In those sorfstiesneans fraternities] and they
1151  were keeping it/ that was one of their initiation processes, andtédia colleges where it was called
1152  “down low.”

1153  (00:20:38) DC: Interesting. So it's everywhere, | mean it's not uncomriéhd 11,12 whispering
1154  among them] We got some whispering over there, share with the group, tell yowhathinking.
1155  Anything you want to share? [Women shaking their heads no] So how does gendexptisute to
1156  HIV? Do you feel that women can really talk to their partners about condonasi3 & a difference
1157  between married women and single women in being able to do this?

1158  (00:21:12) W11: A married woman, if she talks to her husband about it thels theréeeling that one of
1159 them'’s creeping. One of them’s out, one of them’s stepping out. And with thessihgleuldn’t matter
1160 because if they're single they probably would use protection more quicidythe married couple would.
1161  [W10, 5, 6, nodding and agreeing]

1162  (00:21:35) DC: So you're saying that bringing this up in a marital reldtipns implies creeping?

1163  W11: To a point, yeah. When you get married you're supposed to be as one, not 1 plus 2uglds 3 pl
1164  [Laughter] But then again to a point there’s some marriages whereshte virus is already there, so
1165 they use protection anyway.
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(00:22:00) DC: So people/ and it is true, it is our recommendation that ieypositive, even if your
mate is positive, you should always use protection, because you can get stnatioeof it. So it's
always/ even within that. But for married women, do you think it's a/ | me#@rriseasy discussion to
go have/ because now you're not/ how you know it's not about creeping. Now it'®thdog’t know
what everyone else is doing and you want to use them. Or, you’re checking thatdusehexu didn’t
act on that intuition before, it goes and comes periodically but you didn't aict Batinow you're sitting
here saying “hmm. If I'm negative today, | don't want to be positiveotoonwv.” [Women agreeing] How
do we have that conversation when we go home? Do you think that that's a conwvensdis gonna
happen when you go home?/

W11: No.

DC: Right. | mean, | don't know if you're right, but/ [Laughter] It's a hard @vsation. So can married
women introduce condoms in their relationships?

(00:22:58) W7: Yeah.

DC: How are they gonna do that? What you gonna/

W7: I'm single! [Laughter] | would just, you know, if | wanted/ and I'm olderrgazow, | was so pissed
at one time, but/ now there’s a knowledge and understanding of life and gederdl,want to catch any
disease, and | always think somebody/ sometimes I've got an intuitiorothabedy’s doing something,
so I want to ... somebody/ you touch me [?] [Laughter] That's how | feel now becaus¢ Wweahto
catch anything, because people say they’re not doing anything and deep down inside yookicaw, y
see that something’s not clicking quite right, because you know you’re not dddeghe’s got to be
going somewhere else and getting it, you know. [Laughter]

(00:23:52) DC: Well the sister here implies that women have intuitiongddhjnk that most women
know when their mates are stepping out?

[Women at the back 2 tables, W7-12, are saying yes. Then jumbled discuspisrasrsome people are
unsure if they agree, followed by laughter. Some women are saying “you just know.”]

(00:24:28) DC: So everybody'’s stepping out at night so their behavior's chanQimg@u know where

most of your affairs occur? Where do most people start their affairs?

W1&7: Work.

DC: At jobs. So do you think that 2 people can get busy from 5 to 6 and then come on home? [Women
agreeing] So how do you know?

W1: You never know/

W7: You just never know.../

DC: Oh! What did you just say?/

W?7: You never know/

DC: Right, you never know.

(00:24:59) DC: Because I'm wondering whether it’s truly intuition, or do werjaver know? Because |
think if people want to deceive you, can they? [?] [Women agree/sa$gek)j you know if someone’s
intention is to deceive you, how do you know?

W?7: You don't.

DC: Right. So at first you think you have intuition and you know, but when you start talkiimgugh,
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the reality is, for periods of time, you may never know. Even/
W?7: They're gonna ask you, “did you see me?” [Laughter]

(00:25:28) DC: But you just never know, so how are women going to deal with this, anidisgeow
are married women going to deal with this? And when you peel it away, it'sl @hiag to know. |
mean, because there’'s someone wants to just do that from like, from ... 3 tausebit's at that
location, and nothing else is changing, you never know. And women are okay with fhis stuf
W?: I'm not.

(00:25:51) DC: Okay, I'm almost finished, | just have two more questions. Awmaklyou answered
this, and do you think that talking about these condoms is an accusation to yourtpatthe's creeping
or cheating? And | think one of your sister’s here said that she thought thathbatase. Is that what
most women feel here? Do you think if you have that conversation that'stwiesins?/

W5: | don't.

DC: You don’t? What do you think?

(00:26:15) W5: | think that it could just be for a health discussiomdsi't have to be an accusation that
he’s cheating but, just so that we can get on the same page.

DC: So it's how you say it?

WS5: Right.

(00:26:29) DC: Do you think that men having this information would make it an easgrsation for
women? Easier? [W5: mmhmm]

(00:26:35) W4: If they were a part of this discussion, say the women who arechiazre/ then that
could be their Segway into having that conversation, because you'd be like tlatomga@iughter]

... They would have the same information and they would know why the conversation’s egmigd
he wouldn’t have to feel like it was an accusation, so it probably would wdnktiisense/

(00:27:05) DC: So how're we gonna get men to the table? That's a challenge/

W7: They should be here too...

DC: Well you know, in order to bring our men, we also/ we're gonna talk about thisriexheession
after we take a break, in order to get men here, we/ especialliréf bvanging them to something that
they don’t want to do, we first have to have the information, and then use our powetshem to a
discussion that’s gonna be useful. So it depends on how we ask. You can say “yahbetigp at that
meeting!” Or, “I learned some very important information at this eanfce and | would really like for
you to come to this meeting next week, | would really feel supported if you did #raydd do that for
me?” Which one do you think is gonna get a yes?

W6: Last one/ [Laughter]

DC: Depends on how we ask. Passive, aggressive, or assertive.

(00:28:07) DC: Well ok, now | think he’s/ | suspect he’s stepping out, my intuitikicked in. How am
I gonna tell? What kind of conversation is that? [Silence] Nobody’s gontané!

(00:28:26) W7: Men like to tell everybody about ... [?] how they don't like eoaasmidoms/
W6: Yes/
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DC: Why do they say that?
W12: Because it don't feel good.

(00:28:38) DC: We get that a lot, we're gonna talk about that aftesikeeat break. But | think this is
happening in our relationship. Feelings are coming up, I've been keeping it down, ngwéeadsto
have that conversation when | go home. How does that work? Seriously. Becausewgok had
some thoughts and now you're hearing this information, now you're kind of feddangdu need to have
a conversation. It's difficult. Nobody’s got/ you're quiet now, it's almost gsu don’t know how that
can hit the table.

(00:29:18) W11.: It can. Fix him a nice meal/ [Laughter] Fix him a nice meak#ridm we need to talk.

(00:29:31) W4: Since we got all this information, | would be like | want you ttegétd. Because
[Laughter] Well | mean if he’s already having an affair, and he hapetiogpsing a condom/

DC: You've been exposed.

W4: Right. So I'd be like you need to go and get tested because | think something'srgdivgltiple
women start talking]

(00:30:00) DC: So in other words, it's/ you almost have to take a deep lodigtiré out how to address
these types of concerns in our personal lives, and have empathy for how isa gaing to address this
stuff in her relationship. If she’s your sister, you already told her. How is slwghat's it. Now she
has to have that conversation. How do you do that, what's important, and | thinkehegisthere said,
one of the important things is, even without accusations, you just both need &igget[i®omen
agreeing] Because we need to know where we are, and then you need to begin to fighat' ©tle
next step. Because you don't always have to leave/ because rememberffereid ffiom a relationship,
and men go for a lot for sex, but they’'re not relationships. And as the motheneandture women, we
have to see them differently in order to address the things on our plate. Betatusiethem will take
some if they can get some.

(00:30:58) W11: Yeah, that's right.

DC: And it doesn’t mean love. | mean, for the other woman it might be love, bt tiohthe same
thing for men. They're just gettin’ some. So a lot of the discussion’situm@ans for our relationships
and our communities.

[DC asks, So how can we get women to get tested? Women say: go to the hedltietépdrere it's
free; at your annual gynecologist appointment; offer incentives.

DC then asks where else they can go with this program. One woman suggestsinmii of the pre-
marital counseling at churches, because many make you go through cousselioguple before you
can get married in the church. Another woman suggests her group “Innovative Apgt@achdoing a
presentation there and having them being a group partner/sponsor. She saysWiagy/ise County in
the Health Department.]
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FG10004 — Transcription Greenville, NC Recorded 1/8/12 (3pm)

13 Participants (1 male) Zeta Sorority [Session at Sheppard Library]
DC = Dr. Campbell [ ] = side notes/commentary of what is happening

W# = woman/participant # “” = paraphrasing

... = unintelligible

/ = pause or break in the sentence/ interruption/ sudden change in tepimdi

1280 [DC says she wants to find out the opinions of the women and how they deal mgt thecause this is
1281  really important. So she is going to ask them some questions.]

1282  [DC starts SCENARIO 1]

1283  (00:00:38) DC: For example, suppose your friend came home and you know that this@nanp is in
1284  a steady relationship, or thinks they're in a steady relationship,\drehmearried/ and they’re now telling
1285  you they've had a couple of sexually tran/ you know, gonorrhea, Chlamydia, two timesh@mtniasis
1286  two times, and this person doesn’'t seem like they understand what happened. Howeet atoout

1287  that? | mean, do you think that this woman’s at risk for HIV? [A few women alissadypg yes] What
1288  would you say to her? You think she’s at risk? Why?

1289  (00:01:11) W2: She’s having unprotected sex, first of all.

1290 DC: But she’s married.

1291  W2: She’s married? Well she’s getting/ or he’'s having unprotecte®emebodis. Well sheis, with
1292  him, and he is, and you keep getting this disease. It only comes through sex. Anceiiggbtirg
1293  yourself cleared, and you get it again... [interrupted by an announcement overdsigelaker]

1294  something’s going on/

1295  (00:01:34) DC: But she’s your girlfriend. | mean, what kind of conversatiopcargonna have?
1296  [Loudspeaker announcement still continuing]

1297  W2: I'm gonna tell her that he’s cheating/

1298 DC: So you would be talking with her like that, you think that somebody’s cheating?

1299  W2: Yes. It’'s either you or him. One of you are cheating. And that's honest/

1300 (00:01:55) DC: | mean, because it's something that | deal with as a gynetd\ogipeople want to say
1301 that it's coming from the toilet seats and stuff and | have to have this sativartwo or three times. But
1302  how does that woman go home? | mean, is it all/ from all the things that yoedeeam every woman go
1303  home and have that conversation with her mate? [Women saying no] Why not?

1304  (00:02:15) W7: Someone might get beat

1305  (00:02:17) DC: Right. She may get beat/ so some women are not in saferstuand so some women
1306  who are getting this who may be your friend, are also not in safe situations. Ahésgeou're not in a
1307  safe situation you can’t protect yourself. So some of our sistegetineg infections because they are not
1308  safe in their situations physically. And even though you may be their frirddjoan know what's going
1309  on and you get a sense that they know what's going on, they keep coming back withftiotisas

1310  because they can’t do anything about it. So for you as a group when you hear abgattknow, some
1311  people are becoming HIV infected because they don’t have any relationship pbats not a good
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place to be. But once again, we're 70% of these HIV and other STl infectiong andsisters and our
cousins are having these types of problems, not really being able to pratesztlires. Do you guys
agree? [Women nodding and agreeing] (3:14)

(00:03:21) DC: Well this is as a review, how do you get an STI?

W2: Sex. Unprotected sex.

DC: And so why do you think she’s exposed to HIV?

W4: Because HIV is also a sexually transmitted disease and ifgetéisy one, she’s at a high risk of
getting the other one.

W?7: And if the husband is stepping out, and he messes with the right womargihg'todoring her
something that is incurable, like a virus.

(00:03:55) DC: When you said the right woman/ oh, you meant a person who's infécted...
W7: Right.It. The...

[Moves on to SCENARIO 2]

(00:04:10) DC: You become aware that your sister’s husband is stepping ettd®\Wou do with your
sister?

W11: That's my sister. I'm gonna shoot him! [Laughter]

(00:04:35) W9: Me personally, I'm gonna go ahead and have evidence ready, gdatisen to confront
her husband or ... other than that, I'm gonna leave it alone.

(00:04:46) DC: What kind of evidence would you give her?

W9: Um, we have cameras on our phones/ [Laughter]

DC: So you'd follow him and you’d take a picture?

WO: It would be right off ... where I'd just see him with another woman. I’'m not gonnansdl | just
saw your husband with some other chic or whatever. I'm gonna make sLifd s you again, or it just
so happens that | see that lady, and | talk to her, you know/ it's a way to playanaff.. then just/

(00:05:15) DC: You're gonna talk?

W9: Well I'm gonna be real, because now, these days and times, you have to be honest araltgou ha
be upfront. Because you don’t want it to backfire on you. So you want to at least be atgheson

and let your sister or whoever know something is probably going on that you should befaaadenot
just keep it to yourself, because you never know/ | mean, if your sister or witmegeend up with AIDS
or HIV or whatever then you're gonna be like “oh my gosh, | could’ve told her.” Sol¢elté, or just

kind of/

DC: Then it's up to her to respond.

W4: Yeah, | mean it's up to her.

(00:05:58) DC: What do you think a 70-year old, or 65-year old woman/ do you think older women
would do the same thing as this young lady here? Would she tell her sister?

[Older women shaking their heads and saying “probably not.”]

W4: Different culture.

DC: Sof/ because | don’t have any older women that age/ just from your thoughts, damkdhehiney
would tell? What is their opinion about this? Older women?
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(00:06:23) W2: That's what a man’s supposed to do.
DC: He’s just being a man.
W2: Mmhmm.

(00:06:29) DC: So it seems that there’s an age gap. Just something diffatgmunger women will do
and older women will do. But those older women were not in an age of HIV/

W4: Exactly.

DC: So their behaviors were in the age of gonorrhea and syphilis, and yakgugotr penicillin and
you just deal with what you're feeling. But it's not the same. Would you/ wedklgonna say would
you coach that older person to do something different. But | was thinking, wouldd&atwoman even
share with you what she’s going through? She probably wouldn’t even talk to you/

W4: She probably wouldn't even talk to you.

DC: So it’s just a difference in what younger women would do/ and how do you think yeumsis
take this? Do you think/ | mean, how do you think your sister's gonna react?

(00:07:17) W9: It could go either way. Like, she could be like, “you know what, fr@nkister for

telling me so | can at least handle my business” or whatever, or she edikid, Bwell how do you

know? How do you know, | don’t think/” and you know, you could start arguing. So it could go either
way/

(00:07:31) W10: Or she could say “I know.”
[Multiple women talking at once]

(00:07:45) DC: | think after this presentation you know that she is, do you think shslg?als she at
risk for HIV?

(00:07:52) W4: Definitely.
DC: Because people are not using what? When they step out?
W4: They're not using condoms.

(00:08:03) DC: And I think that was the other question, what do you think others wouidlolo@f you
are saying that you would tell, but would all women go and tell? [Someone muimiiethsg] You
don’t think they would? [Women shaking their heads “no”] Even some young women wdali't

(00:08:17) W9: Some of them might actually go to the man.
DC: That's interesting. Go to the man/ But at least you'd do something.

[Moving on to SCENARIO 3]

(00:08:30) DC: We've got some young people here. What would you do when you find owiuthizen
is talking in the third person: “All my friends are sexually active

W2: Birds of a feather flock together.

DC: Yeah but what would you do as a parent or an aunt? When you're sitting fegriedito this story?
How are you going to respond?

(00:08:51) W4: It's time to start sexually/ you know, talking with youn&ger. You should have talked
to them earlier, but if they're telling you that all of their friends doing this, and all of their/ you know,
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1388  then they're in their network/ [W2 says something at the same time]

1389  W2: You need to start teaching them to keep them safe/

1390 WA4: ...you need to keep them safe. Making sure that they're using safe seatahdytknow how to
1391  protect themselves. Because if they talk about all their friemddaing it/ they're right down the corner.

1392  (00:09:17) DC: How would you ensure that they get the information/ thigniation? Where would you/
1393  how would you/ would you teach? Or do you take them somewhere to be taught? Where de you tak
1394  them?

1395 W2: Do it all. You teach them, take them/ like here, just over and over andrv@ver again, no matter
1396  what. So at least you got to keep it coming to them. So that they can heahemmad least practice open
1397  safe sex/

1398  (00:09:41) DC: So if we are going to say that young people need more of this educatierdawen
1399 think they're gonna get this? Where do they get this? Somebody said theirlpegou think that that's
1400  ok?

1401  W2: No. False information.

1402  DC: A 14-year old teaching a 14-year old? So where do they get as/ where émtwbesn to get it?

1403  (00:10:00) W7: We want them to get it from home. Or like, | had a teachdyasiatlly put her job at
1404  risk and scared her class straight. And | must have been in sixth grdddeashowed us what it looks
1405 like to have gonorrhea, chlamydia, and everything like that. That scaredamgatsrom sixth grade. But
1406  what teachers you have in a society that's already/ we don't have enough jabstaatis gonna put
1407  their job at risk and say, “you need to know this. You need to see this.”

1408  (00:10:40) DC: So schools are one place.
1409  W?7: Definitely.

1410 DC: Thatcoulddo it, that doesn’t/

1411 W7: But are not.

1412 W4: The church could do it, but they don't/

1413 (00:10:48) W12: | was about to say, | had a sexual ed class when | was in thegeagletat ... [name of
1414  the school] We had a lady that/ she came like for a week and then weéhadd#t about it. It was only
1415  like, that one time/

1416  W4: What did she show you, this teacher? What did you learn?

1417  W12: She tells us about like Gonorrhea, she talked about how to put on condonigesdhe s about
1418 HIV and AIDS, she talked to us about like different ways that femalgsrales react during sex and
1419  different things like that.

1420  (00:11:22) W7: But in my opinion | don’t agree that that's enough. That's Huokthat | taught at, | did
1421  my student teaching, so the one week out of however many days, that's not enojugtt.Hosenough.
1422 It needs to be realer [?] you know, like | heard students of mine whisperinglang éamongst their
1423  friends about who they wanted to sleep with, and this and that, but they rdaltyjkdowknow the

1424  consequences of doing what they were out there doing.

1425  (00:12:04) W4: And you said that was in high school?
1426  W12: That was in middle school.
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(00:12:08) W1: We had that too in eighth grade but she didn't tell mea&llShe was just like/ | don’t
know, it was just that she didn’t really go in depth, she was just ltkekgow, you can be at risk if you
don’t use a condom, be abstinent, and stuff like that. That's all she bagzhils.

(00:12:24) DC: It was the same week program?

W1: She did it like three days, and like one of the last days you’'d getidspanse... [Women start
laughing, can’t hear the rest of what she says]

W11: Well a week of school is hard to ... [More laughter] But | think it'sedéht in different states.
Because I'm from Maryland, and my kids actually learn/ [Cut off by an anno@mtawer the
loudspeaker] They went in depth with them, with sex, and this was in thifdantl grade. To the point
that | had to sign a permission slip. And it gave the outline of what they do. And the patond
answer. On certain questions they had to .... [Laughter]

(00:13:24) DC: So it varies from state to state/

W11: It does vary/

DC: And it varies from whether parents can do it or not, but would you guys agtee there any place
that people are gettimgpmprehensiveex education? And then where should that occur? Because it isn’'t
just a couple of days when you think of something as comprehensive it's a contirauninglprocess.

So as our young people, where are they getting that? If we don't know if panemtsdes taught, how

can they teach their children? If it's not consistently taught in schoolst'sandti taught in churches/

(00:14:00) W5: My mother, she sent me/ took me to the clinic, and they haghtbgszms where they
give you the birth control and show you the videos, and/

DC: So she took you to a health care provider?

WS5: Yeah, she took me to one/

W11: My parents took me to Planned Parenthood.

(00:14:22) DC: So once again, taking out to an organization [Women stitidatkihe background]

W?2: See the problem is they should give it right back to the community, bebatisevhere the
community is sharing in. And | guess when | was growing up we had a lot of ... commuméyscend
like this, people used to come in and have an involvement. Because thdtsgeivy to happen, you're
going to be close to whoever you are in those communities, and that's hovadliéy give back by at
least trying to share it that way, because it's the community whaig dtoi So if we could give back/ but
that's so hard.

[Move on to SCENARIO 4]

(00:15:03) DC: Here's the last scenario, | just want to talk/ avphobably talked a little bit about this.
You know, you have a married person or a person who's a college student, andfatsjosit that her
mate is on the down-low. Do you think that that's common?

[All women shaking their heads and saying “yes”] We have a behavior teay common, and down-
low, when you're having anal sex, and there are women who like anal sex too, but amaieseses your
risk because the ... in the anus is very thin, and that tissue can break, and tdmeakisayou get a port
of entry. So just having anal sex just increases your risk in gef\&i@hien whispering something, start
laughing] Because there are women who like anal sex too, but when you think abauthini of just
men having sex with men, but there are women who participate in anal sex ae wellhan can be
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becoming at risk and it's also from the type of sexual activities that.o&myou think that there are
barriers for men who are on the down-low telling women?

(00:16:21) W4: Of course.

DC: And? / You think that that's why they don't tell or they tell?

W4: | think that's why they don't tell/

W2: Stigma/

W4: Because it's like you said, coming out and by coming out it may risk losing hdyathéve and
they'd rather not let people find out because they don't think it's aptatile behavior. And so to come
out and say that just puts you at risk of being ostracized.

W2: Which is a sad thing, it's how you think of it. [?]

DC: What do you mean?

W2: | hate to say it[?])/ because if they said like, they was the imitadten they was doing it, then they
don't feel like they're gay.

(00:17:03) DC: So it depends on who'’s the initiator?

W2: Exactly/

DC: If they're the receiver they're gay, but if they’re not the isemreand you're doing it, then you're not
gay, you're just having sex.

W?: Which is a good point because even in that/ For Colored Girlss tiat/ he perceived it, he’s not
gay. Because he’s the initiator.

DC: So he’s the receiver.

W? (same): Right, so he don’t think he’s gay, and so they look at it der@lifstigma. They just like it
tight or whatever, so they have a different perception of being gay.

(00:17:33) DC: Right, right, right. So that’s true. You know, from this point of Milayou think that
you can talk to other women about using condoms and HIV?/

(00:18:00-END) [Session is stopped so that the women can fill out th& &sidbefore leaving, since the
Library where the session was being held was about to close.]
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FG10005 — Transcription Greenville, NC Recorded 1/14/12 (12pm)

14 Participants Sigma Gamma Sorority [Session at PCC]
DC = Dr. Campbell [ ] = side notes/commentary of what is happening

W# = woman/participant # [?] = Hard to understand, may be incorrect

... = unintelligible “’ = paraphrasing

/ = pause or break in the sentence/ interruption/ sudden change in tepimdi

(00:00- 00:01:45) [DC finishes talking about the complex social factorgnttratase HIV in Black
communities, and especially for Black women. She then introduces the foopssgction, explaining
that she would like to hear from the women and get their perspectives, agetaiisem to talk to each
other about these issues.]

[Starting SCENARIO 1]

(00:01:45) DC: These issues are more common than we think, and I'm a gynesaldgist this all the
time. What's going on with this married woman who happens to be your friend, she camanid ime
have to tell her “no, you didn’t get it from the toilet seat.” You know, she’sietband she’s got her
third sexually transmitted infection. You know, we're sitting here and/usecif you say that | got it
from something, then what do you have to accept?

(00:02:11) W6: Her husband’s cheating.

DC: Or you. So she’s your girlfriend and she’s trying to tell/ “well | gohd & must have been from a
toilet seat or something.” You come to this program, how do you feel about whasayies?

[W8 mumbles something]

DC: You've got to speak up, | know you've got some comments.

(00:02:25) W8: Well, I'm too real. I'd be like/

DC: No, be real girl!

WS8: Yeah I'd say “for real, you got it from the toilet seat? For reat?da? So it had two legs and a
heartbeat?” [Laughter]

(00:02:45) DC: | mean, so you're talking to your friend because you're surphisiadsslying it like that/
WS8: You know | can use that line, “for real? For real?” If she’s my friendvshgdn’t tell me a lie, |

hope.

DC: About whether she’s stepping out?

W8: Well | mean if she is, that's your business. But I'm gonna need yaut something on that.

DC: Right, right.

WB8: That's what I'll say, “I'm gonna need you to put something on that if that's ydhathoose to do,
you need to put something on that, and you need to go to Walmart, they have condoms for women.”
[Laughter]

(00:03:13) DC: Right. So you know that she’s at risk and you won't let her slideeNing you/
W8: No.

DC: that she don't think that happened. You gotta say something/

W8: Well | would just tell her you need your toilet to put a condom on. [Laughter]
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(00:03:31) DC: And what if your friend is looking at you and she’s saying, you know, “I'stepping
out, | haven't stepped out since/ | really, honestly haven't stepped out. | wondémagstting this?”
[A few women laugh in disbelief, everyone starts talking at once]

(00:03:53) DC: ...she’s talking to you like that, saying that, what's going on with he

[Many women: She’s in denial!]

DC: Right. So we all have friends that go through something and are in deniaitaboushe is trying to
convince you, “l ain’'t stepped out, and the doctor said this but you know, | know mynchéms
definitely came from some toilet seat or something.”

W2: That's crazy/

DC: She didn’t come to this program/ No, really.

(00:04:19) W6: It's sexually transmitted. It doesn’t say toilet seasexuallytransmitted. [Laughter]
Somebody had sex in this situation/

DC: Right.

W6: And you got it.

DC: So you get it and you're gonna just say in different ways so that she tgiesit. You're not gonna
let her weasel out on that.

W6: Oh no.

(00:04:39) DC: Because you remember that she’s in my office, I'm tellinthedacts. I'm not having a
dialogue with her. I'm saying, “ok, this did not come from a toilet seat, tkisxigally transmitted. You
might need to consider that something is open in your relationship.” And I'm ringsgy him, because

it could be her. I'm just saying, “you get this from unprotected sex, whether irtianskdp or not.” And
so, she’s left without/ because I'm not in a psychology conference here. larcoanselor, I'm giving

the facts. And so this is how I'm treating it, so you're probably the firsiopeshe’s come to, to see if she
could talk this through.

[W8 whispering something, sounds like “if you can’t talk to your partner...”]

DC: | need you to stop whispering and speak up! [Laughter]

(00:05:24) W1: If it was me, he would be the first one/
W8: Who would be? [Hard to hear]

W1: Yes.

DC: You'd do what?

W1: If it was me/ yeah.

DC: So you’'d be right on him, right/

W1: No, I'm not gonna be/ I'll be right on you.
[Women keep whispering; again, hard to hear]

(00:05:41) DC: So you're saying that/ If some of these women'’s are le&irgdfice going right to their
men and getting ready to have a get down/

W1: Exactly. [Laughter, everyone talking at once]

DC: ... “Let's go, because | know | didn’t step out!” [Continued laughter]

(00:06:06) DC: So even if you didn’t know the other way, because you know, when you want to hide
stuff, you can hide it for a while. But meanwhile, someone could have gotten dystramaimitted
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infection. So you show up in my office and | tell you this, and you know you’re not hanging out, so that
means that I'm getting ready to go make a confrontation.
W1: Just like ... said, “why did | get married? [Laughter]

(00:06:33) DC: But it leaves the confrontation.

W6: They'll get told you have an STI, and they’ll tell they're partnazythget treated, and like, this is
what he get/

DC: Say that again?

[Other women agreeing with W6. W5 helps clarify:]

W5: They think that/ they may be messing around, so they think “I did itl'tHiek it came from just
him, and they don’t know, you know? They'd never know.

(00:06:57) W8: Oh, both of them could be doing it, but not know. [Women agreeing]

(00:07:03) DC: So she said that if the woman was messing around, she’dngttell she’s got the
information. She just thinks that maybe it'sr messing around. So she goes and gets treated, and didn’t
say anything, that's why she showed up the second time. So it is true thati@msélps it's not just
men. And you can have multiple people messing around, and everybody does whateventtireg wa
relationship, it's not for us to judge. But you're her friend or her siatet suddenly after this program,
what you're thinking is, “alright, it's gonorrhea and chlamydia this titmis,is my sister, and she’s on a
roll she could get HIV. That's some chronic stuff. How am | gonna commumidtider? How am |
gonna tell her how much | love her and she if she can break this cycle? &sleaissyour best friend
because/ if she’s having this conversation with you, she’s a close frieathdkVagreeing, one woman
says: yeah, she’d have to be.] So it tells you how close HIV is in ouoristvof our friends being
exposed to this.

[Move on to SCENARIO 2]

(00:08:05) DC: Here's the second one about your daughter. Oh no, this is your sigter.aware that
your sister’s husband is having an affair/

W1: Blood is thicker than water, | would be telling her.

DC: You'd what?

W1: I'd tell.

DC: You'd just walk up and tell her?

[All women: Yes! It's my sister!]

(00:08:26) DC: And she tells her man, and he says, “wasn’t me. Wasn't me.”

(00:08:29) W27?: First of all, he would be touched, and then | would.../ [Other women cuf] her of
DC: So you would... [Other women still talking]

W2: In case I’'m mistaken or something, you know, | don’t want to go at her sitiedwhen it's not
warranted. You don't just take something to somebody without/

W1: the facts. [Women agreeing]

(00:08:49) DC: So you go and talk with him?
W2: Yes.

DC: “Wasn’'t me.”

W2: But if | saw it, it's a wrap [?]/
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WS8: I'm gonna call your name out/ [Cuts of W2]
W?2: There is no 24 hours, if it's true and | know it I'm going straight to her afeave you.

(00:09:03) DC: So she would know this is a real problem, she’s been to thisyprebeaknows that her
sister is now at risk for a sexually transmitted infection, partilgukélV, and she decides she’s
confrontinghim. And after you confront him, then you go and confront her. What would the rest of you
do? What are your thoughts? If | was 70 years old, what do you think | would do?

[Some women answer “same thing”]

W2: Same thing with the sister’s husband. Same thing.

(00:09:36) DC: And do you all agree? Think about your mothers or your grandmothers.

WS8: No, they'd have kept it a secret.

DC: Thank you. So you need to be aware that there’s what they call an agsdédfeculture difference/
and what we do as young women may not be what older women would do. And you may be having a
conversation with a grandmother or someone who's 60/65 and who's chose to sharth Y@ .v8he’'s

not going to tell them, but she’s just saying, “yeah | caught [called?] such and stie@ndwguddenly

your ears perk up. And you have to have a conversation with your grandmother, beeauset $élling.

Her culture says, “mind your own business. Keep it to yourself.” How do yduybur sister’s going to
handle stuff like this?

(00:10:20) W6: She’s gonna be embarrassed. [Short silence]

DC: Any other reaction your sister might have? [Many women starttglki

W3: My sister would take my word over his. [Other women still talking]

DC: Your sister will take your word over his. Will all sisters take yward over/

[Women: no]

DC: So some sisters are what? [Many women start talking again]

(00:10:40) W8: “You're just mad because you don’t got no man.” [Women still talking]
DC: So the bearer of good information, and well-intended, may not always bedece

(00:10:52) W14: I've been in that situation before/ I've been in a gitubike that, and all I'm gonna do
is share what | know, and what you do with that is on you. You know, but you've got to say something
you can't just sit on stuff and then she gets hurt anyway. [Women agreeing]

(00:11:06) DC: So you have to have good intentions when you go, and you have to be prepared that it
may not be “oh, thank you for telling me.” It may be what this sister said,n@u,Kyou just jealous.”
[Women agreeing] And you know all sisters don’t have good relationships. So if | dea’algood
relationship with my sister, | may or may not tell her. But still, frora grbogram, you walk away
knowing that what we do impacts. Even whether someone gets infected or nosehmegbe today they
weren’t, | didn’t say anything to them. So it's a hard decision to do that, buighaffairs is not
uncommon we said in our communities. Is that right? [Women agreeing] So, thesegre@umebody’s
sisters/ so somebody’s sister’s getting stepped out on and increasingskh@nd especially when we
saw that with the original statistics, that we’re 15 times rfibedy, and we’re 80% of the cases. So
maybe a lot of us are not talking to our sisters. | mean, just being verj#weahen agreeing, shaking
their heads.] There may not be some conversations going on that need to go on. /
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[Moves on to SCENARIO 3]

(00:12:15) DC: Ok, here’s your kids/ She’s not talking about/ she said atiengds$ are sexually active/
WS8: Oh that’s my cousin right there.

DC: What do you mean? What do you mean by that?

W8: She’s having sex, she’s sexually active/ [At the same time, W1Zadhlak be true.]

DC: Okay, so/

WB8: | say keep right on acting like your friends, you can wear my black dress. [?]

(00:12:39) DC: What else could we do?

W12: You know, but here’s the thing/

DC: Because | won’t be mad and disappointed with them, [?] so we're just/
W8: | was very upset.

DC: Yeah.

(00:12:45) W12: Well here’s the thing, that | know in other cases, like, you dorenwesf here’'s my
scenario: as a teenager, a long time ago, | had lots of friends and wedhaelationship with my
mom, so we could tell her stuff about our friends and stuff being sexually antiMeaving several
boyfriends. So you're really/ is your person necessarily at risk? Notifyarents are talking to you
about it and you have open and honest conversations. But | think it's somethingstina¢ntned in a
black community, that my parents are pastors/ that our churches tetltogelbour parents/ | mean, the
kids not to tell your parents that you're having sex, because you're not supposesl sexhaAnd we're
not getting knowledge and imparting that knowledge to people. But, | mean the kichobbk just
because their friends are doing it. They could be more susceptible b#waus@endsare doing it and
be peer pressured, but you know, you can have different situations. | think thatstimhepen and
honest communication comes in and as generations are going, people aré starérgarents are
starting to have these conversations with their daughters and things redttirat

(00:14:08) W14: Well | was gonna say | think a huge problem, especially in our cotymswsome of
the music that is so popular with our young people. You know, back when | was a teenagammaged
to talk about all the stuff | used to listen to and | didn’t really see thddal. Now you can't turn on the
radio without people talking about grinding down and all these sex moves, godtigetting younger
and younger, that it’s so, like, kids are getting all this sex talk, and so rer mhét you're telling them,
it's not being reinforced by popular culture. [W12 agreeing]

(00:14:38) DC: I'm only smiling because | had that discussion with my son. [D@ tetitsy about how
her son loves music, and pulled out all of her old music, and the lyrics havenustlasexual innuendo
and/or sex talk in them. The music is slower, but it says the simmiteyst] [Other women start talking]

(00:15:25) DC: We tend to want to believe that things change in cultutesilhwes, in ages. And
sometimes we’re only seeing it through different eyes, and | no longératdyecause my music was
doing the same thing from the 50's and 60’s. And it didn’t seem like that to me, butwistarted to
play the 60’s and 70’s, he was still grinding and touching/

(00:15:48) W14: Was it as explicit as it seems now?/
DC: Probably not.
W13: Look at the videos.../

105



1685 DC: I wasn't saying | was convinced, but | was just saying that it waghstie. | think this young lady
1686  was saying videos/

1687  W13: Videos are tied with it, and Marvin Gaye singing and it's not gonna lsathe thing as it would
1688  be out now, seeing girls/ and they’re letting them be out in thongs and the pastigsou can see this
1689  right on daytime TV.

1690 (00:16:20) DC: Right. And, you know we grow up and the reality is having sex is goadgtsav
1691  orgasm is great. You know, when you get one you wanna holler and scream. [Wonteikstg}tSo
1692  when you get one at 13 or 14 you're still hollering and screaming. So you know, we say don’t do
1693  something and somebody do something and it's good/ Because it feels good, and so d@'seHard t
1694  someone not to do something that feels good. And so we send a message of guilt witimgdhna
1695 does feel good in right situations, and therefore like anything, “I likedhdy I'm gonna get some
1696 more.” So we have it promoted, it's easily accessible, it feels good; emtinues.

1697  (00:17:16) W4: | work at a health department, and I live in Washington Coumtywiith HIV rates.
1698 And I do talk to the people, and ... in the system, and we do talk to her a lot, andrtediltout/ | can’t
1699 lose ... [?] and | tell her, | said you know people out here, | can name them, but | would loge tmy |
1700 tell you people out here that have it. They don’t look like it, and you will nexew khat they're out
1701  there and have this, and the school took the health educator out of the schdwyaadighting to put
1702  them back in the school and they won’t even put it back in the school, so they vemné&dicate the
1703  young people about it. And when we try to fight for the health educators to puirttike schools and
1704  stuff, I don't understand why they won't educate the young people with this. So | mean,rhgouca
1705  educate the young people without it, and they’re spreading it more and more. Aedithedepartment
1706  is going to their houses picking them up so they can come get their medicine aadikbititat/

1707  (00:18:32) DC: Can we find other places to educate kids? | mean, you knoweisttharplaces that we
1708 can do that as concerned citizens and mothers and fathers and aunts and enales®\yWu're sending
1709  us to a system that’s set up, but most of us don’t want to go to the health departreent. Wwengo when
1710 we have to, | went when | was younger because | didn't have any money and | wagi bollehat’s

1711  usually not our preference, to get our health care there, because \ikefi'sl open, it's in the

1712 community, and everyone knows. So that's one thing when you're diagnosed, but as a group now that
1713  we're learning about this problem, we're learning that we're tbeeased number of new cases are going,
1714  and we see as a community of women here we're saying that, there’s really noptagekids to learn
1715  because they're taking it out of the school system. We say weligsazan do this, and so | always say to
1716  this group is, let’s not talk about individual/ | mean we can individually, but ddnave think most

1717  families do? Do we think most families are having this conversatih@®§men: no.] So if most

1718 families are not having this conversation, then that means that nmst cddmmunities the kids are

1719  debuting with no information. And maybe if / like my parents only finisheeidfeth grade, and my

1720 parents didn’t talk with me. And my parents were probably like most garenty community. You

1721  know just because they didn’t and couldn'’t, we're those who have education and knotg lietvelp

1722  set these things up so that the kids are not impacted by the lack of palggt®abach and information
1723  to teach. We still are responsible as a community to think of infamato where would you propose
1724  that it happen?
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(00:20:18) W4: That's what | said, why are they taking it out of the schiieks@mely hard to hear]
DC: But that's there, where would/ you propose that we put it back in the saheol3

W4: We'll let the schools...

WS5: Well that's true, but my take on it is, it's the generation now. Paegan’t able to spend as much
time/ due to the economy, parents aren’'t able to spend as much timeewitids and have the
discussions, which is/ it could be why they took it out, because they ekpgmrents to talk to their
kids, but with parents having to work as much, they don’t make time for it adithgythe past. So now
it’'s not in schoolandparents don't give it, so it's taking out their two main sources.

(00:21:02) DC: So where else?

W10: Church

DC: Uh oh, | heard a “Church.” Do you think it can happen in church? [Some women say no]
W11: It may not be, but it needs to be/

W10: It needs to be.

DC: Oh you're saying iheedgo happen. So my question is, that's a place we think maybe, but as a
community of women in this room, do we think that that’s happening in our churches?

W12: No! [Other women agreeing]

W2: Some churches are.

(00:21:28) W11: One thing that our society/ our society has a huge problem withngohdeest with
ourselves, and like you said, where do we do it? | talk about it anyway. ustasljing the committee
we were on the other day that/ | was in a meeting, and we had just silditegiand | was like “ya’ll
better wrap it up, because,” you know, but I'll talk about it to anybody becausts thénege/ | don’t
want to see my friends die because they didn’t do what they needed to do tiockekyes safe, so if |
hear a teenage person talking about sex on the phone, I'll be like, “oh do you havesdomes® Do
you want some condoms?” You know, but that's just my personality. So the aversage iperot very
honest with theirself that that actual situation actually exists, sbowe get it out there to our kids. |
mean, the undergrads/ | already told them what they can get, how they cawlgetdatthey can get it
from, and whether they want to hear it or not, it's something that's personal teecause | didot want
to hear that one of my sorority sisters, or anybody | know has done somethitngyhaduld have
prevented.

(00:22:46) W1.: ... | think a lot of parents are probably in disbelief or/
W11: Theyarein disbelief/

W1: And their children are having sex, so in their mind they’re thinking/
W11: “Not my baby.” [Women agreeing]

(00:23:00) DC: So NIMBY — Not In My Back Yard. [Women agreeing] “My kidsthe30% not the 70.

(00:23:05) W8: Or at the same time the one thing they are discussingu& better not do it.” [Women
agreeing] Instead of saying, “if you are, you make sure you protect yourgétiii¢n saying: that's true]

(00:23:18) W4: Because it's not like it wasyiour days and it's not like it was iour days. [Many
women start talking at once] | mean it was bad in my days, but even worsaNmwef still talking]
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(00:23:27) DC: How would you recommend that it happen? We're saying that it$ schools, we're
saying itcould happen in churches and some churches are doing it/

W1: | think it should start at home, first of all. See that’s the problem/

[Women start agreeing that it needs to start at home]

DC: It needs to start at home?

W1: Yeah it needs to start at home.

W8: And people need to stop having kids and expecting everybody else to raisp/tlbemn agreeing]
Look wha's having the kids now though/

All women: The kids.

W4: The kids are having kids!

(00:23:49) W6: You have doctors who want to teach the kids, but the schoolsetvtmérh, you have/ |
mean one of the biggest questions we used to get asked was like, “why did | getgbth@ubom when
my child came in?” at ... [name of the place] and we’d have to tell the pavemivant them to have that
time with us to ask us open questions about sexual relations so they know wimgt'srg And you can
see the relief on parents faces that they don't have to have thiggatiore | came home and told my
mom, “hey | learned about sex today,” and she was like, “thank you god | don't hallettoytou about
it.”

(00:24:21) W8: What?

W6: Yes/

WS8: No, no, no/

W6: She’d tell me that she didn’t have to do that discussion with me/

(00:24:25) DC: So it's a very/ you can see that we have no consensus in our roomtattdaatdo about
those who are most at risk. Yes?

(00:24:36) W14: | have a question. | didn’t go to school in North Carolina, | grew up carynases,
and | feel like this “safe sex” and “sexual transmitted diseaaes, all of that stuff is always that | was
kind of touched on, so | always felt that | grew up with that knowledge. Do they not mamyitnd/
W8: They do. They do in PE, that’'s why every child/ in middle school, they have to BanéhPalth,
they have to. And they have a small unit/ but | know like sometimes parents ¢arsigpt out that their
kid does not have to take it. So they have to go somewhere else. Which itarstiishchoice, you
know what I'm saying?

(00:25:10) W5: But they don't offer it/ they took health out, they just haveda#

WS8: They still have the PE/

WS5: Not in Washington County/

W8: Ok, Washington County/ [Women start trying to talk at the same time]

W14: They don’t mention condom use, or anything like that? [Someone says “no”|
W4: That's what I'm sayin’/

(00:25:26) DC: And so maybe they're mentioning it, so | think in some counties, or mosesotiney
have a 2 or 3 hour program, and so the kids in one program are introduced to condomssahawhis i
you use them. Not necessarily a demonstration/

W8: Abstinence/
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1803  DC: So if you only introduce something one time, and it's not part of a continuoushgrmetem, is
1804 that enough to motivate that person or to help that person understand how to do that?v&date dia
1805  gaps in that, and that's why this discussion is, because how can we help sphablbes or promote a
1806  problem, or/

1807  WB8: They're everywhere. There’s gaps when you go to Kindergarten and you dowtykur name,
1808  you don’t know how to spell it, but they still push you along. And then you move forware'stijenna
1809  be another gap. So it's a continuous cycle, that no one has really found an answer t

1810 (00:26:15) DC: And that’s if we could solve it as a community, that’s wheheitid occur. | mean,
1811  because we have just as many teammates here that are sayingriteeshandd do it. So maybe the
1812  schools shouldn’t do it anyway, and even if the schools do it, they're doing it fanlifesor a half an
1813  hour, and is that enough for learning? | think many places it needs to happen/

1814  WB8: It needs to happen several places. It needs to be something thditiseepe

1815  (00:26:38) W11: And the other thing that | wanted to add is that | think it a¢stsrte come from our
1816  leaders and those people who the teens or the young children look up to. Becausaohggnna
1817  necessarily listen to their parents, because of the averagedaethials they know more than they do
1818  anyway/ [Laughter] They'll listen to someone/ if they see Beyongi@gd'oh yeah, wrap it up hunny,”
1819  or whatever. Or Jay-Z/ [Laughter]

1820  (00:27:14) DC: So it needs to be a community process, and many people need to be inethaaly in
1821  asking leaders and rappers and that to help promote certain things.

1822  (00:27:26) W5: And | think we try to get the population out to the programdlsibfawho’s going to
1823  bring their kids to learn about it. Whao's going to bring their parents to learn ibbBatause even the
1824  parents don’'t know the naked truth. You know, so, it's getting people out to/

1825  (00:27:47) DC: So it's a/ you can see that we've talked about this for I minutes because certainly
1826  as a community we know that that's where it's starting. We're alsltfor the other reasons, but that's
1827  one that/ it's very difficult to get a consensus, it's very difficultiiod where to start, how to start

1828  approaching that/ But hopefully this kind of conversation and hearing theseofygi@logue in the future
1829  we’ll all have small opportunities to address that. Sitting on a board, dgiagent, wherever we are, that
1830 we're gonna have a voice because we now know it's important, and alwaysdrgenit in somewhere,
1831  even ifit’s not directly/ Because it's a problem.

1832  [Move on to SCENARIO 4]

1833  (00:28:26) DC: So here’s the fourth scenario, and this happens, guys. What happeraifeya married
1834  person, or what we see is college students showing up to college having had adboyhigh school
1835  for 5 years, and now they find out that their mate is having sex with other men. 8ati= in high
1836  school they couldn’t be who they wanted to be. They get to college and they stgutare, or a married
1837  man starts to act out some fantasies. Do we think this is happening? Daknhhithere are

1838  relationships in which men are having sex with women and men.

1839 [Women start agreeing]

1840  (00:29:02) W8: ltis, itis. | had a friend who died from AIDS/
1841  DC: And think they got it from their mate?
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WS8: No, he was undercover. He was a homophobe/

DC: So he was against homosexuality/

W8: Yeah/

DC: But he was/

W8: He masked it/

DC: But he was. Ok/

Wa8: Like when we would talk about gays or whatever, he'd be like, “oh | can't stand"tand this that
and the other. But at the same time, Halloween, he'd dress up as a wonjast. like, we knew, we
wanted him to just say/ just tell us. But we didn’t feel comfortadtinly him know that we kinda knew/
(00:29:36) DC: But he had women friends?

W8: Oh yeah, oh yeah.

DC: So he was also putting other women at risk/

W8: Yeah.

(00:29:42) DC: So somebody said there’s a lot of that/
[W8 and W2 having a side conversation about the gay man W8 was just taléing ab

(00:30:02) DC: So the question is do we/ we're talking about a behavior thetrdlg talk about/
[Women agreeing] and we're most impacted as black women, do we think thatithigir
communities? [Women saying yes] Do we see this? [Still agreeing]

(00:30:15) W2: And we/ | have/ There's this young boy, and he has certaindersdénd certain
family members are always saying, “blah blah blah.” You know, not to him, but abauAmiht'm
always saying, “don’t say that. Because who is he gonna have if and when heuabinésu know
what I'm saying? He’'s gonna have to hide it, because in his own immediatg fingidn’t be who he is.

(00:30:49) DC: So we know of examples of which we see it setting up.

W2: Yeah, and | think he’s in middle school now. And I'm like, “let him be who he’s goananid shut
up.” And | tell them, | don’t want to hear it. As long as he’s not hurting anybodye lavalone/ you
know? | just don’t want to hear it.

(00:31:07) DC: What about more mature relationships? This personigygmit of college, and this
other person’s been married for 10 years. She’s 30, 40 years old.

(00:31:17) W4: Honestly, I've been in a situation/ my older brother waslcgay, and he actually died
with me disliking him. And | regret it now.

(00:31:28) DC: So we're learning, too, how to accept things and those things,eo¢sansour families.
You know, ten percent/

W4: Because when he was in the hospital | did/ he was in the hospitagbing to see him, but | didn’t
make it in time to go and see him/

DC: So he had relationships with men and women?

W4: Mmhmm. No, not/ | don’t think/ towards the end he didn’t have women/

DC: But he started out/

W4: He started out/ yeah. He just completely started dressing asanwom
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(00:32:01) W14: | mean, the biggest problem that | see with that is, | meas aledady touched on
religion now/ | mean | know for people who are really into their faith atfiely believe heavily in the
Bible, no matter what kind of acceptance message you try to preach, cev@aae never going to
look past that. And so if | were gay, | know for a fact my parents wouldcaepait, no matter what. You
could tell them all of this “who am | gonna have” and blah blah blah, itgheg belief system, know
what | mean? And so for people who have that burden on them, | mean, what kind oféndeitiey
have to come out if they know that their family’s going to change their mingrotHeir back on them.
It's harsh/

(00:32:50) DC: Yeah, yeah itis.

(00:32:53) W12: You know, | would say, because I'm a PK and I'm/

DC: What's a PK?

[All: “Preacher’s Kid"]

DC: Okay [Laughter]

W12: And I'm really deep into my faith and having parents that are pastors and paweple in my
family that go to church that are openly gay/ that are my family and thatadmtch/ I'm not saying/
Okay, here’s a difference I think in terminology that as society chdahgepeople are changing/ It's not
a matter of accepting the behavior that the person is exhibiting, Bkenébody wants to come out and
say they'’re gay, it's not a matter of that I'm gonna accept it, becal€tlagree with it still. But it's the
thing of, I'm not going to turn my back on my family, if they want to talk abouinit gonna talk to them
with it. | don’t have to agree with everything that you do in life for you ttalrély, and | think that’s
what/ the tide is turning in a lot of places, churches, slowly. But ibldek community more so it's
turning because we're de-sensitized now to things that we weren't Bafoes. | first came to college,
there were people that you thought were gay, but people still kept it hiddemwByit's like/ Like my
sister teaches high school in ... [name of school] and people go through phasassw@kto be gay
at some point in time, and so it's one of those things that/

(00:34:32) W?: For females/

W12: For females. So it's one of these things that people are even ihatilits not an acceptance, and
that’s never gonna happen because that's a debate with your/ that woukd dagyiilg that your faith is
wrong/ to you, then you're probably not gonna do that. But the thing is, the morege®igethrough the
years and more black families are saying “I'm not going to get rid of mg glst because the society
tells me I should”/

DC: Or the church/

W12: Or the church. | don't agree, but they're still family. Like, if somebualyya baby out of wedlock,
do you throw out their child just because they/

(00:35:11) DC: So you're saying that there’s more acceptance now/

[W12 repeats “acceptance” while make quotation marks in the air]

DC: So it's beginning to be that/ and the reason that we’re talking about ta&cksvomen is, we are
disproportionately impacted, and you know, we can’t get a handle on this behas@usdéhis behavior
is done in secret. But if this is a component of what's going on in our riskpite each of us to have our
churches become more like this church. And that means that when youigethittie here with all of the
elders who don’t want to talk about it, either you can be quiet, or you can begindg®uorcopinion, to
whatever happens over a period of time, they become more sensitive dleoatite of your argument,
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because of your information. And so if we all will be responsible withetkivgls of things/ Because
there’s no answer, but it’s just something for us to recognize that thesédoglaae in our networks, and
therefore it's behaviors that we or our family of women are having sexpetiple that are having either/
they're ambivalent about who they are for a period of time, so that's whyelhmawing bisexual
behavior, they haven't learned proper sexual behavior which means condoms hechasgen't taught
them when they’re young, and therefore they're putting us young women at risk,ravoifden at risk at
different points, and this risk exists/ without having judgment, and justdpavi understanding of why
things are moving in our communities.

[Moves to questions about Gender Roles]

(00:36:45) DC: Well okay, do you think that you or most women can come home and afterlgfiu’ve
this program, and say okay, we're gonna talk about condoms. I'm married butbesit, Know, I've
learned that most married women are becoming infected, | may want tasstgrcondoms in my
relationship. Is that gonna/ can you do that? [Some women say yes]

W8: Yeah, | can.

DC: You can? Do you think all women can do that? [More women saying no] What willost@p s
women from doing that?

(00:37:11) W13: Trust/

W2: Being embarrassed/

DC: Being embarrassed/

W2: Or the feeling that he’s gonna think that maybe I'm doing something inajaies
[Other women start talking at the same time. Some are saying trusf issue

W13: It might be the other way around, he might be thinking you're doing something.

(00:37:27) W14: Is that in the recommendations, that you're telling marrie@mwtnat they should start
using condoms in their/

DC: Well | think I/ my job is to share information with you and tell you whkeeinfections are
occurring, and help you come to some thoughts/ [Laughter] | mean, and you may saydbdhatt” or
you may say “I can,” or maybe “l don’t want to use condoms,” or maybe “I'm gonna do #yiberham
gonna get tested every year because | don’t know.” Maybe you haven't, maybe gidireame small
thing you can do. | mean, all | can do is share the information with you, but mayd@thieing that you
can do when you leave here is say, “I'm gonna get tested every year, | never gimught But I'm
married and I'm gonna get tested.” That's still a step. Everybody hag, &sezyone has something that
they can do to decrease their risk.

(00:38:15) W11: | understand, but what | told my husband when | took this class the érdtdaid |

would rather/ and | laid some condoms down, and | said | would rather you approach me with a condom,
and that means you care about me, because | know what can happen, and aftietalasg, | just

don’t want to die because you wanted to go out and figure out somebody else’s styffudorought it

to me, that's your thing/

(00:38:48) DC: But even if that happens, just because you did that, do you thitilattsagjonna happen,
because... [W11 and a few others start talking at the same time] the @ajkednome and says, “I want
to use a condom tonight,” [Laughter]

W11: I'd be like/ right, okay/ That's true, | gave him the option/
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DC: Just to know that you're thinking about it, he begins to know that my wife é& this, and if | step
out with a secondary partner and don’t use condoms and catch something, she’s gonnadrepi[{

so the conversation puts people on the alert/ [Women talking and laughing inkgeobad] And this is
what we talk about, because it does ingynethingBecause the day that he does that or she does that,
number 3 hits there. It implies that number 3 is there, and then you've got to go dedherntihiogs in
your relationship, not that you can’'t deal with them, but to have to deal with them

[DC then asks about how to get women to test. Women say do it at the doctor whemnhgva;rer doing
it in the church. The women bring up that the biggest way to draw people is tmoffetives and/or free
items.]

[DC asks if more women (and men) knew how to put on condoms, more people would use them. All of
the women say no. One woman says: “it's not the issues of knowing how to ddhe fiest that

women want to please men, and most men do not want to wear condoms, and thereforethdontim
make them.” The rest of the women agree.]

[DC asks where else she can take this program. Women say healtmfhiother sororities.]
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APPENDIX C: ANALYSIS CHARTS

Condom Use Analysis Chart

Kids learning Talk about in | What is being Can married women Other Comments
about condoms? | church? taught? reintroduce condoms?
How?
FG1 e No e No e Abstinence e No o Alot of young people are
¢ Implies cheating (both getting pregnant
ways)
e Women are supposed to
trust men
FG2 e No . . e If you canrely on e She says “we have to use a
yourself condom” and he says “well I'm
o Implies cheating (both not doing that”
ways) e People are having kids with
o |If relationship unsafe, NO different partners, so not
protecting themselves
FG3 e Certain e No e One school ¢ Implies cheating (both) e Women should get a vibrator,
schools taught them e If single, not a problem or go to the store & get some
e Rest=No how to put e Convo = probably not condoms & make sure to have
condoms on e Could be a health convo them.
e Some relationships do use
protection b/c already infected
e Men say they don’t like to use
condoms
0 “It don’t feel good”
FG4 e Certain . . e [Cut off] e People aren’t using condoms
schools when they step out (cheat)
e Rest=No o Need to make sure young
people are having safe sex
FG5 e Certain e No, but e Abstinence e Some say yes e Tell your friend if she’s
schools they e Don’t talk e Barriers = cheating, that she need to
e Rest=No should about 0 Trust issues protect herself
condoms 0 Embarrassed 0 “Tell your toilet to put a

0 Implies cheating (both)

condom on”
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Sexual Education and Resources Analysis Chart

Did women’s
parents talk to
them?

Getting
Comprehensive
Sex-Ed?

Where do
people get
their Sex-Ed?

Problems
[preventing good
Sex-Ed]

Can women
identify any
place people
can get good
info?

Where should people
get Sex-Ed?
(Recommendations)

FG1 | ¢ Majority = e No e Peers e Parents don’t e No e Talk at home
No e Home=No feel e School
e School =No comfortable e Church
e Church = e Church & Bible e Health Dept.
No = abstinence
o Need parental
permission
FG2 | o Majority = e No e Peers e Parents e [Didn’t e Athome
No uncomfortable mention
any]
FG3 | o e No e Peers e Parents don’t e 1lyounggirl | ¢ Home
have info to says she got | e Church
give itat school | e Community leaders
* Most e School (for those
people said that don’t)
they
didn’t/still
don’t
FG4 | » e No e Peers e Sex-edin e Some e Home
school isn’t schools e School
enough e Clinics/ e Church
e Parents health care e C(Clinics
don’t/might providers (if
not have info parents
take them)
FG5 | o e No e Peers e Music/ music e Not e Home (start at
e TV/music videos consistently home)
e Taking sex-ed e Some e Church
out of school schools, but | e School
e Parents don’t they give e Health care
have time b/c very little providers/clinics
of work, or info e Leaders/ role models
they’re

uncomfortable

e Parentsarein
denial/disbelief

e Parents don’t
have info to
give

e Kids don't listen
to parents

e Abstinence

e “Kids are
having kids”
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Gender Roles Analysis Chart

Talk to man Ql Stay w/ man if | Q2- What do you Reintroduce Tellmen | Other comments
about Who's he’s cheating? | do about MSPB? Condoms? to get
cheating? cheating? tested?
FG . e Husb e If you're W2/W3: e No . e Only tell girls
1 and married, keep mouth o Implies not to get
e Then you stay shut [older cheating pregnant
say married women] (both ways) o Tell boys
“eith e Women Many people e Women are nothing
er” arein don't tell supposed to
denial Others say trust men
they will tell
[Disagreeme
nt]
FG e Some say e Both e Reality sets Tell e If you can e Yes .
2 yes in and they Need to help rely on
e Hard to stay [sister] yourself
do e Can’t leave Won't tell if e Implies
e Dependin b/c of the person cheating
gon poverty won’t (both ways)
poverty, and kids believe it o If
NO Get relationship
o Nowhere evidence/ unsafe, NO
to go proof
FG e “Did you e Both e Might be Tell b/c you o Implies e Yes e Ask, “did you
3 see me?” able to could be cheating see me?” if
e When resolve it saving her (both) accuse him of
asked e Some say life o If single, not cheating
women geta Get a problem e Men always
were divorce evidence/ e Convo = say they
silent proof probably not don’t like to
e Couldbea use condoms
health convo (don’t feel
good)
FG e Might get e Both o |f Some say tell e [Cut off] . e “That’s what
4 beat relationshi Older aman’s
e Some p is unsafe women supposed to
would yes, you wouldn’t tell do” [older
talk to don’t do Get women]
him anything evidence/
proof
FG e Some say e Both . Tell e Some say yes . e Group was in
5 yes Older e Barriers = disbelief that
women O Trust some women
wouldn’t tell issues claim their
Get 0 Embarrass STl came
evidence/ ed from a toilet
proof 0 Implies seat
cheating
(both)
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MSM/MSMW (Men who have sex with men/and women) Analysis Chart

Religious Reference | MSM/MSMW in Barriers for telling HIV-Risk Other
Communities? women
FG1 | e« Homosexuality is e Yes e Not answered e Having o
preached against (interrupted) unprotected sex
in the with multiple
Bible/Church partners
FG2 | o ® Yes o MSM isn’t acceptable | ® When you hear o Differentifit’s a
about MSMW, man he’s
you don’t always cheating with
think about e Less acceptable,
being at risk harder for the
woman
FG3 | o e Yes - It’s a big time Embarrassing o Won't tell, so o Differentifit’s a
topic Homophobia in the stay w/ women man he’s
e Bring up prisons and community and still have cheating with
MSM Don’t want to be unprotected sex
e Bring up college and seen as gay w/ men
MSM Men won't tell
FG4 | o e Yes Men won't tell . .
MSM not acceptable
Fear of stigma/being
ostracized
The men don’t think
of themselves as gay
FG5 | e Religious ppl see ® Yes Afraid of being . .

being gay as
wrong

e Changing — ppl
aren’t turning
their backs on
family

Some know ppl
personally (both died)
Both of these men
started out on the
down-low

rejected/disowned
No incentive to tell
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MSPB (Multiple sexual partnership behavior) Analysis Chart

Ql- Q2 - What do Q3 -Young | Q4 - MSM & Can you talk Do you know if Stay with man
who's you do about ppl and MSPB to man about someone’s if he’s
cheating? | MSPB? MSPB cheating? cheating? cheating?
FG1 | e Husban | ® W2/W3:keep | e Iffriends | ¢ Common & . e Disagreement | e Ifyou're
d mouth shut are in their e Some argue married,
e Then [older doing it, communities yes, some you stay
say women] she e Engagingin argue no married
“either | e Many people probably risky e Womenin e Women are
” don't tell is too behavior denial in denial
e Others say
they will tell
[Disagreemen
t]
FG2 | ¢ Both o Tell e [ffriends | ¢ Common & e Some say . e Reality sets
e Need to help are in their yes in and they
[sister] doing it, communities | e Hardto do stay
o Won't tell if she e Engagingin e Depending e Can’t leave
the person probably risky on poverty, b/c of
won’t believe is too behavior NO poverty and
it e Nowhere to kids
o Get go
evidence/pro
of
FG3 | e Both e Tell b/cyou o [ffriends | ¢ Common & e “Didyousee | e Sayyesatfirst | e Might be
could be are in their me?” e “intuition” able to
saving her life doing it, communities | e When asked | e DC = work resolve it
o Get she e Engagingin women e Then change e Some say
evidence/pro probably risky were silent to “you never geta
of is too behavior know” divorce
FG4 | e Both e Some say tell o |ffriends | ¢ Common & e Might get . o If
e Older women are in their beat relationship
wouldn’t tell doing it, communities | e Some would is unsafe
e Get she e Engagingin talk to him yes, you
evidence/pro probably risky don’t do
of is too behavior anything
FG5 | e Both o Tell e [ffriends | ¢ Common & e Some say e Womenin .
e Older women are in their yes denial
wouldn’t tell doing it, communities
¢ Get she e Engagingin
evidence/pro probably risky
of is too behavior
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APPENDIX D: PRE-AND POST-TESTS

(Written by Dr. Diane Campbell)

1)

First two letters of first and last name/year aftbi
For Example:John Smith born 1946 would be: josm1946

Study ID /

Circlethe Best Answer (s)

2)
1.
2.
3.

=~

arONPO

PonNdPEE

WN -~ O

WNEFPO

wWN WN PPN

aorONMNPO

What County do you live in?
Pitt

Lenoir

Other

What is your age range?
Less than 18

18-24

25-39

40-64

65 and over

What is your Race/Ethnicity?

Black (at least one parent who is Non-Hispanic BiHBY)
White (Non-Hispanic White {NHW?})

Latino (Hispanic)

Other (Asian, American Indian, etc)

What is your sex?
Female

Male
Transgender

What is the sex of your sexual partner?
Male

Female

Both

What is your relationship status?
Never married

Married/living with partner
Separated/divorced/widowed

Highest education level achieved?
High School/GED or less; other training
Some or completed college

Some or completed graduate school

Annual Household Income (including mates)?
less than $5K

>$5K to $20K

>$20K to $40K

>$40K to $60K

Not reported
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10) Age you first had sex?
. Lessthan 14

15-18

19-24

over 25

never had sex

arLONE

11) Number of different sex partners in the past 3 inght
1. 0

2. 1

3. 24

4. 5 or more

12) Number of different sex partners in the past one/éars?
1. 0

2. 1

3. 24

4. 5 ormore

13) Have you ever had a sexually transmitted infection?

1. Yes
2. No

14) Where did you do this survey?
. Church

1

2. Sorority

3. School/ College

4. Community Organization

5. Home

6. Other

Pleaserate these statements: Rating Scale
High
M oder ate
Low
No

15. Evaluate your risk for HIV transmission

16. Multiple sexual partnersis __?__ risk for HIV tsamission
17.A married women has __?__ risk for HIV transmission
18. Having unprotected sex has __?__ risk for HIV/AIDS

19. Sharing needles is considered __?__risk for HIWsmaission

20.Being pooris __?__risk factor for HIV transmiss?o

P NWS
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Rate these statements

21.Married couples should use condoms (rubbers)

22.1 should use condoms (rubbers)

23. Should teenage girls learn how to use condoms?

24. should teenage boys learn how to use condoms?
25. Should adult women learn how to use condoms?

Directions. Check Yesor No

26.Have you ever suspected preseattner was unfaithful?

(‘stepped out/ ‘had an affair’)?

27.Have you ever suspected one of your past 3 panvass
‘unfaithful’ (‘stepped out’ ‘had an affair’)?

28.Have you ever been unfaithful in your present ietehip?

29. Have you ever been unfaithful in your past 3 relahip?

Rating Scale
Strongly agree

Strongly disagree

30. Do you always use condoms?

31. Would you participate in condom skill training?
32.Have you ever been tested for HIV?

33. Would you get tested for HIV if it was available?

HIV is transmitted by?

34

35.

36.

37.

38.

39.

40.

41.

42.

. Vaginal sex

Anal sex

Oral sex

Dirty needles

Childbirth

Breast feeding

Hugging and Kissing
Sharing Spoons and Forks

Touching and Playing Together

PNWS
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Please rate these statements: Rating Scale
High
M oder ate
Low
No

PNWkA

43/35 Evaluate your risk for HIV transmission

44/36 Multiple sexual partnersis __ ?  risk foVHfansmission
45/37 A married women has __ ?__ risk for HIV trarssion

46/38 Having unprotected sex has __? _ risk for/AIBS

47/39 Sharing needles is considered __?__ risk fagrtkhnsmission

48/40 Being pooris __?__ risk factor for HIV tramission?

Rate these statements Rating Scale
Strongly agree
Agree
Disagree
Strongly disagree

49/41 Married couples should use condoms (rubbers)

50/42 | should use condoms (rubbers)

51/43 Should teenage girls learn how to use con@oms

52/44 Should teenage boys learn how to use condoms?
53/45 Should adult women learn how to use condoms?

Directions: Answer Yesor No Yes

54/46 Have you ever suspected pregemtner was unfaithful?
(‘stepped out/ ‘had an affair’)?

55/ 47 Have you ever suspected one of your pasttBgrswas
‘unfaithful’ (‘stepped out’ ‘had an affair’)?

56/48 Have you ever been unfaithful (‘stepped éthiad an affair’)
in your present relationship?

57/49 Have you ever been unfaithful (‘stepped éthiad an affair’)
in your past 3 relationship?

58/50 Do you always use condoms?

59/51 Would you participate in Condom Skill Traigth

PNWSA
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60/52 Have you had HIV testing?
61/53 Would you get HIV testing?
HIV transmitted by?

62 Vaginal sex

63 Anal sex

64 Oral sex

65 Dirty needles

66 Childbirth

67 Breast feeding

68 Hugging and Kissing

69 Sharing Spoons and Forks

70 Touching and Playing Together

Do not answer

71 Risk Score

Pleaserate the statements by the scale Rating Scale
Strongly agree
Agree

Disagree
Strongly disagree

PNWA

72/56 The workshop helped you evaluate your HIV/SIbBsk

73/57 The workshop is a good way to learn about/AIBS

74/58 1 would you participate in condom skill traigin

75/59 | would participate in a HIV prevention pragn

76/60 | would you recommend a HIV/AIDS preventiaimgram in
my community

77/61 | was comfortable talking about HIV/AIDS aseixual behaviors
in the workshop

78/62 The workshop helped me associate poverty MRHAIDS
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79/63 The workshop helped me associate race wtHAIDS
80/64 The workshop helped me associate abuse VIAthDS
(sexual, physical, mental and substance)

81/65 The workshop helped me associate multipleaepartnership
behavior with HIV/AIDS
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APPENDIX E: IRB APPROVAL

EAST CAROLINA UNIVERSITY

University & Medical Center Institutiona! Review Board Office

1109 Brody Medical Sciences Buildinge 600 Moye Boulevard » Greenville, NC 27834
Office 282-744-2914 » Fax 252-744-2284 » www.ecn.edufirh

TO: Diane Campbell, MD, MPH, Dept. of Internal Medicine—Infectious Diseases, ECU—Mailstop: 628

FROM: UMCIRB &

DATE: June 2, 2011
RE: Expedited Category Bescarch Study
TITLE: “Sigter Talk Project”

UMCIRDB #11-0356

This research study has undergone review and approval using expedited review on 5.31.11. This research study is
shgible for review under an expedited category number 6 & 7. The Chairperson {or designee) deemed this North
Cavoling Community AIDS Fund sponsored study no more than minimal risk requiring a continuing review in 12
months. Changes 1o this approved research may not be initiated without UMUIREB review except when necessary 1o
eliminate an apparent inynediate hazard 1o the participant, All unanticipated problems involving risks 1o participants and
others must be promptly reported to the UMCIRB. The investigator must submit a continuing review/closure
application to the UMCIRB prior to the date of study expiration. The investigator st adhere to all reporting
reguiremenis for this study.

The above referenced research study has been given approval for the period of 8.31.11 t0 530,12, The approval
includes the following items:

Internal Processing Form (dated 3.12.11)

informed Consent {dated 5.26.11)

Workshop Evaluation

01 Disclosure Form {dated 4.29.11)

Profile Survey

Focus Group Protocol

Abstract

Flyer

fetters 1o Eastern Carolina Partners & Program Coordinators

® & ® & & & *® B @

The Chairperson (or designee) does not have a potential for conflict of interest on this study,

The UMCIRE applies 45 CFR 46, Subparts A-D, to all research reviewed by the UMCIRB regardless of the
funding source. 21 CFR 50 and 21 CFR 56 are applied to all rescarch studies uoder the Food and Drug
Administration regulation. The UMCIRB follows applicable International Conference on Harmonisation Good
Clinical Practice guidelines,

UMCIRB #11-0336
Paged of §
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Title of Study: SISTER TALK
Sisters Informing Sisters To Empower Response Take Action to Live with Knowledge

20T )
CENTEHN NI AL

Fast Carpling Uniiversity

Informed Consent to Participate in Research
Information to consider before taking part in research that has no more than minimal risk

Title of Research Study: SISTER TALK Project

Principal Investigator: Diane Campbell, MD, MPH, RN
Brody School of Medicine at East Carolina University; Division of Infectious Disease
2300 Beasley D, Doctor Park #6A, Greenville, NC, 27834, 252-744-4500

Researchers at East Carolina University (ECU) study problems in society, health problems, behavior problems and
human condition. Ouwr goal is o try {o find ways to improve the lives of vou and others, To do this, we need help of
volunteers who are willing 1o take part in research.

Why is this research being done? The purpose of this research is 1o evaluate new ways of providing HIV
compunity education. By doing this research, we hope to learn if a community-based workshop can increase HIV
knowledge and skills to decrease HIV risk.

Why am I being invited to fake part in this Research? Are there reasons I should not take part? What other
choices do 1 have if 1 do not take part in this research? If you are an adult female you are being asked to volunteer
to participate in the workshop and if vou participate you will be one of about 300 women to do so. I vou are under
18 vears of age vou should not participate in this research. You do not have to participate in this research, You will
not be penalized or eriticized for not participating.

Where is the research going to take place and how long will it last? The community-based educational workshops
will be conducted in a variety of community settings (college, sorority houses, churches, bome, ete.} In counties
located in eastern North Carolina (ENC).  The total amount of time you will be asked to volunteer for this study is
four hours at one time or in two, two hour sessions.

What will T be asked o do? You are being asked to participate in two, two hour programs. The programs may be
given on the same day or two separate days.  In the first two hour session vou will be asked to complete workshop
demoygraphic, pre- and post-test and program evaluation surveys, listen to a one hour presentation on HIV
fransmission, participate in a one hour focus groups discussion on HIV risk. In the focus group vou will be asked a
series of questions that relate behaviors with and HIV transmission.  The focus group conversation will be audio
taped. Only Diane Campbell, the Program Coordinator and her assistant will have access to the tapes. The surveys
and tapes will not be accessible, and will be kept in a locked cabinet located in the principal investigator’s office. The
tapes will be transcribed word for word and then destroved in six months. 1f vou choose not to be audio taped then
you will not be able to participate in the focus group. In the second two hour session role play will be used to teach
assertive conununication skills, condom negotiation and application and compleie a program evaluation.

What are the possible benefits, harms or discomforts T might experience if I take part in the research? There
may be no personal benefit but the information gained doing the research may increase your HIV knowledge. It has
[Type text]
LMCIRE Number:

i
Fe?gc;f L

Lonsent Version # or Date:

UMCIRE Version 20004501 Participant’s Initials

126



Tite of Study: SISTER TALK
Sisters Informing Sisters To Empower Response Take Action fo Live with Knowledge

been determined that the risks assoctated with this research are no more than what you would experience in everyday
life, 1t wall not cost you any money 1o be part of the research.

Will 1 be paid for taking part in this research? What will it cost me to take part in this research? We will not
be able to pay you for vour time spent participating in the workshops. It will not cost vou any money to be part of the
research.

Whe will know that [ took part in this resesrch and learn personal information about me? To do this research,
ECU and the people and organizations listed below will have access to the data collected in this research.  With vour
permission, these people may see data and any private information colfected in this research: 1) North Carolina
Community AIDS Fund (NCCAF), grantor funding this research, will not have access to any client identification
information; and 2) The University & Medical Center Institutional Review Board {UMCIRB) and its staff, who have
responsibility for overseeing your welfare during this research, and other ECU staff who oversee this research.

How will vou keep the information vou collect about me secure? How long will you keep #t?7 All data will be
kept separate from any identifving information in the principal investigator’s office for the period of 3 years. All
audio-recording information will be transeribed and destroyed in six months. Data may be nsed for other purposes
than this research, e.g., teaching presentations, grant applications, and research articles. When used, all information
will be stripped of identifiers without anyone knowing it is information from the participant.

What if I decide I do not want to continue in this research? If you decide you no longer want to be in this research
after the workshop has been started, vou may stop at any time. You will not be penalized or criticized for stopping.

Who should | contact if | have a guestion? The people conducting this study will be available to answers any
questions concerning this research, not or i the future. You may contact the Principal Investigator at 252-744-4500
between 9:00am and 5:00pm. If vou have guestion about your right as someone taking part in research, you may call
the UMCIRB Office at phone number 252-744-2914 (days, 8:00am -5:00pm). If you would like to report a complaint
or concern about this research study, you may call the Director of the UMCIRE, at 252-744-1971.

T have deeided I want to take part in this vesearch. What should 1 do now?
The person obtaining informed consent will ask you to read the following and if you agree, you should sign this form:
s { have read {or had read to me) all of the above information.
= | have had an opportunity to ask questions about things in this research | did not understand and have received
satisfactory answers.
1 know that I can stop taking part in this study at any time.
By signing this informed consent form, 1 am not giving up any of my rights,
I have been given a copy of this consent document, and it is mine 10 keep.

Participant’s Name (PRINT) Signature Date

Person Obtaining Informed Consent: 1 have conducted the {nitial informed consent process. 1 bave orally reviewed
the contents of the consent document with the person who has signed above, and answered all of the person’s
gquestions aboul the research.

Person Obtaining Informed Consent (PRINT) Signature Prate

{Tvpe text] N
UMCIEB Number: |

Page 20f 2

Consent Version § or Date:_ 1;
UMCIRE Version 2010.05.01

127



s s MPORTANT INFORMATION st s s

Continuing and Final Review Obligations

As Principal Investigator, you are required to submit a continuing or final review form m
the Office for Human Research Integrity for IRB review. This is a federal requirement
continue or close your research study before the date of expiration as noted on the
attached approval letter. This information is required to summarize the research activities
since 1t was last approved. The regulations do not permit any research activity outside of
the IRB approval peried. Additionally, the regulations do not permit the UMCIRB 1o
provide a retrospective approval during a period of lapse.

You must subnmit this form even if there has been no activity, no pz ﬁifii‘pm‘;if@ enrolled or
vou do not wish to continue the activity any longer. Research studies that are allowed to
be expired will be reported 1o the Viee Chance ku for Research and Graduate Studies,
along with relevant other administration within the institution. The continuing or final
review form is located on our website at hitp://www ecu.edu/rgs/irh/ along with our
meeting submission deadlines. Please contact the UMCIRB office at 252-744-2914 if
you have any questions regarding your role or requirements with continuing review,

Required Approval for Any Changes to IRB-Approved Research

As Principal Investigator, you are required, prior to making any changes in your research
study must have those changes reviewed and approved by the IRB. The only exception is
when those changes are to eliminate an immediate apparent hazard to the participant. In
the case when changes must be immediately undertaken to prevent a hazard to the
participant and there is no opportunity to obtam prior IRB approval, the IRB must be
informed of the changes as soon as possible via a protocol deviation form.

Heporting Unanticipated Problems to the IRB that Affect Participants or Others

As Principal Investigator, you are required to report to the IRB all unanticipated problems
that have occurred 1 vour research within the time frame specified in the UMCIREB rule

ot

for reporting Ui m%{:iﬁmw roblems Involving Risks to Participants or Others.

Yersion 8/5/11
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