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For some time, the devastating impact of the HIV epidemic on the gay male 
community has been known. Yet it was not until almost 6 years into the epidemic 
that the research community first began disseminating statistics alerting the pub- 
lic to the havoc this disease would manifest among African Americans (Bake- 
man, McCray, Lumb, Jackson, & Whitley, 1987; Centers for Disease Control, 
1987; Friedman et a]., 1987; Mays & Cochran, 1987). Using the Centers for 
Disease Control surveillance data, at that time we estimated that there was three 
times the risk for AIDS in African Americans as compared to Whites (Mays & 
Cochran, 1987). 

When AIDS first came to the attention of the medical community in 1981 
(Gottlieb et al., 1981), it was thought of as a disease of gay men. However, we 
now know that perception was wrong. HIV was already present in the inner city 
of the Black community in 1981 when gay men were first being diagnosed. We 
know because African-American children who were born in 1977 in New York 
City, who never received blood transfusions, never injected drugs, and never had 
sex had developed AIDS. Already, in 1977 their mothers were HIV infected. 
This is our most direct evidence (MMWR, September 30, 1988). We also know 
that incidence rates of pneumonia-related deaths among Black addicts in New 
York City at the time showed increases paralleling the increasing deaths due to 
AIDS in the gay male community of Manhattan (MMWR, September 30, 1988). 
Some of these addicts were probably dying of AIDS, though we will never know 
for certain (Mays & Cochran, 1990). 

Although the crisis for the African-American comn~unity may seem distant to 
those without direct ties to that community, the truth is that the HIV epidemic in 
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African Americans is something that we must all care about regardless of our 
ethnicIracia1 background, our sexual orientation, our drug use status, our age, or  
our moral beliefs. Because the problem of AIDS and HIV disease in Black 
Americans is one that will affect most everyone for many years to come. 

We are quite serious when we say it will affect everyone, not just those 
infected by the disease and their loved ones, but even middle-class White 
cans and African Americans alike. Because just as AIDS has impacted diverse 
segments of the African-American population, so too will it affect others who, 
although not personally a part of the Black community, are a part of a society that 
is influenced by the status African Americans occupy in the labor market, by 
their health care expenditures, by their illicit drug use, and by their availability or 
lack thereof as productive citizens. 

AIDS in the Black community has and will affect each person in sometimes 
subtle and not so subtle ways. For example, each year when unions or employers 
renegotiate health care benefits what is, or rather what is not, available is fre- 
quently related to reported loss histories by the insurance companies and the cost 
of care. Lack of access to routine or preventive health care, use of emergency 
care for acute or routine primary care needs, and the cost of treatment for HIV 
disease and AIDS all impact the negotiations surrounding health care benefits. 
Monies budgeted for AIDS prevention are at times diverted from other health 
problems (Krieger, 1988). Money spent on AIDS may be money not targeted for 
other health concerns seemingly more relevant to those not directly affected by 
HIV disease. 

In urban areas like New York, New Jersey, and Washington, DC, AIDS 
survivors are increasingly children left without parents (Michaels & Levine, 
1992). These children face becoming a part of a foster care system that is already 
overburdened, underfunded, and not very successful at the placement of older 
children. Their contributions as productive-citizens may be delayed or unfulfilled 
due to the effects of AIDS. Cases of AIDS in African-American infants and 
children may rob us of yet another Nobel recipient for peace or a great scientist, 
inventor, teacher, or even a good friend. Imagine if Magic Johnson, Max Robin- 
son, or Arthur Ashe had never lived to reach adulthood. Imagine, too, their 
premature loss to the world. 

Today, rates of newly reported cases of AIDS are higher for Blacks and 
Hispanics than other ethnic groups. And the future does not look good. For 
example, although incidence rates of syphilis and gonorrhea, diseases thought to 
be important co-factors for AIDS, have shown marked decrease in the population 
in general as gay men have altered their sexual practices to reduce their HIV risk, 
the Black and Hispanic communities have experienced increases in the last 
several years (MMWR, August 19, 1988). Even among gay men, Black gay men 
are not showing the deceleration of syphilis incidence noted among White gay 
men (Landrum, Beck-Sague, & Kraus, 1988). 

It has been said that AIDS represents a set of overlapping epidemics, each with 
its own particular characteristics. Generally, when the issue of AIDS in the Black 
population is addressed, this discussion stops with citing that more than one third 
of AIDS cases are in Blacks. However, this obscures some very important 
epidemiologic differences relevant to understanding both the level of concern and 
complexity of proposed HIV behavior changes. 

GayIBisexual Men 

As illustrated by Table 13.1, 38% of reported AIDS cases in African Americans 
have occurred in gay and bisexual men. For many African Americans, the 
presence of gay men in the Black community was a surprise. Not until the AIDS 
epidemic has the community been challenged to understand this group and to re- 
spond compassionately to their needs. Consequently outside of most urban cities 
such as New York, San Francisco, Chicago, Los Angeles, Boston, and Washing- 
ton, DC, there were very few infrastructures by which to reach these men. 

Usually community groups that we have relied on in the past to respond to 
health epidemics, such as churches and community health agencies, have spent 
precious time in this epidemic struggling with their moral values, their homo- 
phobia, and their overall ignorance of these men who live within and contribute 
to the ~ f r i c a n - ~ m e r i c a n  community, even while leading somewhat separate 
lives. Unfortunately myths and ignorance have prevailed about them (Cochran & 
Mays, 1988). 

As researchers, we know little about the HIV risk-related behaviors. lifestyle, 
or contextual issues of being both gay or bisexual and African American in order 
to offer any leadership to the biomedical researchers or the African-American 
community (Cochran & Mays, 1988). Sadly, we know less about the behavior of 
Black men who identify as bisexual than we know about Black gay men. We 
know even less about the bisexual behavior of those Black men who identify as 
heterosexual. Much of our approach to understanding bisexuality has been 
shaped by Kinsey's bipolar representation where heterosexuality is on one side 
and homosexuality on the other, with bisexuality seen as somewhere in the 
middle. This perspective does not include ethnicity, culture, class, or economic 
differences as interactive factors influencing the expression of sexual behavior or 
sexual orientation. For a man whose easiest means of generating income is 
through sex with other men or for whom long periods of same-sex incarceration 
such as in jail, prison, detention centers, or military service is a reality, same-sex 
sexual practices may not be perceived as gay sex (Mays & Cochran, 1990). 

Although'both Blacks and Whites niay engage in similar sexual behaviors, i t  
is not necessarily true that they perceive these sexual acts in the same way or 
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TABLE 13.1. 
AIDS Cases in  African-Americans in the United States 
Reported to the Centers for Disease Control as of 6/94 

HIV Exposure Risk Factor Count IO/ol 

Males 
Sex with other men 
Injection drug use 
Sex with men/lVDU 
Sex with women 
Hemophilialcoagulation disorder 
Receipt of bloodlblood products 
Risk  not reported or identified 

Male subtotal 

Females 
Sex with men 
lnjectionn drug use 
Hemophilialcoagulation disorder 
Receipt of bloodlblood products 
Risk not reported or identified 

Female subtotal 23,810 (100%) 

Pediatric (<I3 years old) 

Hemophilialcoagulation disorder 31 (1%) 
Mother withlat risk for HIV infection 3,038 (95%) 
Receipt of bloodlblood products 80 (3%) 
Risk  not reported or identified 50 (2%) 

Pediatric subtotal 3,199 (100%) 

Total cases 130,382 

Note: Data from the Centers for Disease Control and 
Prevention, HIVIAIDS Survelliance Report 1994; 6(No. 1 ), 
9-13. 

come to the same conclusion regarding their own sexual orientation (Cochran & 
Mays, 1988). Outreach activities or interventions geared toward a group who 
identifies as gay or bisexual may be less effective in raising concerning and 
changing behaviors among African-American men who do not see themselves as 
gay. Given the differences in experiences between Black and White men, it 
would seem important that our intervention and research efforts use frameworks 
that incorporate the cultural, ethnic, anh economic realities of our target groups. 
For men who have sex with other men for whom this activity is based on 
economic sustenance, insistence on behavior change must address the economic 

issues. The African-American male facing a long incarceration in which hetero- 
sexual physical contact is denied challenges us to make our concern for HIV 
transmission his concern. 

In t r avenous  Drug U s e r s  

. In contrast to'whites, for.African Americans the largest group affected by AlDS 
are injection drug users. At least 52% of reported AIDS cases among Blacks are 
related to intravenous drug use. This contrasts with 19% of reported cases in 
Whites. Unlike with gay men, the presence of drug users in our community has 
unfortunately a long history. Infrastructures such as state, county, and private 
substance abuse facilities have served as the primary vehicles for raising aware- 
ness and supporting risk-reduction activities. Yet like our experiences with gay 
men, public morality, negative attitudes, and ignorance have slowed the African- 
American as well as the non-African-American community's response to this 
group. 

Forgotten is the notion that many drug users are sons and daughters, wives, 
mothers, and parents. As a war on drugs is waged whose key components are 
enforcement and incarceration, the contextual relationship of the drug economy 
in poor ethnic neighborhoods is overlooked. Lost, too, is a focus on the effects 
on Black Americans as the United States shifted from a manufacturing-based 
economy to one increasingly based on information-processing and high technolo- 
gy. These changes have not been accompanied by sufficient job placement, 
education, or training activities (Johnson & Oliver, 199 1; Wilson, 1987). In- 
creasing cost of housing, health care cutbacks, and crises in funding for educa- 
tion have results that translate into antisocial behaviors in the form of crime, drug 1 abuseiuse, and violence (Johnson 8r Oliver, 1991 ; Wilson, 1987). These crises 
coupled with a drug policy with little alternatives to enforcement and incarcera- 
tion make it difficult for the United States to view injection drug use as a health 
problem whose outcome may be HIV disease. 

I Heterosexual  Transmiss ion 

! One of the fastest growing groups to be affected by AIDS are heterosexuals, 
particularly women. Seroprevalence data indicate increasing numbers of cases 

I among women, particularly African-American women in the inner city. Infec- 
tion rate among women has been calculated at 24 times that of men (Rodin & 
Ickovics, 1990). In diagnosed cases of AIDS, African-American women have 
been particularly hard hit, accounting for 54% of all reported AIDS cases in 
women although they comprise only 15% of the adult female population. As of 
1992, transmission of HIV infection as a function of heterosexual sex accounts 

i for the greatest number of new infections in women. 
An important implication of HIV infection i n  women is, of course, the in- 
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creasing occurrence of pediatric HIV cases. Currently 55% of all pediatric AIDS 
cases are in African Americans. And even here the ethnic differences in this 
epidemic are important. For example, 68% of White children with AIDS were 
infected as a result of risk from the mother, in contrast to 95% of Black children. 
The importance of this is what it means for the future. Pediatric AIDS will 
increasingly become a crises in the health of African-American children, which 
is already experiencing one of the highest rates of infant mortality. 

KNOWLEDGE AS A FACTOR IN THE EPIDEMIC 

From this brief overview of the epidemiology of AIDS in African ~ h e r i c a n s ,  a 
picture emerges of the diversity of the epidemic when compared to Whites where 
80% of cases have been concentrated among men who have sex with other men. 
But does the Black community really understand the epidemiology of AIDS in 
African Americans? 

In 1981, when media attention began to focus on AIDS, that concern was 
centered on White gay men. So, like Whites, the Black community perceived 
AIDS to be a gay White disease. Even today when we conduct focus groups with 
African-American gay and bisexual men asking them how they avoid getting 
AIDS then~selves, they sometimes feel that if they do not have sex with a White 
gay man, they will be less likely to become infected. 

The next wave of media attention focused on IDUs who were African Ameri- 
can or Hispanic as major carriers of the disease. So for many African Americans 
if they were not gay and or not an IDU, when the AIDS Public Service An- 
nouncements come on TV, the channel was changed. 

Still many African-Americans who are in the age category where HIV infec- 
tion is most prevalent, or who live near or in a high prevalence area have some 
knowledge about AIDS. They will usually tell you that you can get it from 
sharing needles or sex and that you can die from it. In surveys of AIDS knowl- 
edge, when compared to Whites, a small percentage of African Americans are 
more likely to believe that casual contact or unusual means such as transmission 
by toilet seats are possible (Seltzer & Smith, 1988). Hardy (1990) reported that 
African American and Hispanic-American adults, particularly those with less 
than an average education, were more ljkely to have misperceptions about trans- 
mission, somewhat less likely to rate condoms as effective prevention methods, 
and were less aware of the HIV antibody test. Although it is important to design 
campaigns that will effectively reach this small group, in general, most African 
Americans have a basic grasp of transmission routes for HIV disease. The 
question is whether this knowledge results in HIV risk reduction. ' 

There is a big push to educate members of the Black community about the 
facts of HIV transmission. Many of the current HIV prevention and intervention 
efforts in the African-American community are based on public health models 

that assume that the key to preventive behavior is knowledge. We often hear that 
this education effort is complicated by the literacy level in the community be- 
cause brochures are frequently relied on to communicate knowledge, or it is 
complicated by the inability to use explicit pictures or language. These concerns, 
although certainly important, presume 'that if only there were accurate informa- 
tion about the facts of HIV infection, the epidemic would fade away as behavior 
change is enacted. 

Psychology has often challenged this notion that knowledge alone is enough 
to lead to behavior change, especially when that behavior change may involve a 
change in one's lifestyle. Let us give you some. examples of this from our 
research. 

In 1986, while in the field collecting data from young heterosexual African 
Americans as part of a larger study on the intimate relationships of Black Ameri- 
cans, we added some questions about AIDS knowledge. At that time we gathered 
data from 92 sexually active, young African American female college students in 
Southern California. In 1988, we went back again and sampled 51 sexually 
active African-American women college students and in 1990 another 57 sexu- 
ally active women. The question here is are these young African-American 
college women knowledgeable about HIV transmission, is the knowledge in- 
creasing as a function of time, and does having accurate knowledge about the 
facts of HIV lead to changes in at-risk HIV behavior? 

The first issue concerns level of knowledge about AIDS and whether or not 
this is increasing over time. Table 13.2 shows the differences in our three sam- 

TABLE 13.2 
Changes over Time among Sexually Experienced African-American College Women 

-- - 

i Year Sampled 

I 1986 1988 1990 
(n = 92) (n = 51) (n = 57) 

Percent correct on AIDS knowl- 72.6%, 78.676, 86.8%, 
I edge test 

Mean worry about getting AIDS 2.70 (1.81), 3.82 (1.77), 4.18 (1.90), 
I Percent knowing that condoms 95.2% 98.0% 100% 

provide HIV protection 
Percent who have changed their 49.5%, 68.6%, 76.0°/0, 

sexual behavior to reduce 
AlDS risk 

Percent using condoms 50% or 35.4%,, 23.5%, 50.0°/~, 
more of the time 

Percent who always use condoms 9.8% 5.9% 12.5 

I Note: Differences evaluated by ANOVA or chi-square test. Letter subscripts indicate 
groups that differ significantly when evaluated by either Newman-Keuls or chi-square 

1 post hoc tests. 

I 



'9861 u! p
a

p
a

1
1

0
3

 io
u

 eiep :,,Alaq!l 
o

o
i iou, 

=
 2 q

i
!

~
 

'ale3s p 01 1 e u
o

 paieu, 
'9861 u! pai3allo3 io

u
 eiep :lie ie

 T
S

!J o
u

 =
 L q

i
!

~
 

'a
p

s
 0

1
 o

i 
e u

o
 paleu, 

'uo!ueJaiu! a6ueq3 jo!A
eqaq Aq a

u
!i iue3!4!u6!s 

=
 3 

x 1
 'Jo!A

eqaq 6u!6ueq3 40 
u

a
g

a
 u

!e
u

 iue3!4!u6!s 
=

 3
 'a

u
!i JaA

o $saga u
!e

u
 iue3y!u6!s =

 1
 'S

V
A

O
N

V
 

x 
Aq p

a
ie

n
le

q
, 

~
s

a
lv

 6u!u
a

6
 

3
 

9
' 1 

L'Z 
L

' L 
0'2 

-
 

-
 

0
1
 h

!l!q
e

ra
u

(n
~

 
p

a
~

!a
~

~
a

d
 

saw
 

3
'1

 
8'Z 

9'P
 

6.1: 
Z'P

 
Z.2 

Z'E
 

6u!ua6 in
o

q
e

 ~
J

O
M

 
u

e
a

w
 

~
p

o
o

lq
 

6
u

!ie
u

o
p

 U
O

JJ 

L 'E 
S'E 

E'E 
L 'E

 
-
 

-
 

q
s

!~
 sa

lv
 do4 s

6
u

!ie
~

 ue
a

w
 

is
a

l a
6

p
a

l~
o

u
)( 

1
 

W
'0

8
 

%
9'P

8 
%

Z
'9L 

%
0'9L 

%
9'P

L 
%

P
'O

L 
salv u

o
 ~

~
a

llo
s

 
iu

a
~

~
a

d
 

r 5333443 
/E

l 
=

 u
) 

(1 t
 =

 uJ 
191 

=
 ul 

(5&
 =

 UJ 
(5P

 =
 U

J
 

(59 =
 ul 

J
U

~
~

!J
!L

J
~

!S
 ppa6uey3 

p
a6u

ey3 
p

ab
u

eya 
p

a6u
ey3 

p
a6u

ey3 
paB

uey3 
IO

U
 seH

 
SeH

 
J

O
U

 seH
 

5eH
 

IO
U

 sen
 

SeH
 

0661 
8861 

9861 

p
a

ld
u

e
s

 JeaA
 

sJo!A
eqag q

s
!~

 
le

n
xa

s A
IH

 p
a

6
u

e
q

3
 IO

N 
aA

eH
 p

u
e

 aheH
 o

q
~

 
u

a
u

o
M

 U
~

D
!

J
~

~
V

-
U

~
~

!
J

$
V

 
40 

s
u

o
s

!~
e

d
u

o
3

 
&

'E
L 3

1
0

'
~

~
 



268 MAYS AND COCHRAN 

Level of risk 

Target Rated 

Blacks 

Whites 

Year Surveyed 

FIG. 13.1. Perceptions of black versus white AlDS risk among black 
women college students. 

By 1988, that false belief appeared to be fading. But even in 1990, women still 
did not really know the relative risk for AIDS between African Americans and 
Whites, continuing to perceive themselves 3s not being at any greater risk than 
White Americans. This time-by-target-rated interaction, F (2, 185) = 16.59, p < 
.001, is a sad commentary on how a little bit of knowledge (such as that condoms 
should be used) does not mean that people fully understand the nature of the risk 
that confronts them. 

WHAT WILL AlDS MEAN FOR 
THE BLACK COMMUNITY? 

How do we change the level of concern that presently exists about AIDS among 
African Americans? As psychologists, it is strange for us to ponder how to make 
people worry. One way of accomplishing this is through focusing efforts on what 
AIDS means both in the short and long run for the African-American community. 
In the short run. AIDS means many things, one of which is intimate behavior 
change. We do not know to what extent people actually know how to accomplish 
this. Much of the information that we do have is derived from the Knowledge, 
Attitudes, and Behaviors (KAB) studies funded through the Centers for Disease 
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Control or the National Health Interview Survey seeking to determine the accu- 
racy of an individual's knowledge relative to a set of facts. For example, the 
question may be whether using a latex condom during vaginal intercourse will 
decrease your risk for AIDS. This requires a simple yestno answer. The more 
pertinent questions of what do people know about how to use a condom, what 
kind of condom to use, when to put the condom on, and how to take it off safely 
are generally not asked. 

It is like our style of teaching college undergraduates. Generally, we test them 
for knowing isolated facts-not how these facts are related or what their implica- 
tions are. At UCLA in our sections on abnormal psychology rather than asking 
simple multiple choice questions about the symptoms of an anxiety disorder, we 
now present vignettes that require the students to have an understanding of the 
facts rather than merely memorization or recall skills. Health psychologists have 
long known that how people understand the ins and outs of needed self-care 
behaviors is as, if not more, important than merely knowing the nature of the 
illness itself. Patients may know they should take antibiotics four times a day, but 
if they do not understand how to space the dose out or the foods that may lower 
the effectiveness of the antibiotic or what to do when they forget a dose, then 
they may not be effective practitioners of their own health-related behaviors. This 
same thinking is applicable to HIV risk reduction. 

We need to mount better research efforts. Studies have to focus less on 
standard knowledge assessment and instead get at how much understanding of 
the facts there is and the context in which the behavior is practiced (Mays & 
Cochran, 1993). As part of our national research project on African-American 
men who have sex with other men, we initially conducted focus groups with 
Black gay and bisexual men throughout the United States (Bellinger, Mays & 
Cochran, 1989; Mays et a]., 1992). What clearly emerged were differences in the 
conceptualization of sex behaviors. Current messages used in the generally 
White gay community did not have the same levels of association to sexual 
practices for some African-American gay and bisexual men. For these men, sex 
is thought about and talked about with a different set of symbols and meanings. 
This should not come as a surprise to us because language and metaphors about 
sexual behaviors differ in degrees between heterosexuals and gays (Chesboro, 
1981; Goodwin, 1989). They differ between men and women (Tannen, 1990). 
They also differ among ethnic groups (Adams, 1982; Smitherman, 1977). 

Important also to behavior change is the perception of risk and the resulting 
differences in motivations for behavior change. In an earlier article, we made the 
point that HIV risk-reduction activities, for example, by poor ethnic minority 
women, must be viewed within the total context of their lives (Mays & Cochran, 
1988). First, in targeting risk behaviors for change, it is important that we 
attempt to understand the origins of those behaviors from both an individual and 
sociocultural perspective. What is the role of community norms (Cochran & 
Mays, 1991)? How will behavior change affect economic or emotional suppo~-t 






