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Racial/ethnic discrimination and HIV/AIDS conspiracy beligfaycontribute to
disparities in use and satisfaction with healthcare servicesrayabing in safer sex
practices. Previous studies that examined racial/ethnic discrimination and HIV/AIDS
conspiracy beliefs focused primarily on African Americans with few studies focusing on
Latinos. This study used longitudinal data frorparson struitired interviews with 450
Latino, Black, and White young adults from East Los Angeles, California. The sample
was equally represented by race/ethnicity (Latino 33%, Black 34%, and White 33%). We
collected data on perceptions of discrimination in a daifyexd (EOD), in interactions
with healthcare provider$iDS), HIV/AIDS conspiracy beliefs (HCB), condom use at
baseline and four months pdsdseline, condom use selfficacy, sexual decisien
making, perceived risk for HIV/STlsand demographic characsdics. The first aim was
to examine if and how race is associated with Experiences of Discrimination (EOD),
Perceived Healthcare Discrimination (HDS), and HIV/AlG8nspiracy Beliefs (HCB)
and if and how gender moderates this relationship while contrdtimgumber of

children, age, education and working outside of the hdine.second aim wds



investigate if and howeOD, HDS, and HCBvere associated with condom use overall
and by race, gender, and race by gender.

For Aim 1,logistic andlinear regressnswereused to examinthe association
between discrimination arehdorsing HCB by race and by genddultivariable models,
adjusting for all demographic covariates, investigated if race/ethnicity and gender were
associated with EOD, HDS, and HCB ahthe association between race/ethnicity and
EOD, HDS, and HCB varied by gender. For AinbRjariate relationships between
condom use at Time 2 and all covariates were examined using simple logistic regression.
Multivariable models, adjusting for all cavates investigated if EOD, HDS, and HCB
were associated with condom use at Time 2.

We found that Blacks and Latinos reported more experiences of everyday and
healthcare discrimination in almost all forms and endorsed more HIV/AIDS conspiracy
beliefs compared to Whites. Additionally, Black and Latino men reported stronger
feelings of eveyday discrimination than their female counterpaiiso, more reports of
experiences of healthcare discrimination and endorsement of HIV/AIDS conspiracy
beliefswere found foBlacks, Latinos, and participants withildren compared to their
counterpartsHowever, everyday discrimination, healthcare discrimination, and
endorsement dfilV/AIDS conspiracy beliefglid not predict future condom use among a
sample of Blacks, LatinogndWhites. We did find, however, that among women,
exposure to everyday digerinationdid predict future condom usend thapast condom
use predicteduture condom ustr all racial and both gender groups.

This study contributes to a growing understanding of how different racial/ethnic

groups experience discrimination acrosdous settings and everyday activities and their



endorsement of HIXAIDS conspiracy beliefs. Notably, we included Latinos who have,
outside of immigration issues, beenderrepresenteidom the broader discrimination
literature The field of Public Healtmustaddresghe problems of racism and
discriminationlike any other toxic pathogem so doingPublic Health becomes
proactive inits efforts to mitigate the effects of racial discriminations on population

health.
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ExaminingDiscrimination,HIV/AIDS ConspiracyBeliefs, and Condom Use
Among a Diverse Sample of Young Adults
CHAPTER1: INTRODUCTION
Reducing High-Risk Sexual Behavior is a Public Health Priority

More than 30 years after the beginning oftheman Immunodeficiency Virus
(HIV) epidemic, HIV remains a significaptiblic health problem. The Centers for
Disease Control and Prevention (CDC) estimates around 40,000 people contract HIV
each year (CDC, 2016yvhen compared to Whites, minority groups, across all races,
contract HIV and othesexually transmitted infection§TIs) at a significantly higher
rate,andBlackscontinue to experience the greatest burden of HIV when compared to
other races and ethniciti€€DC, 2016)In 2015, Blacks accounted for 45% of incident
cases of HIV while only representing 12% of the populat&imilarly,

Latinosrepresented 18% of the U.S. population, but accounted for 24% of incident cases
of HIV (CDC, 2015). These high rates of racial disparities are especially concerning
becausdlacks and Latinos are far more likely to become infected Mithbut remain
undiagnosed much longer than their White counterg§@hsn, Rhodes, Hall, Kilmarx,
Bransongt al.,2012).

Although a majority of new HIV infections are transmitted by intravenous drug
use or maldo-malesexualactivity, one out of every four new infections in the U.S. have
been attributed to heterosexual transmission (CDC, 2015). Rates of heterbdgxual
transmission have risen sharply over the past two decades, from approximately 12% of all
cases in 1995 to 24 in 2015. Women are especially vulneratioléransmissioyboth

biologically and socidy, making thenmore likely than men to acquire HIV through



heterosexual conta@€DC, 2018) Women account for 19% of overall incident cases
with a vast majority conéicting HIV through heterosexual sgXDC, 2015).
Additionally, when compared to White women, infection rates were 20 times higher
among Black women arfdur times higher among Latwomen (CDC, 2013).

Racial and genddnasedhealth disparitieare oftenexplainedby thosewho
contend that individuals are exclusively responsible to exercise control over their health
andotherswho argue that health is largely influenced by broader social and interpersonal
constructs (Bandura, 2004). Many posit that in order to redsparities in HIV
transmission, we must consider the impact of broader social and interpersonal constructs
(Ayala, Bingham, Kim, Wheeler, & Millett2012).According to Bandura (2004),
personal agency is a product ofbtthi ndi vi dual ' s direct influe
social conditions and institutional practices.
Expanding Beyond Individual-Level Constructs

Humans are active agents in their environment (Bandura, 1986). Social Cognitive
Theory (SCT) posits that human behavior is the product of the interplay of intrapersonal,
environmental, and behavioral influences (Bandura, 198®).cornerstonef&CT is
perceived selefficacy, whichis defined as one's belief in their ability to engage in
behavior(s) that lead to the successful completion of a task orBpadra, 1986)

One’ s p e reffieacyyvhevebves imdt dompletely seltleterminedlt is
influenced by impediments brought about by social factors beyond the control of the
individual Bandura, 1998Bandur a argues human behavior i
contextualized and conditional |landhealttpr es s ed

behavior requires consideration of competing influences.



Relevant to the present investigation, we know, theyond the practice of
abstinence, condom use is the most effective way to prevent the transmission of HIV. If
the solution is this simple, why are incident cases continuing to be reported? What,
beyond one’ s bel-efcdcy, wauld exglin ttheodispauitysirecasese | f
between Whites and other minority group8Ren considering the effect of interpersonal
and environmental factorsne possible explanation may be the influence of perceived
discrimination. More specifically,grceived discriminan has been associated with
risky sex behavior particularly among people of color (Heads, Castillo, Glover, &
Schmitz, 2017).

Perceived Discrimination and HIV/AIDS Conspiracy Beliefs

Racial discrimination is experienced at interpersonal, institutiondlcaltural
levels. Chronic exposure to discrimination often leads to an individual internalizing the
discriminatory beliefs and incorporating those beliefs into theiridetitity (Sellers,

Caldwell, SchmeeHlCone, & Zimmerman2003).Decades of institubnal (e.g., slavery,
discriminatory segregation laws, medical experimentation) and interpersonal (e.g-, micro
aggressions, racist language, physical attacks) discrimination are prominent in the United
States

Discrimination has been described as a cons¢ature of the contextual
landscape, which differs dramatically for people of color versus White populations
(Adimora & Schoenbach, 200Bpgart & Thorburn, 2006 Discrimination experienced
by members of disadvantaged groups may be more severe tharpbaénced by
members of advantaged groups (Branscombe, Schmitt, & Harvey, 1999). Moreover, even

the threat of discrimination has been described as more systematic, insidious, and



constant compared to other stressors for people of color (Stetler, Chihe& 2006).

In contrast to blatant acts of discriminatisaptle or ambiguous encounters can
often have a greater effect on the individ{i&¢nnett, WolinRobinson, Fowle, &
Edwards 2005; Stetler, et al., 2006; Merritt, Bennett, Williafedwards& Sollers
2006; Williams & Mohammed, 2009). For exampiellege students of color attending
historically White institutions experience racial and ethnic maggressions at higher
levels than their White peers (Blume, Lovato, Thyk&menny,2012). Migo-
aggressions have been associated with an increased risk for higher anxiety and poor
health choics, including risky sexual behaviors (Blume, et al., 2012).

Other forms of écriminationhave alsdeen negatively associated with engaging
in highrisk sexual behaviors including a lack of intent to use condoms, engaging in
unprotected sex, and naaherence to HIV medication (Bogart, Landrine, Gavin,
Wagner, & Klein 2013; Bogartt al, 2005; ReedSantana, Bowleg, Welles, Horsburgh,
& Raj, 2013). For examle, racialdiscriminationamongBlacks with HIVwas associated
with lower retention and engagement in healthcare compared to Whites with HIV
(Gaston & AlleyneGreen, 2013; Mugaverao, Lin, Allisowillig, Chang,et al., 2007;
CasagrandeGary, LaVeist, Gaskin, & Coope2007). Additionally,Latino and Black
men who have sex with men (MSM) wheportedexperiences of social discrimination
(homophobia and racism) and financial hardship have been shown to be at a heightened
risk for HIV infection (Bogart, WagneiGreen, Mutchler, Kleinet al., 2016; Diaz,

Ayala, & Bein,2004).
For the individual, the salience of daily discrimination creates social uncertainty

leading that person to rely, to a greater extent, on personalized knowledgdjoealuta



information about others, or both (Mullin & Hogg, 1999). Racial discrimination increases
distrust among racial groups. This distrust leads to questioning of the motives of other
racial groups, the government, and social institutions (Armstifeuig,Halbert, Grande,
Schwartzet al., 2013). Because of this prolonged exposure to discrimination and a
history of medical experimentation (e.g., Tuskegee Syphilis Study), some Blacks have
reported increased levels of distrust in both the U.S. governménhatealth care

system (Gamble, 1997).i®rust of this magnitude is n@olated to particular segments

of Blacks butrather,has an impact on the Black population as a whole (Bogart &
Thorburn, 2006)A suspicion of the federal government and the weddistablishment is
evidenced by an endorsement of HIV/AlIB&spiracybeliefs Distrust and HIV/AIDS
conspiracy beliefsnay lead to maladaptive and sd#structive health behaviors such as
engaging in risky behaviors or inconsistent treatment of (Biall, Lawson, & Alim,

2013).

HIV/AIDS conspiracy beliefs have been shown to contribute to health disparities
by discouraging safer sex practices (Bogaglvan, Wagner, & Klein2011) and
appropriate treatment behavior (Bogart, et al., 2010). Eviderggests thablack men
living with HIV, who held greater HIV/AIDSonspiracybeliefs had a higher likelihood
of engaging in unprotected intercourse (Bogart, et al., 2011). Beigalt{2005) noted
that HIV/AIDS conspiracy beliefs were significantly assated with negative condom
attitudes and inconsistent condom use.

The saliency of HIV/AIDSconspiracy beliefs may be a function of the level of
discrimination experienced by the individual. Racial discrimination and HIV/AIDS

conspiracy beliefs can todally persuasive influences and structural foroesan



individual (Brah & Phoenix, 20130verall, the gidence suggests that both
discrimination and HIV/AIDSonspiracy beliefs play an important role in health
behaviors, including risky sexual behavior.
Research Gap

To date, the association between racial discrimination and risky sexual behaviors
has been studied primarily among Blacks and MSM populatiomsted research has
investigated the effects of discrimination aty//AIDS conspiracy beliefamorg
Latinos. Additionallyresearchihathas investigated the effects of discrimination and
HIV/AIDS conspiracy beliefs on condom use among heteroseisuiaisited. Further,
few studies have explored this relationship among Latinos. In addition, the
preponerance ofesearch on discrimination has been cisEgional.

To addresshesegaps, we used data froitine longitudinal study, Project on
Partner Dynamics (POPD), which included over 500 young adult men and women with
comparable numbers Black, Latino, and/Nhite participants. Data were collected on
partnerspecific condom use behaviors, perceptions of discrimination in a daily context
and in interactions with health care providers, HIV/AlBfspiracy beliefs, condoose
seltefficacy, and a broachnge of demographic characteristics.
Study Purpose and Specific Aims

The goal of the proposed study was to determine if and whatdemiographics
including race/ethnicitywere associated with perceived discrimination and endorsement
of HIV/AIDS congiracy beliefs. Additionally, we investigated if perceived
discrimination andHIV/AIDS conspiracy beliefsnfluenced decisions to engage in

condom us@bove and beyond the influence of individual characteristics. Using a unique,



longitudinal dataset in wbh Black, Latino, and, Whitparticipants were equally
representedhis project assessed whethecriminatoryexperiences and HIV/AIDS
conspiracy beliefs predicted condom use at a later time point and whether the nature of
this relationship varied asfanction of race and gender. We hypothesized that
discrimination experiences and HIV/AID®nspiracy beliefs negatively predicted

condom use andererelevant constructs to address in the fight against the spread of
HIV.

This wasthe first study, to our knowledgthatinvestigate the association
between socemographic (e.g., race, age, gender, education, income) factors and
experiencs of discrimination, perceived healthcare discrimination, and HIV/AIDS
conspiracy beliefs anddw the associations diffed for Blacks Latinos,and Whitesand
by gender. Using prospective study desigwe alsoinvestigated whether the
relationship betweeexperiences of discrimination, perceived healthcare discrimination,
and HIV/AIDS conspiracybeliefs and condom use differed #lacks Latinos,and
Whitesand by gender
Specific Aims

Specific Aim #1 Examine if and how race is associated with Experiences of
Discrimination (EOD), Perceived Healthcare Discrimination (HDS),lINJAIDS -
Conspiracy Beliefs (HCB) and if and how gender moderates this relationship while
controlling for number of children, age, education and working outside of the home.

Specific Aim #2 Investigated if and hoOD, HDS, and HCRredictcondom

use overall and by race, gendend race by gender.



CHAPTER 2: LITERATURE REVIEW
STl and HIV Prevalence

Sexually transmitted infections (STIs), including Human Immunodeficiency Virus
(HIV), remain a major public health issue caussignificant health and financial
burdens on individuals and the larger population (Healthy People, 2017). For many
people, STIs arasymptomaticesultingin delayedor forgonemedicalcareand
increasedransmissiomates(Healthy People, 2037In the Unted States, nearly 20
million new STIs occur annually (CDC, 2015)lV prevalence in the U.S. is estimated at
over 1.2 million peoplean estimated 13% of whom are unaware of their status (CDC,
2017).Although STIs occur among people of all ages, adofes@nd young adults
(aged 1524) carry a significant burden of disease, making up half of all STI diagnoses
although accounting for only a quarter of the sexually active population (CDC, Zif17).
those infected with HIV in 2015, adolescents and youndgisdacountedor more than 1
in 5 new HIV diagnoses (CDC, 2015). Despite a significant investment in &§ls $94
billion of federal funding committed to STIs and $27.5 billion for HIV in 2015), less than
1% was devoted toward prevention efforts (Kalsamily Foundation, 2015).

Although much of the HIV research is focused on men who have sex with men
(MSM), heterosexuals accounted for about 25% of new HIV infections (CDC, 2016).
Women are especially vulnerable becaofskeoth biological and social reaiss ancare
more likely than men to acquire an STI, including HIV, through heterosexual contact
(Bowleg, Teti, Malebranche, & Tschar2013).Additionally, women face greater

consequences of STIs. For examplenven with untreate8Tlsmay face additional



healthcomplications such as pelvic inflammatory disease, ectopic pregnancy, infertility,
and chronic pelvic pain.

STIs and HIV occur at higher rates among racial or ethnic minorities compared to
Whites (CDC, 2015)In 2015, Blacks represented only 12% of the U.S. population, but
accounted for 45% of new HIV infections; one in 16 Black men and one in 32 Black
women will be diagnosed with HIV in their lifetimes (CDC, 2015). Among young adults,
the rate of new HIV diagrses was about eight times higher for Blacks and three times
higher for Latinos versus WhitéSDC, 2016) Among 1524 year olds, chlamydia rates
were six times higher among Blacks and twice as high among Latinos compared to
Whites and gonorrhea rates weatmost ten times higher among Blacks and twice as high
among Latinos compared to Whites.

Gender differences in HIV and STI rates also exist among racial and ethnic
minorities. Heterosexual women of color are the fastest growing group with HIV in the
U.S, 85% of Black women with HIV acquired it through heterosexual contact (CDC,
2014).Compared to women of other ratghnicities, Black women accounted for 60%,
Latinas accounted for 17%, and White women accounted for 16% of new HIV diagnoses
(CDC, 2015)Among adolescents and young adults, syphilis rates were approximately
nine times higher among Blagkomen and 12.3 times higher among Latwomen
compared to White women. In addition, they were five times higher for Black men and
twice as high among Latinmen than that of White men.

Since 2014, rates of STIs have been increasing ibtited States, specifically

rates of chlamydia, gonorrhea, and sypHG®C, 2015). Although the rates of HIV are



10

decreasing in general, the burden of risk continadalt onadolescents and young
adults,people of colorand women.
Factors Associated with Condom Use

Consistent and correct use of condoms remains the only existing method to
prevent the transmission of HIV and STW¢hen condoms fail to proteagainst HIVSTI
transmission, it is more often associated with inconsistent or incorrect use rather than
condom failure (CDC, 201RazBailey, Koumans, Sternberg, Pierce, Papp, Unger, et
al., 2005. Unprotected vaginal sex is common among heterosexualiyeaadults in the
United Stateg¢Sionean, Le, Hageman, Oster, Wejnert, e28l14), and theyemain
resistant to change with regard to condom(&ssien, Ross, FernandEsquer, &

Williams, 2005).

Inconsistent or incorrect condom use and condoruserare influenced by a
number of individual factors. Sociodemographic factors, including low levels of income
(Aziz & Smith, 2011 Essien, et al., 2005 r e w, Parker, Vo, Hal ey,
Pettifor, Measham, Rees, & Padi@&004 and educationachievement (Fernandez
Esquer, Atkinson, Diamond, Useche, & Mendi@@04), have been associated with
lower rates of condom use. Other individual characteristics, including negative
perceptions of sexual pleasure when using condoms (Higgins, Hoffmdrgraré
Sanders, 2008), early initiation of sexual intercou@e{man, 2017 Shafii, Stovel,

Davis, & Holmes, 2004)and a larger number of lifetime sexual partners have been
associated with a lack of consistent condom @el{(man, 2017 GrossmanPurcell,
RotheramBorus, & Veniegas2013; KaestleMorisky, & Wiley, 2002) Because of this,

early initiation of sexual intercourse is often used as a predictor of risky sexual behavior,
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i ncluding sex without c¢ondoms onhefi&isteuve, & P hi

2001), and has been linked to increased risk of/HTWsand pregnancy during
adolescence (CDC, 201&dditionally, Blacks and_atinos report an earlier sexual debut

and more lifetime sexual partners than Whites (CDC, 2012).

Condomuseselfe f f i cacy i s an i nhdinamlitytowaréctlys per c

use and discuss condoms with partners (Sne

Jamieson, et al., 2014) . uséseleeficapcytharmoeer an
likely they areto engage in condom use behavior. Condseself-efficacy has,

therefore, been significantly related to condom use (Chambers & Rew, 2003; Espada,
Morales, GullerRiguelme, Ballester, & Orgile®016; HarveyBird, Galavotti, Duncan,

& Greenberg2002; St&es, Harvey, & Warren, 2016; ThompsBobinsonRichter,

Shegog, Weaver, Trahan, Sellers, & Bro@805; Wingood & DiClemente, 1998),
consistency of condom ug@hodes & McCoy, 2015and the avoidance of other high

risk sexual behaviors (Adoh, Sng, & Lami, 2017; Pearson, 2006). Condoseself
efficacy has also been used to discriminate condom users froicondom users

(Brafford & Beck, 1991Brien, Thombs, Mahoney, & Wallna@994).

Because condom use requires the participation of both members of a couple, a
number of interpersonal factors also influence both the choice to use a condom and the
consistency with which condoms are used. Although often measured as an individual
trait, cordom use seléfficacy has been shown to vary between partners (Harvey,
Washburn, Oakley, Warren, & Sanchez, 2016). Therefore, it is important to understand

condom use sekfficacy as both an individual and an interpersdrzad.

n
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Both men and women repbofeeling uncomfortable talking with their partners
about sexual health issues (Thomp&wbinson, et al., 2005).dinpared to White
women, Black and Latino women were more likely to feel uncomfortable discussing
sexual health, including condom use (CipRsdriquez, Alvarez, Stern, Steinhauer, &
Seidman2016).However, a greater level of safficacy and sexual decisienaking
among womepncompared to mersignificantly increased the odds of always using a
condom dur i ndemmettx& JenDriotR0O& SharmaSmall, Mengo, &
Ude 2017).

Other important interpersonal predictors of condom use include relationship type
or nature of the sexual relationship (Gibbs, 20&soff, Dunkle, & Lang, 2016),
frequency of sexHe, Hensel, Harezlak, & Fortenipg, 2016),and theperception of trust
and commitment in the partnersltipibbs, Manning, Longmore, & Giordano, 2014;
Hock-Long, HenryMoss, Carter, Hatfieldimajchy, Erickson, et al., 201¥anderDrift,
Agnew, Harvey, & Warrer013. An i n d i vrdegtionaof tHeis vulpembility to
contracting an STI or HIV infection, although an individual trait, is strongly influenced
by their partner and has been associated with condoigfgsew, Harvey, VanderDrift,
& Warren,2017)

As trust and commitment ingase in a relationship, perceptions of risk decline
(Gibbs, et al., 2014). Married and committed women perceive low oskofacquiring
an HIV/STI from their partner and are less likely to use condomshi@dw, Alvarez,
Barz, & Schwarzer, 20l15However , women’'s perceptions of
and risk may not always correctly reflect

to unknowingly make risky sexual health choices (Frew, et al., 2016). Additionally, many
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adolescents and yogradults do not think they or their partner have an infection, are
more concerned with pregnancy prevention than disease transmission and, therefore, may
choose a hormonal method of contraception and forgo condo(Albisk& Brunton,
2005;Mullinax, Sandes, Dennis, Higgins, Fortenberry, & Reece, 2016; Ott, Adler,
Millstein, Tschann, & Ellen, 2002

Beyond the individual and interpersonal level, little work has been done to
explore societaland institutionalevel factors associated with condom use. Matthe
work done atheselevel focuses on male incarceration rates and resulting imbalanced
sex ratios that negatively impact condom use, increase likelihood of engaging in risky
sexual behaviorAdimora & Schoenbach2002;Bowleg, 2012 Cipres, et al.2016;
Dumpont, Allen, Brockmann, Alexander, & Rich013;Frew, et al., 2016, and shrink
sexual network$El-SaderMayer, & Hoddey 2010;Frew, et al., 2016FriedmanFlom,
Kottiri, Neaigus, Sandoval, Curtist al., 2001). These factaase associatedith an
increased risk of STI and HIV transmissidte(r, Valois, Siddigi, Vanable, & Carey,
2015; Senn, Walsh, & Carey, 2016).

In addition to the influence of incarcerati@tructural influences such &k of
employment and educational opportunitigstceived political disempowerment, and
racial or gender discrimination have increased vulnerability for STV (Frew, et al.
2016). Perceptions of structural influence (e.g., socioeconomic inequality and
socioeconomipolitical position;Gilley & Kleesee, 2007)ecome the lens through
which individuals process social interactions (Hammond, 2010; Karlson & Nazroo, 2002)
and have been identified as the foundation for both perceived discrimination and belief in

HIV/AIDS conspiracy theories (Russeflatz, Wang, Lee, Green, Kressin, & Claudio,
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2011). Although these structural influences have been investigated, to date, research
exploring the relationship between perceived discrimination, HIV/AdDSpiracy
beliefs, and future condom use behavior is limaed warrants more {idepth
investigations.
Moving Beyond the Individual: Experience of Discrimination, Perceived Healthcare
Discrimination, and HIV/AIDS Conspiracy Beliefs

Differences between groups in the United States are directly related to the
historical and current unequal distribution of social, political, economic, and
environmental resources (CDC, 201n)addition to individual traitgprimary causes of
group differences in health status are structural in nature (e.g., poverty, education,
employmant, access to information, and political and economic influeri@gaesada,
Hart, & Bourgois 2011). Patterns of social inequity between groups have been traced to
both interpersonabnd institutionalevel discrimination in the U.§Quesada, et al.,
2017 and the more levels of social inequity one experiences, the greater the likelihood of
reporting experiences of discrimination.

Discrimination, defined as a form of social inequality, includes experiences
resulting from both legal and ndagal systems @dersPhillips, SettlesReaves,
Walker, & Brownlow 2009;Gamble, 1997)Racial“discrimination promotes the
identification of ethnic minority groups, their reification as biologically and culturally
different, and their consequent social and economic exclusion (Karlson & Nazroo, 2002,
p. 6Blaks ant Latinos in the United States/é a long history of exposure to
discrimination (Krieger, 2014 Additionally, perceived experiences of daily

discrimination have been shown to cause physical health consequences (e.g., raised blood
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pressure and increased psychological distfeascoe &&mart Richman, 200%illiams
& Mohammed, 2009).

Perceived discrimination affects health through a number of mechanisms such as
increased levels of stress cortisidufynh, Guan, Almeida, McCreath, & Fuligni, 2016
reduced physical activityBrrell, Kiefe, DiezRoux, Williams, & GordorLarsen, 2018
poor quality of sleep qualitysims, DiezRoux, Gebreab, Brenner, Dubbert, et al., 3016
and systemic inflammatiors{epanikova, Bateman, & Oates, 201&gdditionally,
individuals who experience discriminatioeportiower levels of selcontrol (Chen &

Yang, 2014; Richeson & Trawalter, 20@mart Richman & Leary, 2009) which, in turn,
leads to more risky decisiemaking and engagement in risky behaviors such as an
increased prevalence of cigarette smoking, substance abuse (Shi & Stevens, 2005;
Borrell, et al.,2013; Molina & Simon, 2014; Sanchez, Whittaker, & Hamilton, 2016) and
high-risk sexual behaviors (Quinn & Fromme, 2010; Stock, Gibbons, Peterson, &
Gerrard, P13;Sanchez, et gl2016). Crossectional evidence associatéscdmination

with increased sexual rigiaking, a greater number of lifetime sex partners, and a lifetime
history of STIs Bowleg, et al., 2013; Choi, Bowleg, & Neilands, 20Kaplan,Hormes,
Wallace, Rountree, & Theall016;Reed, et al., 20)3Research specifically addressing
race and ethnic differencestime link between discrimination and condasehas
producednconsistenevidencediscrimination has been shows to have positive,
negative, as well as, no impdBtowleg, Neilands, & Choi, 200&ord, Daniel, Earp,
Kaufman, Golin, & Miller, 2009Groliman, 2017;Jipguep, SandeBhillips, & Cotton,

2004;Kogan, Cho, Barnum, Barton, Hicks, & Brown, 2017
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Past and present discrimination and racial persecution serve to perpetuate mistrust
of members of the dominant culture at large and members of the medical institution in
particular (Ball, et al., 2013When interacting with health care organizations and
providers,Black and Latino patients are more likely than Whites to report being
discriminated againgBenkert,Peters, Clark, & Kevekoster,2006;Hammond, 2010;
Haviland,Morales, Dial, & Pincus2005) even after controlling for socioeconomic
status, kalth status, and healthcare access (Armstrong, Ravenell, McMurphy, & Pultt,
2007).Additionally, dthough both men and women experience discriminatiean of
color are less likely to trust their health care provider compared to women of color
(Armstrong,et al., 2013 Armstrong and colleagues (2013) suggestthedicalmistrust
mightbe greater for men because they are less invested in health care duvakiog.
Discrimination haglsobeen associated with lower levels of health care involvement
amongBlack men (Casagrande, et al., 200M&ys, Jones, DelaABrumsey, Coles, &
Cochran, 201y For example, Blacks living with HIV have lower health care retention,
engagement in care, and medication adherence compared to Whites witBdgart(
Wagner, Galva, & Banks 2010;Mugavaro,et al.,2007;Pascoeet al., 2009.

Beyond immediate experiences, it is important to recognize the impact and
cumulative effect of lifetimexperiences of discrimination &othrisk and health
outcomes associated with HIV (Gastmilleyne-Green 2013).Individualsdraw on
their experiences of oppressi onuspigonefxpl ai n
t h e isaggeststhat people of color assume negative intent fremmbers of the
dominant culture unless otherwise given a reason to trust the indiwidbhathomthey

are interactingWyatt, Gbmez, Hamilton, Valenci&arcia, Gant, & Graham, 2013 he
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compound nature of multiple negative interactions becomdsatis br HIV/AIDS
conspiracy belief(GrahamGiordano, Grimes, Slomka, Ross, & Hwa@§10).Black

men continue to report more incidentsegperiencingliscriminationrelated stress
compared to general strg$deterse & Carter, 2007), which increases the likelihood they
will endorse HIV/AIDSconspiracy beliefs (Simmons & Parsons, 2005). In addition to
race,those with lower educational attainment havack of knowledgandmore
inaccuracies and confusiorgagding HIV, whichalsoincreases the likelihood of
endorsingHIV/AIDS conspiracy belief¢Bohnert & Latkin, 2009; HutchinsoBegley,
Sullivan, Clark, Boyett, & Kellermarg007).

For examplein a national survey of Blacks, 48% agreed HIV was manmadé, 53
thought the cure for AIDS was being withheld from the poor, and 44% believed people
who take antiretroviral therapy (ART) are human guinea pigs for the government (Bogart
et al, 2005).Ross Essien, and Torrd2006) reported that 27% of Blaokenand 31% of
Blackwomenbelieved that AIDS is an agent of genocide created by the U.S. government
to exterminate minoritie8lacks arenotthe only grougo hold conspiracy belief$silley
and Keesee (2007) reported that among an American Indian poputefMaska, 30% of
those surveyed believed that HIV/AIDS was deliberately manufacture@hites,
white Christians or the federal government
populations. In contrast, rate§conspiracy beliefare lower amongatinos and Whites
Ross and colleagues (2006) found that 21% of Htexomenand 24% of the Latino
womenendorsed the belief that AIDS was created by the U.S. government, and among
White respondents, 20% ofenand 22% ofvomenagreed with the statemien

The endorsement of HIV/AIDSonspiracy beliefs has been related to risky sexual
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practices, more sex partners, and inconsistent condom use (Bird & Bogart, 2003; Bogart
& Thorburn, 2005; Ross et al., 2008)acks living with HIV are also more likely to

discuss HIV/AIDSconspiracy beliefs witlsimilar others in theisocial networkgBogart,

et al., 2016)Individuals who hold HIV/AIDSconspiracy beliefs are more likely to have
been tested for HIV (Boehnert & Latkin, 2009ndorsement of HIV/AIDSonspiracy

beliefs appears, therefore, to be both a risk factor and a protectiveféaiatontracting

HIV.

As discussed above, people do not live in a vacuum; their interpersonal
relationships and environment influence their beliefs, choices, and bglawil vice
versa. “Because people’s conceptions, thei
reciprocal determinants of each other, individuals are neither powerless objects controlled
by environmental factors nor entirely free agents who can do whateyechoose
(Bandur a, 1978, p. 357).” Because of this
their environment, understanding the correlates of condons usere difficult when
investigating predictors separately at each level. A broader appgsoaebded to
understand howocial systems affect health beyond individual tratdinterpersonal
characteristics (Bandura, 1998).

Theoretical Perspective

Social Cognitive Theory (SCT) suggests that behavior is a result of reciprocal
relationships betweepersonal and environmental factors (Bandura, 198%he context
of health promotion and disease prevention, Bandura (2004) used this theory to identify
the following core determinants of health practices: 1) knowledge of health risks and

benefits assowated with a health practice; 2) perceived-gdficacy or the belief that one
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can exercise control over their own health habits; 3) outcome expectatmsis and
benefits for engaging in differentadeal t h
strategies; and, 5) the perceived social and structural facilitators/obstdwes.core
determinants highlight the necessity to consider the individual perceptions of risk, self
efficacy, expectations, and goals all relative to the influence ofthed i vi dual ' s s 0c¢
structural environment when predicting or attempting to change behavior.

Sexual health interventions utilizing SCT have been successful in improving
preventive behaviors such as condom use, and reducing risky sexual behavemrgy h
people identify health risks, promoting spkérceptions such as selfficacy, and the
development of behavioral skills particular to various environmdetaifott, Jemmott,
O Leary, | car d, ;Rubo nendeglel,, et uaesy2614; TIOWls5e p h
Kuramoto, German, Fields, Spikes, et al., 2083 such, selefficacy is a cornerstone of
SCT(Bandura,1978) and, as discussed above, plays an importannrogky sex
behavior and consistent condom use. Althougleo’ s e s t ir caymdite(seb f t h e
efficacy) has a profound effect on their actual agency (Ferrari, Robinson, & Yasnitsky,
2010), sekefficacy is influenced byhe reciprocal, dynamic, and continuous interaction

between the person and environment (Bandura, 1978nhdvi dual ' s esti mat e

capacity to use condoms is, therefore, not made in isolation but is influenced by external

factorsBandura, 2002) . 't is the diversity in

bet ween individuals’ 082nse of capacity (Ba
As outlined above, racial health disparities are examples of how social, structural,

and environmental conditions do not affect everyone in the same m&ongpared to

Whites, Blacks and Latinos face many socioeconomic and-sattioral differences that
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create heavy demands on them and in turn influence both thegese#iptions and
health behaviors. By extension, negative experienceswvagtm e * s em,vi r onm
evidenced by perceptions discrimination and belief in HIV/AID®onspiracy theories,
I nf | uenc eealh bghaviors.on’ s
Gaps and Limitations in the Current Research

Because of the frequent occurrence and potentially severe consequdibés of
andSTlsamong adolescents and young adults, particularly among people of color, a
greater understanding of the factors associated with condom use in thigskigh
population is needed. Much of the work to date has focused solely on indiaddal
interpersonallevel factors that affect condom use. A more ecological approach is
necessary to understand how the interplay between individual and environmental factors
influences sexual health behaviors. Little research has investigated the influence of
socialstructural inequity, specifically discrimination and resulting HIV/AlBghspiracy
beliefs, on sexual health outcomes and condomAssdiscussed earlierjgtrimination
has been associated with increasing sexuataking, condom use, greater number of
lifetime sex partners, and lifetime history of STls.

Previous research on the impact of discrimination and HIV/AdDi&piracy
beliefs has, however, focused primarily on Black MSM. A dearth of research has
explored Latinos perceptions of discriminatiarHdV/AIDS conspiracy beliefs.
Additionally, little research has focused on discrimination among heterosexuals. This is
the first study, to our knowledge, that investigated the association betee®graphic
(e.g., race, age, gender) and socioecononggc, @ucation, income) factorgth

experiencs of discrimination, perceived healthcare discrimination, and HIV/AIDS
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conspiracy beliefs and how the association differdBlacks, Latinosand Whitesand by
gender. This study also investigated the influencexperiences of discrimination,
perceived healthcare discrimination, and HIV/AIE&spiracy beliefs on condom use
and ifand howthe impact differs foBlacks Latinos Whitesand by gender
Furthermore, research on the health impact of discrimination as well as research
identifying predictors of condom use has been largely esesgonal in nature. This
prospective longitudinal research provided the opportunity to further our understanding
of the predictive relationship between discriminatory experiences and HIV/AIDS
conspiracy beliefs on condom use.
Specific Aims and Hypotheses

The purpose of the proposed research wasfohdb First,we examined the
associations gberceived discrimination arehdorsement of HIV/AIDSonspiracy
beliefs with sociodemographic factors and investigated if the associations varied by
race/ethnicity and gender. Second, as an extension ofvxamined if and how
perceived discrimination and belief in HIV/AID®nspiracy theoriesdjusting for other
individual factors predicted condom use at a later time pdayt.adjusting for variables
known to predict condom use, the present study addressed the following aims and
hypotheses to address the gapunderstandig the role of discriminatory experiences
and HIV/AIDS conspiracy beliefs on condom use.

Specific Aim #1 Examine if and how race is associated with Experiences of
Discrimination (EOD), Perceived Healthcare Discrimination (HDS), and HIV/AIDS
Conspiracy Beéfs (HCB) and if and how gender moderates this relationship while

controlling for number of children, age, education and working outside of the home.
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Aim #1 Hypothesis:EOD, HDS, and HCBuvill be greater amon@lacks, Latinos
(versus Whites) anchen(versus woran) after controlling for number of children, age,
educationand working outside of the home

Specific Aim #2 Investigated if and hokOD, HDS, and HCRredicted
condom use overall and by ramedgender

Aim #2 Hypothesis:EOD, HDS, HCB(now the independent variablesgasured
at baselinavill be inversely related to condom use (dependent variable) at the subsequent
time period (i.e.Time 2) after controlling for covariates (condom use at baseline,
condom use sekfficacy, sexuatlecison-making, perceived invulnerability to harm, and

socicdemographics).
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CHAPTER 3: METHODS

Overview

Secondary data from the Project on Partner Dynamics (POPD) was used to
examine the research questions posed in this study. The POPD was a prospective study
funded by NICHD that examined relationship dynamics among women and men, aged 18
through 30, who were at increased risk of HIV/STIs. The overall goal of the POPD was
to increase understanding about predictors of pregnancy and disease prevention among
yourg adults. Such information is critical for the development of effective programs and
for clinical counseling focused on pregnancy and HIV/STI prevention in this age group.
Participants

Between September 2006 and August 2008, participants were recrugettlydir
through locations in thgreater_os Angeles area, including community health centers,
shopping malls, sexually transmitted disease and family planning clinics, and community
colleges. In approaching potential participants, project staff adherexpardic script
that included information about the study and eligibility criteria. Interested individuals
participated in a short, private interview to determine their eligibility. Trained
interviewers conducted the screening interviews in private mtate.g., offices,
meeting rooms) at participating community agencies. Participants were also indirectly
recruited through print and online advertisements.

Eligible participants were 18 to 30 years old and reported heterosexual sex
without a condom at Is&once in the previous three months. In addition, eligible
participants reported at least one of the following HIV/STI risk factors for either

themselves or a current sex partner: (2) more than one sex partner in the previous year,
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(b) an STI in the prewus two years; (c) sex in the previous year with a partner who had
an STl or HIV; or (d) ever using injection drugs. Pregnant women, those who were HIV
positive, and those who expected to move away from the Los Angeles area in the
following year were exclied.
Data Collection

In-person computeassisted interviewCAPI) of approximately one hour were
administered using Questionnaire Development System (QDS) software. Interviewers

entered participants responsesrssdirectly
Interviewers were trained in the administration of CAPI, confidentiality measures, and
how to handle adverse events. In addition, interviewers were instructed about the
meaning and intention of interview questions, the concepts underlying them, mchen a
how to probe for additional information, and how to maintain rapport while recording
data. The interviews were administered in private locations (e.g., offices, meeting rooms)
at participating community agencies and participants were matched withianters by
gender and, in most cases, by race or ethnicity. Although participants were offered the
option of being interviewed in Spanish, all participants chose to be interviewed in
English. For sensitive questions, participants were given the optioteningntheir
answers directly into the computer. The institutional review boards of all associated
institutions approved the study protocol and materials.

Over the course of one year, participants completed four in person interviews at
four-month intervalgbaseline through Time 4). This study used data from the baseline

and Time 2 interviews tlmok at the impact of EOD, HDS, and HCB at a subsequent time

pointand tominimize the impact of participant attrition. At baseline, 536 eligible
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participants werenrolled in POPD and 436 individuals were interviewed at Time 2, for a
retention rate of 81% from baseline to Time 2. Participants were compensated $30 and
$35 for each interview, respectively, and transportation and childcare costs were
reimbursed up toZ for each interview. During each interview, participants provided
data regarding each sexual partnership, identified by initials or nicknames, they had in the
preceding four months. Nicknames or initials were usgrhrtnerspecific questions and
to link data about partners across interviews.
Measures

Measures included validated scales from previous studies as well as items
developed for this study.

Primary Independent and Dependent Variables.

Experience of discrimination (EOR A modified version othe Experience of
Discrimination (EOD) scaleas used to measure perceived discriminatidrich has
been validated among various populations, including Latinos, in English and Spanish
(Krieger, Smith, Naishadham, Hartman, & Barbeau, 2005). Particip@nesagked,
“Have you ever experienced discrimination,
been hassled or made to feel inferior in any of the following situations because of your
race, ethnicity, or col or ?” BRadagtedftomphant s a
EOD scale (e.g., at school, getting medical care, getting housing). Response categories
for all nine items wereever, rarely, sometimes, most of the tiamelalways Responses
were classified into two variable&ny ExperiencandLevds of Exposure

We first dichotomized the individual itenbs reflectno experience versus any

experienceWe then used these dichotomous items to create a summary vakiaple
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Experiencewhich ranged in values from O toBhe Any Experienceariable vas then
used to create the ordinal variableLelvels of Exposureith no exposureAny
Experience= 0), some exposuré\qy Experience 1 or 3, and high exposuré\qy
Experience =3 ormore)(Krieger, et al., 2005)
Perceived healthcare discriminatioHDS). All respondents were first asked,
“Have you ever been to a health cathen provi
asked, “When getting health care of any ki
things happen to you because of yourrace orhni ci ty?” Seven items,
and Bogart (2001), were given (elgeen treated with less courtesy than other people,
received poorer service than others, felt like a doctor or nurse was not listening to what
you were sayingResponse categes werenever, rarely, sometimes, most of the time,
andalways Responses were classified into two varialfEsne Experiencand mean
scale scores.
Some Experienagas a dichotomous variable created by grouping item responses
rated asometimes, most tife time,andalwaysversusneverandrarely. HDS mean
scale scores welculatedby taking the average of allichotomousscale itemgor
each participantHigher scale scores indicated more perceived healthcare discrimination.
Perceived healthcare discrimination was a dependent variable in Aim 1 and an
independent variable in Aim 2. TiHDS scale had good reliability in both samples (Aim
1 Alpha = 0.88; Ain 2 Alpha = 0.87).
HIV/AIDS conspiracy beliefs (HCB)Participants were asked to report the extent
to which they agreed or disagreed with 18 statements that captivs8DS

conspiracy beliefs (Bogart & Thorburn, 2005). Response optionsdisagree stragly,
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disagree somewhat, no opinion, agree somevdratagree stronglyResponses were
classified into two variable®&elief Endorsemerand HCB mean scale scores.

Belief Endorsementas a dichotomous variable created by grouping item
responses rated agreeandstrongly agreeversusdisagree strongly, disagree
somewhatandno opinion HCB mean scale scores wewdculatedoy taking the average
of all dichotomousscale items for each participamiigher scale scores indicated
stronger endorsement cbnspiracy beliefs. The conspiracy beliefs scale was a dependent
variable in Aim 1 and an independent variable in Aim 2. The HCB scale had good
reliability in both samples (Aim 1 Alpha = 0.90; Aim 2 Alpha = 0.91).

Condom useFor Aim 2, condom use was assed at baseline and Time 2. For
each partner, participants were asked to reperhumber of times they had sex (vaginal
and/or anal) in the previous four months and, of those times, the number of times a
condom was used with that partneesponses weff@st classified as a ratio of protected
acts of intercourse to total acts of intercourse, and then dichotomized (none versus
soméall).

Covariates.

Condom use seléfficacy.For Aim 2, condom use sedffficacy was measured
using a sixitem scale adaptddom the Condom Use Sefifficacy Scale developed by
Brafford and Beck (1991). Participants completed the scale for each sexual partner they
had in the previous four months. By using parsgecific questions, this scale assesses a
per son’ s asng tondbresiwghesach specific partner rather than the overall
confidence of the individual. For exampl e,

you feel in your ability to discuss using
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suggestusingcndoms with (partner)?”, and “ ..in yo
correctly when you are having sa@aalwi th (pa
confident, a little confident, moderately confident, very confident, and extremely
confident Responses we classified as mean scale scores by taking the average of all
scale items for each participatiigher scale scores indicated greater senserafom
useselfefficacy. This scale demonstrated good reliability (Aim 2 Alpha = 0.89)

Sexual decisiormaking. For Aim 2, participants were asked to respond to six
items assessingow much responsibility they had when making sexual deciskans.
exampl e, partici p adgationshigweith @artaes),bh@vdnuch’haven y our
you taken part in deciding whether or not
with (partner) how much have you taken part in deciding whether or not to use a
c 0 n d dRespdnse options webased on a-point Likerttype scale anchored by the
optiors ofnot at allanda great dealResponses were classified as mean scale scores by
taking the average of all scale items for each participtigher scale scores indicated
greater sexual decisiemaking. This scale had good reliability (Aim 2 Alpha =4).7

Perceived risk for STI/HIV. For Aim 2, participants were asked to respond to six
items assessineir perception of their risk of contracting an STI or HIV from their partner.
For example, items includediiHow likely is it that you could get HIV frorhaving sex with
(partner) without using a condom?” and “Ho
something that could have increased your chances for getting a Sexually Transmitted
Di sease ot hResponsekl @ptionshivHoesed on a-point Likert-type scale
anchored by the options pb6t at all likelyandextremely likelyResponses were

classified as mean scale scores by taking the average of all scale items for each
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participant Higher scale scores indicated greater perceived risk fofS7IMThis scale
had good reliability (Aim 2 Alpha = 0.88)

Sexual risk behaviorsAlso included in Aim 2 were variables assessing age at
first sex, number of lifetime sexual partners, and whether participants had been tested for
an STI during the last four mths and ever tested for HIV/AIDS.

Sociocemographics Sociodemographic variables were assessed at baseline and
i ncluded the participant’s race/ethnicity
education (years of education categorized imgh sdhool or less, some collegand
college and beyondnumber of children, and if they work outside of the home.
Sociodemographic variables were included in both Aims 1 and 2.
Analytic Plan

Sample Selection.

The analytic sample for Aim 1 consisted of 45@tisgpants who completed the
baseline survey and setfentified asonly Black, Latino, or White. Eightgix
participants were excluded for reporting a different single race/ethnicity or multiple races.

The analytic sample for Aim 2 consisted of 3#tidpants(Figure 1) Tobe
included in this sample the participant had to report the same partner(s) at both baseline
and Time 2, provide data on Time 2 condom use variables (Aim 2 dependent variable),
and seHidentify asonly Black, Latino, or White. Of the 436 participants who completed
the interview at Time 2, 367 reported one or more partners across the baseline and Time
2 interviews. Of these, 307 reported a single partner across both time points and 60
participants reportemultiple partners. For participants with multiple partners, a single

partnership was selected randomly. One participant was excluded because of missing
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Figure 1

Diagram of Sample Development

POPD Cohort
N= 536
Exclusion Criteria:
< A Race other than Black, Latino, White or
Multiracial (n = 84)
v

AIM1 Study Sample
(n = 450)

Exclusion Criteria:
A Missing Time 2 observation (n=17)

i A Did not report same partner at both
baseline and Time 2 (n=84)

A Missing data on key condom variables
(n=5)

AIM2 Study Sample : : —
(n = 302) A Did not see a provider (n=42)

A 4

information on Time 2 condom use variables and an additional 64 participants were
excluded because they identified as a single race/ethnicity other than Black, Latino, or
White or reported multiple races.

Analytic Plan for Aim 1.

First, | calculated dscriptive statistics for the overall sample, by race/ethnicity,

and by gender on all demographic variables. Additionally, descriptive statistics were
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explored for the three dependent variables (EBDS, and HCB). Second, | examined
the bivariate relatioships between EOI4DS, and HCB and both race/ethnicity and
gender by running simple logistic and linear regressions to calculhtoapare the
unadjusted odds and averages of experiencing discrimination or enddrgiddDS
conspiracy beliefs.

Third, | ran a series of multivariable models, adjusting for all demographic
covariates, to investigate if (1) race/ethnicity and gender were assogididtOD,

HDS, and HCB and (2) if the association between race/ethnicity and HOB, and
HCB varied by gende Ordinal logistic regression models were used to examine the
associations with EOD level of exposure and linear regression models were iHDSor
and HCB mean scores. Race/ethnicity by gender interactions for each multivariable
model were evaluated ugjiikelihoodratio tests to compatée interaction model and
the main effeconly model.

Analytic Plan for Aim 2.

First, | calculated dscriptive statistics for the overall sample, by race/ethnicity,
and gender for allemographic and partnepecificindividual covariatesSecond, |
examined the bivariate relationships between condom use at Time 2 and all covariates
using logistic regressiofthird, to investigate if EODHDS, and HCBpredictedcondom
use at Time 2, above and beyond demographic atdgeapecific individual factors, |
first ran a logistic regression model adjusting for all covariates. Lastly, | ran the logistic
model separately by race/ethnicity and gend#ranalyses were conducted with Stata

Version 14 StataCorp, 2015
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CHAPTER 4: RESULTS
Results for Aim 1

Descriptive Statistics.

Demographics The sample was equally represented by race/ethnicity (Black
34%, Latino 33%, and White 33%) and gender (men 47% and women 53%) (Table 1).
Additionally, the majority of the participantgorked outside the home (73%) and did not
have children (82%). Some significant differences in demographics, however, were found
by race/ethnicity and gender. Specifically, Whites were significantly older than both
Blacks and LatinosH = 17.67, p<0.001)Blacks and Latinos represented a larger
percentage of the sample with low educational attainment, achieving a high school
diploma or less (32% and 28%, respectively) versus 17% of Whites. Additionally, a
larger percentage of women (33%) reported an educével of college or beyond
versus (22%) of men. Across race/ethnicity, significant differences were also found in the
percentage of those with children; a little more than a third of Blacks (39%) reported
having children, while only 18% of Latinos ant8Vhites had children.

Everyday and Healthcare DiscriminatiorOver threequarters (78%) of
participants reported high exposure to Everyday Discrimination (Table 2). Over three
guarters also reported experiencing discrimination on the street or in a gething
(82%), abouttwo-thirdsexperienced discrimination at school (68%) and in a store or
restaurant (64%), and over half experienced discrimination when getting hired for a job
(60%), at work (57%), and from police or in the courts (56%).

A majority of participants (8%) reported having ever been to a health care
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Overall Black Latino White Test Men Women Test
(n=450) (n=152) (n=148) (n=150) Statistic (n=210) (n=240) Statistic
Age,M (SD) P 23.13(3.83) | 22.37(3.92) 22.44(3.65) 24.59(3.50) F=17.67 | 23.11(3.94) 23.16(3.74) t= -0.15
Education
High School or less 115 (25.56%)| 49 (32.24%) 41 (27.70%) 25 (16.67%) 66 (31.43%) 49(20.42%)
Some College 209 (46.44%)| 75 (49.34%) 73 (49.32%) 61 (40.67%) x*>=27.02" | 97 (46.19%) 112 (46.67%) X>=9.76'
College and beyond 126 (28.00%)| 28 (18.42%) 34 (22.97%) 64 (42.67%) 47 (22.38%) 79 (32.92%)
Race/Ethnicity
Non-HispanicBlack 152 (33.78%) 73 (34.76%) 79 (32.92%)
Hispanic/Latino 148 (32.89%) 68 (32.38%) 80 (33.33%) X?=0.17
Non-Hispanic White 150 (33.33%) 69 (32.86%) 81 (33.75%)
Gender
Male 210 (46.67%)| 73 (48.03%) 68 (45.95%) 69 (46.00%) =017
Female 240 (53.33%)| 79 (51.97%) 80 (54.05%) 81 (54.00%) )
Have Children
Yes 83 (18.49%) | 44 (38.95%) 27 (18.37%) 12 (8.00%) 2= 21.99" 40 (19.14%) 43 (17.92%) 2= 011
No 366 (81.51%)| 108 (71.05%) 120 (81.37%) 138(92.00%) ' 169 (80.86%) 197 (82.08%) '
Work Outside Home
Yes 330 (73.33%)| 102 (67.11%) 112 (75.68%) 116 (77.33%) 2= 4.66 153 (72.86%) 177 (73.75%) 2= 0.06
No 120 (26.77%)| 50 (32.89%) 36 (24.32%) 34 (22.67%) ' 57 (27.14%) 63 (26.25%) '

"p<0.05,"p<0.01,” p<0.001

a Significant difference between Black and White, p<0.05
b Significant difference between Latino and White, p<0.05
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provider (Table 2). Of those, about a quarter of the participants, or fewer, reported experiencing
most of the specific types of discrimination in a healthcare setting (Table 2). Notably, 37%
reported that healthcare providers did not listen to them agdsewen percent reported feeling as

if healthcare providers were afraid of them. Significant differences in experiences of
discrimination by race/ethnicity and gender are presented in the bivariate results (Tables 4 and &
described below.

HIV /AIDS conspiracy beliefsOverall, over half of participants endorsed the statements

“A ot of information about AI DS is held be
government | génd‘rTanteo rgyo’v e(romme)nt i s tel%Wi ng t
(Table 3).

Significant differences in HIV/AIDS conspiracy beliefs by race/ethnicity and gender are
presented in the bivariate results (Tables 6 and 7) described IBdoause of the exploratory
nature of this study we decided not to stratify théadpacross multiple comparisons but rather
present the bivariate informatiam both aimsas illustrative information about discrimination and
HIV/AIDS conspiracy beliefs.

Bivariate Associations.

Perceived everyday discrimination amdce/ethnicity Overall, Whiteshadsignificantly
lower odds than both Blacks and Latiradseporing either high or some levels of exposure to
everyday discrimination (Table 4). Specifically, when comparing no exposure to high exposure,
Blacks had 5.@timesthe odds, and Latinos had 2.8®esthe oddwf reporing experienes of

discrimination compared to Whites. Comparing some exposure to high exposure, Blacks had 4.z
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Table 2
Descriptive Statistics for Experiences of Discrimination
Overall Black Latino White Men Women
(n=450) (n=152) (n=148) (n=150) (n=210) (n=240)
Everyday Discrimination
Experienced discri 68.00% 72.37% 75.00% 56.67% 72.38% 64.17%
getting hired or 59.60% 70.86% 60.54%  47.33% 65.87% 54.17%
at work 56.92% 69.54% 56.54%  44.67% 59.62% 54.58%
getting housing 38.17% 49.01% 39.46%  26.00% 40.38% 36.25%
getting medical 36.75% 38.82% 46.26% 25.33% 36.84% 36.67%
getting services 6444% 82.24% 68.92%  42.00% 64.76% 64.17%
getting credit, 33.78% 39.33% 42.18%  20.00% 33.82% 33.75%
on the street or 8156% 88.16% 83.11% 73.33% 85.71% 77.92%
.. from police or i 55.56% 71.05% 63.51%  32.00% 67.62% 45.00%
Everyday Discrimination- level of exposure
No exposure 7.11% 3.29% 5.41% 12.67% 4.76% 9.17%
Some exposure 15.33% 7.89% 14.19% 24.00% 11.90% 18.33%
High exposure 77.56% 88.82% 80.41%  63.33% 83.33% 72.50%
Healthcare Discrimination
Ever been to a health care provider 84.22% 79.61% 83.11 90.00% 72.86% 94.17%
Scale ScoreM (SD) 0.72 (0.69) | 0.83(0.75) 0.89 (0.74) 0.47 (0.50)| 0.70(0.67) 0.74 (0.70)
Less courtesy 19.05% 25.00% 29.27% 4.44% 16.99% 20.44%
Less respect 17.94% 27.27% 24.39% 3.70% 15.69% 19.47%
Poorer service 23.34% 22.88% 30.08% 7.52% 23.03% 23.56%
Act as i f .. you are 255% 26.45% 34.15%  17.04% 23.53% 26.99%
afraid of you 7.39% 12.40% 8.13% 2.22% 11.11% 4.87%
better than you 29.29% 29.75% 35.77% 22.96% 24.84% 32.30%
Not listening to you 36.68% 33.06% 43.09%  34.07% 32.03% 39.82%

Note Percentages represent aggregate of sometimes, most of the time, and always rating values
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Table 3

Descriptive Statistics for HIAIDS Conspiracy Beliefs

. . Overall Black Latino White Men Women
HIVIAIDS Conspiracy Beliefs (n=450) | (n=152) (n=148) (n=150) | (n=210) (n=240)
2.24 2.47 2.23 2.01 2.29 2.19
Scale ScoreM (SD) ©061) | (057 (065  (051) | (060)  (0.61)
HIV medicines are saviniives in the Black/African American community 28.00% 40.79% 23.65% 19.33% 27.62% 28.33%
A lot of information about AIDS is held back from the public 59.78% 64.47% 54.73% 60.00% 56.67% 62.50%
HIV is a manmade virus 41.33% 56.58% 41.89% 25.33% 44.29% 38.75%
There is a cure for AIDS, but it is being withheld from the poor 41.11% 54.61% 39.86% 28.67% 41.43% 40.83%
The government is telling the truth about AIDS 50.44% 59.87% 46.62% 44.67% 49.52% 51.25%
The medicine used to treat HIV causes people to get AIDS 3.56% 3.29% 6.76% 0.67% 3.81% 3.33%
HIV was created and spread by the CIA 9.11% 13.16% 8.78% 5.33% 12.38% 6.25%
AIDS is a form of genocide against Blacks/African Americans 19.77% 32.24% 19.59% 7.33% 21.90% 17.92%
The medicine that doctors prescribe to treat HIV is poison 6.89% 7.89% 9.46% 3.33% 7.62% 6.25%
AIDS was created by the government to control the Black population 14.67% 23.03% 15.54% 5.33% 17.62% 12.08%
Doctors put HIV into condoms 1.33% 1.97% 1.35% 0.67% 2.38% 0.42%
People who take the new medicines for HIV are human guinea pigs for the government  32.44% 39.47% 33.11% 24.67% 31.43% 33.33%
Medical and PH institutions are trying to stop the spread of HIV in Black/African Americe 13.56% 10.53% 20.95% 9.33% 14.29% 12.92%
communities
AIDS was produced in a government laboratory 52.00% 34.87% 52.70% 68.67% 45.71% 57.50%
The medicines used to treat HIV are saving lives in the Hispanic/Latino community 20.67% 31.58% 19.59% 10.67% 19.52% 21.67%
AIDS is a form of genocide against Hispanics/Latinos 10.89% 19.08% 11.49% 2.00% 11.43% 10.42%
AIDS was created by the government to control the Hispanic/Latino population 7.11% 10.53% 8.78% 2.00% 8.57% 5.83%
Medical and PH institutions atgying to stop the spread of HIV in Hispanic/Latino 9.78% 13.16% 8.78% 7.33% 11.43% 8.33%

communities

Note Percentages represent aggregate of agree and strongly agree rating values
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Black Latino White Test
(n=152) (n=148) (n=150) Statistic
OR (CI) OR (CI) reference
Everyday Discrimination
Experienced discfb m 251 (1.52,4.15) 1.98(1.19, 3.30) ref 2= 14.06"
1.27 (0.79, 2.02) ref X= 4
getting hir#d or 2.49 (1.47,4.23) 1.69(0.98, 2.91) ref 2= 12 08
1.48 (0.91, 2.42) ref X= e
at work 1.64 (0.97,2.80) 1.50(0.87, 2.57) ref 2= 3.76
1.10 (0.66, 1.82) ref X= S
gettindg housing 3.24(1.70,6.18) 1.84 (0.93, 3.66) ref o= 1424
1.76 (0.99, 3.09) ref X= %
getting Pmedi cal ¢ 1.61(0.84,3.11) 2.09 (1.10, 3.97) ref 2= 5 34
0.77 (.04, 1.38) ref X= S
getting servicesd’ 556(3.26,9.48) 3.51(2.04,6.02) ref 2= 46 48"
1.59 (0.992.50) ref X= 9.
getting credit, 2b 3.21(1626.35 2.16(1.06,4.41) ref 2= 1247
1.49 (0.84, 2.63) ref X= e
on the street?abor 2.32 (1.46, 3.68) 1.68 (1.06, 2.68) ref ’— 13 16"
1.38 (0.87, 2.17) ref X= 2o
from police®or i n 7.42(4.20,13.09) 4.95(2.80, 8.78) ref 2= 6112
1.50 (0.95, 2.36) ref X=5~
Everyday Discrimination - level of exposure
1.27 (0.39,4.13) 1.38(0.52,3.71) ref .
No exposure Some exposure 0.91(0.24, 3.42) ref ¥*=0.48
i 4.26 (2.10, 8.62) 2.15(2.11, 8.62) ref - -
Someexposure- High exposure 1.99 (0.93, 4.21) ref ¥°=18.98
. 5.40 (1.95, 14.97) 2.98 (1.25, 7.09) ref . -
No exposure High exposure 1.81 (0.57, 5.70) ref ¥°=14.18
Healthcare Discrimination
. 0.43 (0.22,0.84) 0.19 (0.28, 1.09) ref .
Ever been to a health care provider 1.82 (0.4, 1.42) ref ¥°=6.64
Scale ScoreM (SD) 2° 0.83 (0.75) 0.89(0.74) 0.47 (0.50) F=15.18
3.70 (2.14, 6.40) 3.76 (2.17, 6.49) ref _ -
he 2—
Less courtesy 0.98 (.060, 1.63) ref ¥°=31.43
3.45 (2.04,5.85) 3.12(1.84,5.27) ref _ "
b 2—
Less respect 1.11 (0.67, 1.83) ref X=27.51
. 3.67 (2.18,6.20) 3.19(1.90, 5.36) ref _ .
,b 2—
Poorer servicé 1.15 (0.69, 1.91) ref X>=30.51
. 1.84 (1.11, 3.04) 2.39 (1.45, 3.95) ref b
Act as i f.. y¥®u are 0.7 (0.46. 1.27) rof = 1257
. 5.93 (2.72, 12.94) 5.13 (2.34, 11.26) ref o "
afrai®@ of you 1.16 (0.66, 2.02) rof X&= 28.82
0.87 (0.53,1.43) 1.43(0.88, 2.34) ref 5
better than you 0.61 (0.38, 1.01) ref ¥°=3.96
. . 1.15(0.70,1.90) 1.77 (1.05, 2.96) ref ”_
Not listening to you 0.65 (0.38, 1.11) ref ¥2=4.99

"p<0.05,"p<0.01," p<0.001

2 Significant difference between Black and White, p<0.05

b Significant difference between Latino and White, p<0.05

¢ Significant difference between Black and Hispanic, p<0.05
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times the odds, and Latinos had 2titdesthe odd=f reporing experienes of
discrimination compared to Whites.

Whites had significantly lower odds than both Blacks and Latinos to report
experiencing specific items of Everyday Discrimination (Table 4). Specifically,
compared to Whites, Blacks had 7#2esthe odds, and Latinos had 4 @5esthe odds
of reporing experienes of discrimination from police or in the courts. Additionally,
Blacks had 5.5@mesthe odds, and Latinos had 3.&ihesthe oddsof reporing
experienesof discrimination when géing service in a store or restaurant compared to
Whites. Blacks and Latinos had significantly greater odds than Wiiitsgerienang
discrimination at school (OR=2.51 and 1.98, respectively), getting credit, bank loans, or a
mortgage (OR=3.21 and 2.I@spectively), and on the street or in a public setting
(OR=2.32 and 1.68, respectively). Finally, Blacks had significantly greater odds
compared to Whitesf experiening discrimination when getting hired for a job (OR=
2.49) and when getting housing (OR=3.24). No significant differences were found
between Blacks and Latinos on individual items of Everyday Discrimination.

Perceived everyday discrimination and gendéfomen had significantly lower
odds compared to mexi reporing either high or some levels of exposure to everyday
forms of discrimination (Table 5). Specifically, when comparing no exposure to high
exposure, men had 2.2iinesthe oddsof reporing experienes ofdiscrimination
compared to women. Comparing some exposure to high exposure, men hamds77
the oddof reporing experienes ofdiscrimination compared to women.

Few significant differences were found between men and women on specific

items of Exeryday Discrimination (Table 5). Men had 2t8esthe odds compared to
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Men Women Test
OR (CI) reference Statistic
Everyday Discrimination
Experienced discri 1.46(0.98,2.19) ref ¥2 = 3.49
getting hired or 163(1.11,2.39) ref ¥ =6.37
at work 1.23 (0.84,1.79) ref ¥ =1.15
getting housing 119(0.81,1.75) ref ¥ =0.81
getting medical 1.01 (0.69, 1.48) ref ¥2=0.00
g e tséniicesgn a store or restaura 1.03 (0.70, 1.51) ref ¥2=0.02
getting credit, 1.00 (0.68, 1.49) ref ¥2 = 0.00
on the street or 1.70(1.04,2.78) ref ¥2 = 4.50
.. from police or i 255(1.74,3.75) ref ¥ = 23.48"
Everyday Discrimination Level of exposure
No exposure Some exposure 1.25 (0.51, 3.06) ref ¥ =0.24
Someexposure- High exposure 1.77 (1.04, 3.02) ref ¥2 = 4.53
No exposure- High exposure 2.21 (1.02, 4.81) ref ¥°=4.38
Healthcare Discrimination
Scale Scordyl (SD) 0.70 (0.67) 0.74 (0.70) t=-0.46
Less courtesy 0.87 (0.57, 1.33) ref ¥2=0.39
Less respect 0.94 (0.62, 1.42) ref ¥2=0.09
Poorer service 0.83 (0.55, 1.26) ref ¥ =0.77
Act as i fotsmartou ¢ 0.87(0.58,1.32) ref ¥ =0.41
afraid of you 228(1.38,63.78) ref ¥ =10.32
better than vyc0.79(0.52 1.17) ref =144
Not listening to you 0.97 (0.63, 1.50) ref ¥ =0.01

"p<0.05,"p<0.01,™ p<0.001
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womenof reporing experienes ofdiscrimination from police or in the courts.
Additionally men had 1.70 and 1.@&esthe odds than womesf reporing experiences
of discrimination on the street or in a public setting or when getting hired for a job,
respectively.

Percaved healthcare discrimination and race/ethnicitjll respondents were
first asked, “Have you ever been 8Blacksa heal
had lower odds compared Whites to have ever seen a health care provided 43R =
95% CI =0.22, 0.84)Table 4). Among those who had ever seen a provider, Blatks (
0.83) and LatinosM = 0.89) had significantly greater mean scale scores of healthcare
discrimination compared to Whites (= 0.47,p<0.01).

An exploration of individual items wealed that Blacks and Latinos had
significantly higher odds compared to Whitdgeporing being treated with less
courtesy (OR=3.70 and 3.76, respectively), less respect (OR=3.45 and 3.12,
respectively), receiving poorer service (OR=3.67 and 3.19, respectively), having
providers act as if they are not smart (OR=1.84 and 2.39, respectively)aang
providers act as if they are afraid of them (OR=5.93 and 5.13, respectively). No
significant differences were found between Blacks and Latinos on the overall scale score
or individual items of Healthcare Discrimination.

Perceived healthcare disariination and genderMen had lower odds compared
to womenof having ever seen a health care provi¢@R =0.17, 95% CI = 0.09, 0.31)

(Table 5). Overall, the mean scale scores of men and women were not significantly
different. However, men were 2.28 tinmesre likely to report that a health care provider

was afraid of them compared to women.
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HIV /AIDS conspiracy beliefs and race/ethnicitBlacks (M = 2.47) reported a
significantly higher mean HCB scale score than both Latikbs 2.23) and Whited\ =
2.01), who were also significantly different from each othpatQ(05) (Table 6).

Exploring individual HCB items, we found five items to be significantly different
between all race/ethnicity groups. Specifically, Blacks had tnf@dsthe odds compared
to Whites, and had 1.9tmesthe odds compared to Latinos, to endorseAl@s is a
form of genocide against Blacks/African Americainatinos had 3.08mesthe oddsof
agreéng with this statement compared to Whites. Additionally, Blacks hadtBr&&the
odds compared to Whites and 1i88@iesthe odds compared to Latinoendorsng that
medicines used to treat HIV are saving lives in the Hispanic/Latino commOmitshe
same item, Latinos had 2.@#hesthe odds compared to Whitesendorsng this belid.
Blacks had 3.84imesthe odds compared to Whites, and liigiesthe odds compared to
Latinos,of endoréng thatHIV is a manmade virus. Latinos had 2tirfBesthe odds
compared tdVhitesof endorsng the same itenBlacks had 2.98%imesthe odds
compared to Whites, and 1.8&hesthe odds compared to Latinad,endorsng that
there is a cure for AIDS but it is being withheld from the poor and Latinos hadirh&s
the odds compared Whitesof endoréng the same itentinally, Blackshad lower odds
compared to both Whites (OR0=24, 95% CI = 0.15, 0.3@nd Latinos (OR&.48,
95%CI=0.30, 0.76df endorsng thatAIDS was produced in a government laboratory and
Latinos had lower odds compared to Whidéendorsng with the same item (OR 0.51,
95% Cl = 0.32, 0.82)

We also found that Blacks and Latinos had greater odds of endorsing 3 items

compared to Whites. Blacks and Latinos had 1iiriBsand 6.3@imesthe odds,
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respectively, compared to than Whitdendorsng thatAIDS is a fam of genocide

against Hispanics/Latinos (Table 8lacks and Latinos had 5.8inesand 3.2G@imes

the odds, respectively, compared to Whaésndorsng that AIDS was created by the
government to control the Black populatiand 5.72imesand 4.72imesthe odds,
respectively, compared to Whiteendoréng that AIDS was created kihegovernment

to control the Hispanic/Latino population. No significant differences were found between
Blacks and Latinos on these items. A number of additional itemsfauend to be
significantly different between Blacks and Whites or between Latinos and Whites (see
Table 6).

HIV /AIDS conspiracy beliefs and gendedverall, the mean HCB scale scores of
men and women were not significantly different. However, when exploring individual
items, we found two items to be significantly different between men and women. Men
had 2.12imesthe odds compared to womehendorsng that HIV was created and
spread by the CIA and had lower odds compared to warhendorsng thatAIDS was
produced in a government laboratory (OR.62, 95% CI = 0.42, 0.9@T able 7)

Ordinal Logistic Regression Model: Associations with EOD.

We used two ordinal logistic regression models to test levels of EOD, a main
effects only model and a ratg-gender interaction model. The model including therace
by-gender interaction term was found to be a significantly better fit than the main effects
only model( %?2) = 0.04,p<0.05) and, therefore, findings for that model are presented
(Table 8) Interaction coefficients were used to calculate adjusted odds ratios. After
controlling for demographic covariatédlack men had almost fmes the oddé§x’ =

49.88, 95%CI = 6.47, 384.27) compared to White men of reporting experiences of



Table 6
Bivariate Associations between HAIDS Conspiracy Beliefs and Race/Ethnicity

Black

Latino

White

(n=152) (n=148) (n=150) St;‘;g:ic

OR (CI) OR (CI) reference
Scale Scoreyl (SD) 2b¢ 2.47 (0.57) 2.23 (0.65) 2.01 (0.51) F=246T
HIV medicines are saving lives in the Black/African American communfity 52; ggé ggg; 1.29 (?';4’ 2.23) T_f ¥2=18.91"
A lot of information about AIDS is held back from the public iéé Eggg ;233 0.81 (?ffl’ 1.28) T_f ¥ =297
HIV is a manmade virugb° igi gig Sgg; 2.13 (1r:1:0’ 3.48) T_f ¥=31.11"
There is a cure for AIDS, but it is being withheld from the ot igg gig ‘2125; 1.65 (lréOfZ, 2.67) t‘if ¥ =21.32"
The government is telling the truth about AIBS 1?? 8(1); ;3(2); 1.08 (?ffg’ L.71) t(_a_f ¥ =8.31
The medicine used to treat HIV causes people to get AIDS 50..(1176(?0.?1%,413:1911)) 10.80 (1r'e?6’ 85.45) t?_f ¥2=9.00
HIV was created and spread by the GIA igg %%2 ggé; L7 ((;:;9, 4.23) T_f ¥2=5.69
AIDS is a form of genocide against Blacks/African Americahs 61%15((2191851323123;) 3.08 (1;8‘ 6.43) i(_e_f ¥2=31.38"
The medicine that doctors prescribe to treat HIV is pdison 522(8)2567128?) 3.03 (1r§6’ 8.64) t(_a_f ¥=521
AIDS was created by the government to control the Black popuftion 513;32((203;)71121983) 3.26 (:t';l’ 7:56) T_f ¥2=20.83"
Doctors put HIV intacondoms 31(207(?03214289927)) 2.04 (or.if& 22.75) T_f ¥>=1.03
People who take the new medicines for HIV are human guinea pigs for the govetnment 122 Eég; gi% 151 (?gl‘ 2.51) i(_a_f ¥2=7.69
Medical and PH institutions are trying to stop the spread of HIV in Black/African American 1.14 (0.54, 2.43) 2.57 (1.31, 5.07) ref o .
communitieg® 0.44 (0.23, 0.85) ref - X'=986
AIDS was produced in a government laborafot§ gig 58;2003323) 0.51 (?'es;z’ 0.82) T_f ¥2 = 35.28"
The medicines used to treat HIV are saving lives in the Hispanic/Latino comrBifity ig; gg? ;;g; 2.04 (1r§6’ 2.94) E?_f ¥2=20.68"
AIDS is a form of genocide against Hispanics/Latifbs 1%2;’ 83;’ 2’843)4) 6.36 (1r.2f2’ 22.19) i‘if X2 = 26.65"
AIDS was created by the government to control the Hispanic/Latino popuiétion 517272((1065472206242)) 412 (1r'2f2’16'92) t(_a_f ¥ =11.08
Medical and PH institutions are trying to stop the spread of HIV in Hispanic/Latino commur ig% Eg?g g;g; 1.22 ((:.GSfS, 2.81) E?_f ¥2=3.07

"p<0.05,”p<0.01,” p<0.001

2 Significant difference between Black and White, p<0.05

b Significant difference between Latino and White, p<0.05
¢ Significant difference between Black and Hispanic, p<0.05



Table 7

Bivariate Associations between HIV/AIDS Conagy Beliefs and Gender

. . Men Women Test

HIV Conspiracy Beliefs OR (CI) reference  Statistic

Scale Scorayl (SD) 2.28 (0.60) 2.20(0.61) t=1.54

HIV medicines are saving lives in the Black/African American community 0.96 (0.64, 1.46) ref ¥2=0.03
A lot of information about AIDS is held back from the public 0.79 (0.54, 1.15) ref ¥2=1.58
HIV is a manmade virus 1.25 (0.86, 1.93) ref ¥2=1.58
There is a cure for AIDS, but it is being withheld from the poor 1.02 (0.70, 1.49) ref ¥2=0.02
Thegovernment is telling the truth about AIDS 0.93 (0.64, 1.35) ref ¥>=0.13
The medicine used to treat HIV causes people to get AIDS 1.15(0.42, 3.12) ref ¥2 = 0.07
HIV was created and spread by the CIA 2.12 (1.09, 4.12) ref ¥2=5.10
AIDS is a form ofgenocide against Blacks/African Americans 1.29 (0.81, 2.05) ref ¥=112
The medicine that doctors prescribe to treat HIV is poison 1.24 (0.57, 2.57) ref ¥ =0.33
AIDS was created by the government to control the Black population 1.56 (0.92, 2.63) ref ¥=274
Doctors put HIV into condoms 5.83 (0.68, 50.30 ref ¥ =3.52
People who take the new medicines for HIV are human guinea pigs for the government 0.92 (0.62, 1.36) ref ¥ =0.19
Medical and PH institutions are trying to stop the spread of HRlask/African American communities  1.12 (0.66, 1.93) ref ¥>=0.18
AIDS was produced in a government laboratory 0.62 (0.42, 0.90) ref ¥ =6.24
The medicines used to treat HIV are saving lives in the Hispanic/Latino community 0.87 (0.55, 1.39) ref ¥>=0.31
AIDS is a form of genocide against Hispanics/Latinos 1.11 (0.62, 2.01) ref ¥ =0.12
AIDS was created by the government to control the Hispanic/Latino population 1.51 (0.73, 3.12) ref ¥ =1.27
Medical and PH institutions are trying to stop fipeead of HIV in Hispanic/Latino communities 1.42 (0.76, 2.65) ref ¥ =1.21

*p<0.05, **p<0.01, **p<0.001
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everyday discrimination. Additionally, Latino men had 7ties the odds compared to
White men of reporting experiences of everyday discriming@6f6 Cl = 2.73, 20.46).
No significant differences were found by réténicityamong women. Thelosmer
Lemeshow goodness of fit taatlicated no evidence against model fit, so we are able to
assume that this model is adequately specifed(97)

Multivariable Regression Model: Associations withHDS.

We used two multivariable regression modelariderstandhe associatiorof
race and gender witiDS: a main effects only model and a rdnegender interaction
model. Findings from the linear regression main effects only moddD&were
significant (7, 371) = 6.94p<0.001) however, the rad®/-gender interaction effect
was not significant. Althougthe AndersofDarling test of normalityndicated no
evidence against normality of thiDS residuals (p=1.00) the Breusé&tagan/Cook
Weisberg test indicated concern for heteroscedasticity (px0.00

To address concerns of heteroscedasticity, the headtdgrimination variable
was log transformed. The Andersbrarling test of normalityndicated no evidence
against normality of the residuals (p=1.00) and the BreBsgan/CoolkNeisberg test
indicated no concern for heteroscedasticity (p=0.00) aftardnsformationThe results
for the main effects only model remained significant and unchamgéd371) = 6.94,
p<0.000) (Table 9). Again, no significant ralog-gender interactions were found so the
main-effects only model is presented. After contrajlifor demographic covariates,
Blacks and Latinos were significantly more likely than Whites (.28,p<0.01 andb =

0.39,p<0.001, respectively) to report healthcare discrimination. Additionally, participants
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Table 8

Results from Ordinal LogistiBegression Models: Factors Associated with Levels of
Perceived Everyday Discrimination

Coefficient (95% CI) Calculated Adjusted OR 95% CI)
Everyday Discrimination x 2 ( 9)™;R2=380 7 4

Age 0.02 ¢€0.06, 0.09)
Education 0.05 €0.05, 0.15)
Male -0.28 ¢0.95, 0.39)
Black 0.71 €0.04, 1.45)
Latino 0.25 ¢0.42, 0.92)
Child 0.35 ¢0.37, 1.07)
Work -0.03 ¢€0.57, 0.52)
Male*Black 3.21 (1.05, 5.36)
Male*Latino 1.76 (0.56, 2.96)
Interaction of Race and Gender
Males
Black v White 49.88 (6.47, 384.27)

Latino v White

Latino v Black
Females

Black v White

Latino v White

Latino v Black

7.47 (2.73, 20.46)
6.68 (0.78, 57.21)

2.02 (0.96, 4.27)
1.29 (0.66, 2.52)
1.58 (0.75, 3.29)

*p<0.05, **p<0.01, **p<0.001
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with atleast one childi{= 0.27,p<0.01) were also more likely to have experienced
healthcare discrimination.
Multivariable Regression Model: Associations with HCB.

We used two multivariable regression modelariderstandhe associatiorof
race and gender with HCB: a main effects only model and axagender interaction
model. Findings from the main effects only model on HCB were signifiégiit 442) =
9.49,p<0.001) and because the rdmegender interaction effect was not significamt
the multivariate linear regression, the results from the main effects only model are
presented (Table 9). The AnderdDarling test of normalityndicated no evidence
against normality of the residuals (p=0.97) and Bre'satpan/CookNeisberg test
indicated no evidence for heteroscedasticity (p=0.84).

After controlling for demographic covariates, Blacks and Latinos were
significantly more likely than Whitedb(E 0.41,p<0.001 and = 0.19,p<0.01,
respectively) to report conspiracy beliefs about HIV/AIDAdditionally, participants
with at least one childo(= 0.23,p<0.01) were also more likely to agree with conspiracy

beliefs about HIV/AIDS.



Table 9

Results from Multivariable Logistic and Linear Regression Models: Factors Associated
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with Perceived Healthcare Discrimination artdV/AIDS Conspiracy Beliefs

Coefficient (95% CI)

Healthcare Discrimination x 2 (7 )" R2 = 0.84.

Age
Education
Male
Black
Latino
Child
Work

0.97 (0.911.05)
1.03 (0.92, 1.14)
1.32 (0.82, 2.14)

1.44 (0.81, 2.58§"
2.37 (1.28, 4.38)

1.57 (0.78, 2.18)
0.65 (0.36, 1.17)

"p<0.05,"p<0.01,” p<0.001

Coefficient (Std. Error)

HIV/AIDS Conspiracy Beliefs

F(7,442)=9.48";R2=0.13

Age -0.00 (0.01)
Education -0.02 (0.01)
Male 0.07 (0.05)
Black 0.41 (0.07y
Latino 0.19 (0.07y
Child 0.23 (0.07)
Work 0.07 (0.06)

"p<0.05," p<0.01,” p<0.001
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Results for Aim 2

Descriptive Statistics

Demographis. Overall, the sample was equally represented by race/ethnicity
(Black 33%, Latino 36%, and White 31%) and gender (men 47% and women 53%)
(Table 10). Additionally, the majority did not have children (80%). Significant
differences in demograplsavere found by race/ethnicity and gender. Specifically,
Whites were significantly older than both Blacks and Latios (1.05,p<0.001).
Nearlyonethird of Blacks (29%) reported having children, and only 19% of Latinos and
11% of Whites had childrep<€0.01).

Additionally, significant differences in sexual behavior and testing were found by
race/ethnicity and gender. Specifically, Latinos had significantly fewer lifetime sexual
partners than both Blacks and Whit€s<5.75, p<0.001). Additionally, memad
significantly more lifetime sexual partners compared to worher3(58, p<0.001).

Fewer Latinos (71%) reported ever receiving an HIV/AIDS test versus 81% of Blacks
and 85% of Whites. Additionally, fewer men (36%) reported being tested for STIs in the
last four months compared to women (53%).

Bivariate Associations.

Condom use at baseline and number of lifetime sexual partners were the only
variables significantly associated with condom use at Time 2 for the overall sample (OR=
3.57; Cl =2.09, 6.2, p<0.001 and OR&.99;CI =(0.97, 1.00)p<0.05, respectively)

(Table 11). Analyses run separately by race/ethnicity indicated that condom use at

baseline was significantly associated with condom use at Time 2 for all groups,



Table 10

Descriptive Inbrmation: Demographic, Partne®pecific Individual FactorsDiscrimination and HIV Conspiracy Beligly Race and by Gender

Demographic Characteristics Overall Black Latino White Test Men Women Test
(n=302) (n=98) (n=110) (n=94) Statistic (n=142) (n=160) Statistic
Age, M (SD)@° 23.26 (3.80) | 22.61(4.00) 22.56(3.51) 24.73(3.52) F=11.05" 23.36 (3.91) 23.16 (3.70) t=0.45
Education
High School or less 23.84% 26.53% 24.55% 20.21% ¥2 =6.65 28.87% 19.38% ¥ =4.64
Some College 48.68% 51.02% 51.82% 42.55% 47.89% 49.38%
College and beyond 27.48% 22.45% 23.64% 37.23% 23.24% 31.25%
Race/Ethnicity ---
Non-Hispanic Black 32.45% 35.21% 30.00% ¥2=0.94
Hispanic/Latino 36.42% 35.21% 37.50%
Non-HispanicWhite 31.13% 29.58% 32.50%
Gender
Male 47.02% 51.02% 45.45% 44.68% ¥ =0.94
Female 52.98% 48.98% 54.55% 55.32%
Have Children
Yes 19.60% 28.57% 19.27% 10.64% ¥2=9.80" 19.86 19.38% ¥ =0.01
No 80.40% 71.43% 80.73% 89.36% 80.14 80.62%
Age at First Sex,M (SD) 16.02 (2.53) | 15.54 (2.53) 16.16 (2.44) 16.34 (2.59) F=272 15.62 (2.46) 16.37 (2.55) t=-2.59
Lifetime Sexual Partners,M (SD)® 17.25 (22.49)| 19.56 (25.17) 11.56 (14.25) 21.39(25.92) F=5.75 22.06 (26.03) 12.94(17.75) t=3.58"
Condom Use at baselirfe 0.37 (0.38) 0.44 (0.41) 0.31 (0.35) 0.35 (0.38) F=3.21 0.41 (0.40) 0.33 (0.36) t=1.77
Condom Use at time 2 0.23 (0.35) 0.28 (0.37) 0.22 (0.32) 0.21 (0.36) F =0.54 0.23 (0.35) 0.24(0.35) t=-0.08
Ever Seen Health Care Provider 86.09% 80.61% 87.27% 90.43% ¥2 = 4.06 76.06% 95.00% ¥2 = 22.55"
Tested for a STI during the past four months
Yes 44.56% 47.42% 40.57% 46.15% ¥ =111 36.43% 51.95% ¥=7.15"
No 55.44% 52.58% 59.43% 53.85% 63.57% 48.05%
Tested for HIV/AIDS ever
Yes 78.57 81.44% 70.75% 84.62% ¥ =6.30 75.00% 81.82% ¥ =2.03
No 21.43 18.56% 29.25% 15.38% 25.00% 18.18%
Partner-Specific Individual Factors, M (SD)
Invulnerability toSTI/HIV Scale 2.93 (1.94) 2.93 (2.02) 2.69 (2.05) 3.24 (1.70) F=2.03 2.88 (2.09) 2.99 (1.80) t=-0.49
Decision Making Scale 4.07 (0.78) 4.00 (0.87) 4.06 (0.73) 4.15 (0.74) F=0.95 3.95 (0.83) 4.18 (0.72) t=-2.54
Condom Use SelEfficacy Scalé 2.93 (0.67) 3.06 (0.71) 2.76 (0.68) 3.00 (0.58 F=594 3.00 (0.64) 2.88 (0.70) t=1.54
Discrimination and HIV Conspiracy Beliefs
Everyday Discrimination
No exposure 6.62% 5.10% 3.64% 11.70% 4.23% 8.75%
Some exposure 14.90% 7.14% 12.73% 25.53% ¥2=21.32" 10.56% 18.75% ¥>=7.26
High exposure 78.48% 87.76% 83.64% 62.77% 85.21% 72.50%
Health Care Discrimination Scale M (SD¥° 0.75 (0.69) 0.80 (0.71) 0.93 (0.74) 0.50 (0.51) F= 96T 0.76 (0.69) 0.75 (0.69) t=0.13
HIV/ AIDS Conspiracy BeliefsM (SD)ab 2.25 (0.62) 2.49 (0.60) 2.24 (0.66) 2.03 (0.52) F=13.93" 2.32 (0.60) 2.19 (0.64) t=1.98

"p<0.05,"p<0.01,™ p<0.001
2 Significant difference between Black and White, p<0.05

b Significant difference between Latino and White, p<0.05

¢Significant difference between Black and Latino, p<0.05



51

(Blacks: OR=4.6Q Cl =1.42, 14.91p<0.05, Latinos: OR=2.27. Cl = 1.02, 5.03
p<0.05, and Whites: OR36.4%, Cl = 2.31,17.83 p<0.001).AmongLatincs only,
having a high school education (OR=26 CI = 0.08, 0.83p<0.05) and having children
(OR=0.33 CI =0.11, 0.97p<0.05)weresignificantly associated wittbondom use at
Time 2.

Similarly by gendercondom use at baseline was significant for both men (OR=
3.25 Cl =1.44, 7.33p<0.01) and women (OR3.93 CI = 1.92, 8.07p<0.001)(Table
12). Among womeronly, some exposure to everyday discrimination (G50 Cl =
1.26, 23.94p<0.05) and condom use selfficacy (OR=1.88 Cl = 1.14, 3.10p<0.05)
weresignificantly associated with condom use at Time 2.

Logistic Regression Model: Predicting Condom Use at Time 2.

We ran anultivariablelogistic regression model to predict condose at Time 2
(Table 13).We began by investigating potential icollinearity between EODKIDS,
and HCB and found the correlations to be weak to modekiteugh he overall model
was significant {2 (19) = 38.43p<0.01);neitherEOD, HDS, nor HCB sgnificantly
predicted condom use at TimeCompared to thosehodid not usecondoms at
baselingpeople whaised condoms at baselihad 4.37imesthe odds of using condoms
at Time 2 (95% CI=0.71, 2.30).

As a followrup to these findings, we ran thmultivariablelogistic model
separatelyor each race/ethnicity and gender. For race/ethnicity groups, the multivariate
logistic model was only significant for Whitegd (17) = 40.15p<0.01) Table 14).

Similar to the overall modedfter controlling fo covariatesneithereOD, HDS, nor



Table 11

Bivariate Associations Between Condom Us€iate 2: Demographics, Partnépecific Individual FactorsDiscrimination and

HIV Conspiracy Belief®©verall Sample and by Race

Overall
(n=302)

(OR, CI)

Black
(n=98)

(OR, CI)

Latino
(n=110)

(OR, CI)

White
(n=94)

(OR, CI)

Age, M (SD)

0.98 (0.92, 1.04)

0.97(0.88, 1.08

0.92 (0.82, 1.03)

1.05 (0.94, 1.18)

Education
High School or less
Some College
College and beyond

0.50 (0.26, 0.95)
0.80 (0.47, 1.37)

0.44 (0.13, 1.45)
1.00 (0.37, 2.73)

0.26 (0.08, 0.82)*
0.66 (0.26, 1.68)

3.90 (1.22, 12.43)*

1.18(0.39, 3.60)
0.71 (0.28, 1.77)

Race/Ethnicity
NonHispanic Black
Hispanic/Latino
NonHispanic White

0.97 (0.55, 1.71)
0.95 (0.55, 1.66)

Gender
Male
Female

0.95 (0.60, 1.50)

1.10 (0.49, 2.43)

1.29 (0.61, 2.75)

0.57 (0.25, 1.30)

Have Children
Yes
No

0.81 (0.45, 1.44)

1.09 (0.45, 2.63)

0.33(0.11, 0.97)*

1.91 (0.50, 7.25)

Age at first time you had vaginal or anal sex

1.09 (0.99, 1.19)

1.04 (0.88, 1.21)

1.19 (1.00, 1.42)

1.06 (0.90, 1.24)

Number of sexual partners you had in life

0.99 (0.97, 1.00)

0.98 (0.96, 1.00)

0.97 (0.94, 1.01)

0.99 (0.98, 1.01)

Condom Use athaseline

357 (2.09, 612

4.60 (1.42, 14.91)*

2.27 (1.02, 5.03)*

6.41 (2.31, 17.83)***

Tested for a STI during the past four months

Yes
No

1.25 (0.79, 1.99)

1.31 (0.59, 2.92)

0.82 (0.37, 1.80)

1.89 (0.82, 4.38)

Tested forHIV/AIDS ever
Yes
No

0.81 (0.46, 1.42)

0.43 (0.15, 1.24)

0.86 (0.37, 1.99)

1.50 (0.46, 4.89)

Everyday Discrimination- level of exposure

No exposure
Some exposure
High exposure

2.23 (0.73, 6.85)
1.95 (0.73, 5.26)

5.33 (0.38, 75.78) 4.00 (0.3348.66)

3.32 (0.36, 30.93) 2.31 (0.23, 23.03)

1.25 (0.29, 5.45)
1.69 (0.44, 6.40)

Health Care Discrimination Scale

0.94 (0.66, 1.35)

0.99 (0.53, 1.85)

0.87 (0.50, 1.52)

1.19 (0.51, 2.78)

HIV/AIDS Conspiracy Beliefs

0.90(0.63, 1.30)

0.83 (0.42, 1.61)

0.93 (0.53, 1.66)

0.93 (0.43, 2.05)

Invulnerability from STI/HIV Scale

0.96 (0.86, 1.08)

0.85 (0.69, 1.05)

0.74 (0.77, 1.11)

1.23 (0.96, 1.57)

Decision Making Scale

1.02 (0.76, 1.37)

1.15 (0.72, 1.84)

1.00 (0.59, 1.70)

0.88 (0.50, 1.54)

Condom Use Self Efficacy Scale

1.41 (0.99, 2.02)

1.29 (0.72, 2.32)

1.23 (0.70, 2.20)

2.06 (0.97, 4.39)

" p<0.05,”p<0.01™ p<0.001
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Table 12

Bivariate Associatios BetweerCondom Use afime 2 Demographic, PartneBpecific Individual Factors

Discrimination and HIV Conspiracy Belie®verall Sample and by Gender

Overall
(n=302)
(OR, CI)

Men
(n=142)
(OR, CI)

Women
(n=160)
(OR, CI)

Age, M (SD)

0.98 (0.92, 1.04)

0.98 (0.90, 1.07)

0.98 (0.90, 1.07)

Education

High School or less
Some College
College and beyond

0.50 (0.26, 0.95)
0.80 (0.47, 1.37)

0.35 (0.13, 0.91)
1.00 (0.43, 2.29)

0.76 (0.31, 1.87)
0.66 (0.33, 1.35)

Race/Ethnicity
Non-Hispanic Black
Hispanic/Latino
Non-Hispanic White

0.97 (0.55, 1.71)
0.95 (0.55, 1.66)

1.38 (0.60, 3.19)
1.50 (0.65, 3.45)

0.72(0.33, 1.58)
0.66 (0.31, 1.40)

Gender
Male
Female

0.95 (0.60, 1.50)

Have Children
Yes
No

0.81 (0.45, 1.44)

1.13 (0.49, 2.60)

0.59 (0.26, 1.34)

Age at first time you had vaginal or anal sex

1.09 (0.99, 1.19)

1.11 (0.96, 1.28)

1.07 (0.94, 1.21)

Number of sexual partners you had in life

0.99 (0.97, 1.00)

0.99 (0.98, 1.00)

0.98 (096, 1.00)

Condom Use at baseline

357 (2.09, 612)"

3.25 (1.44, 7.33)

3.93 (1.92, 8.07Y

Tested for a STI during the past four months
Yes
No

1.25 (0.79, 1.99)

1.42 (0.71, 2.83)

1.13 (0.60, 2.15)

Tested for HIV/AIDS ever
Yes
No

0.81 (0.46, 1.42)

0.66 (0.30, 1.41)

1.03 (0.45, 2.36)

Everyday Discrimination- level of exposure
No exposure

Some exposure

High exposure

2.23 (0.73, 6.85)
1.95 (0.73, 5.26)

0.36 (0.05, 2.60)
0.86 (0.17, 4.44)

5.50 (1.26, 23.94)
2.98 (0.79, 11.24)

Health Care Discrimination Scale

0.94 (0.66, 1.35)

1.25(0.71, 2.18)

0.77 (0.48, 1.24)

HIV/AIDS C onspiracy Beliefs

0.90 (0.63, 1.30)

1.20 (0.69, 2.10)

0.72 (0.44, 1.19)

Invulnerability from STI/HIV Scale

0.96 (0.86, 1.08)

1.06 (0.90, 1.24)

0.86 (0.72, 1.02)

Decision Making Scale

1.02 (0.76, 1.37)

0.97 (0.65, 1.45)

1.09 (0.70, 1.70)

Condom Use Self Efficacy Scale

1.41 (0.99, 2.02)

1.01 (0.60, 1.71)

1.88 (1.14, 3.10)

"p<0.05," p<0.01™ p<0.001
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FactorsAssociated with Condom UseEine 2 ina Multivariable LogisticRegression

Variables

OR (CI)

RaceEthnicity

Male
Age

Non-Hispanic Black

Hispanic/Latino

Non-Hispanic White

Education

High School or less

Some College

College and beyond

Have Children
Age at First Sex
Lifetime Sexual Partners

Condom Use at baseline

Tested for a STI during the past four mont
Tested for HIV/AIDS ever

Invulnerability to STI/HIV Scale

Decision Making Scale

Condom Use Self Efficacy Scale

Everyday Discrimination

Health Care Discrimination Scale
HIV/AIDS Conspiracy Beliefs

No exposure
Some exposure
High exposure

0.81 (0.38, 1.75)
0.77 (0.38, 1.58)
0.99 (0.54, 1.80)
1.03 (0.94, 1.14)

0.54 (0.21, 1.37)
0.89 (0.44, 1.82)

0.81 (0.37, 1.79)
1.04 (0.91, 1.19)
0.99 (0.97, 1.01)

4.37(2.25, 8.51)

1.28 (0.71, 2.30)
1.04 (0.43, 2.51)
0.97 (0.83, 1.14)
0.77 (0.50, 1.17)
1.23(0.75, 2.03)

3.03 (0.78, 11.80)
2.36 (0.66, 8.45)
1.02 (0.63, 1.65)
1.14 (0.70, 1.83)

X2 (19) = 38.43* R=0.11
" p<0.05,"p<0.01 " p<0.001
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HCB significantly predicted condom use at Timardong WhitesCompared to Whites
whodid not use condoms at baseline, Whites who used condoms at béQ&ir£5.13;
95% ClI=4.19, 294.44yyho were older at age of first SE@R=1.66; 95% CIl= 1.04,
2.63), had a higher perceived risk for STI/HIV (OR=1.66; 95% CI=1.01, 2.75), had less
perceived sexual decision making (OR=0.27; 95% CIl= 0.08, ,(a8d)higher condom
use self efficacy (OR=4.69; 95% CI=1.25, 17.68) significarly greater oddef using
condoms at Time 2.lleHosmerLemeshow goodness of fit taatlicated no evidence
against model fitf=0.25)

Additionally, the multivariablelogistic model for gender was only significant for
women §2 (18) = 29.63, p<0.0x)rable15). After controlling for covariates, neither
HDS nor HCB significantly predicted condom use at Timél@wever, womenvho had
some exposure to EOD (OR=6.40; 95% CI= 1.06, 3&d)significantly greater odaxs
using condoms at Time 2lso, compared tavomen who did not use condoms at
baseline, women who used condoms at bas@ie=3.90; 95% Cl= 1.59, 9.59)sohad
significantly greater oddsf using condoms at Time 2h&@ HosmerLemeshow goodness

of fit testindicated no evidence against model pit@.25)
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FactorsAssociated with Condom UseHime 2 inLogisticRegressionsSeparately by Race

Variables Black?! Latino? White3
ClI (OR) ClI (OR) CI (OR)
Male 2.25 (0.60, 8.48) 1.15 (0.31, 4.30)  0.53 (0.13, 2.24)
Age 1.04(0.87, 1.24) 0.86 (0.67,1.10)  1.26 (1.00, 1.59)
Education

High School or less

Some College

College and beyond
Have Children
Age at First Sex
Lifetime Sexual Partners
Condom Use at baseline
Tested for a STI during the past four months
Tested for HIV/AIDS ever
Invulnerability to STI/HIVScale
Decision Making Scale
Condom Use Self Efficacy Scale
Everyday Discrimination

No exposure

Some exposure

High exposure
Health Care Discrimination Scale
HIV/AIDS Conspiracy Beliefs

0.26 (0.04, 1.89)
0.91 (0.21, 4.06)
0.92 (0.24, 3.52)
0.90 (0.67, 1.20)
0.98 (0.95, 1.01)
6.19 (1.17, 32.95)
1.57 (0.44, 5.62)
0.80 (0.12, 5.23)
0.78 (0.55, 1.10)
1.29 (0.58, 2.86)
0.71 (0.28, 1.78)

2.13 (0.06, 80.28)
1.90 (0.10, 36.56
0.89( 0.37, 2.16)
1.05 (0.39, 2.83)

0.05 (0.01, 0.38)
0.25 (0.06, 1.09)
0.52 (0.09, 3.05)
1.13 (0.85, 1.51)
0.98 (0.93, 1.04)

6.19 (0.66, 58.34)
1.14 (0.25, 5.21)
4.84 (0.43, 54.83)
1.66 (1.04, 2.63)
0.99 (0.96, 1.02)

7.29 (1.82, 29.21) 35.13 (4.19, 294.44)

0.44 (0.13, 1.53)
1.83 (0.35, 9.73)
0.90 (0.69, 1.16)
0.67 (0.29, 1.53)
0.96 (0.33, 2.80)

4.31(0.78, 23.71)
0.75 (0.33. 1.67)
1.04 (0.46, 2.43)
1.84 (0.80, 4.25)

2.60 (0.59, 11.57)
6.80 (0.47, 98.31)
1.66 (1.01, 2.75)
0.27 (0.08, 0.86)
4.69 (1.25, 17.58)

1.31 (0.16, 10.62)
4.81 (0.57, 40.76)
0.60 (0.12, 3.14)
0.69 (0.19, 2.51)

2 (17) = 17.78; R=0.17
2y2 (16) = 25.56; R= 0.22
3%2 (17) = 40.15; R = 0.36
" p<0.05,"p<0.01, ™ p<0.001



Table 15

FactorsAssociated with Condom UseHine 2 inMultivariable Logistic

Regressionseparately byGender

Variables

Men
Cl (OR)

Women
Cl (OR)

Race/Ethnicity
Non-Hispanic Black
Hispanic/Latino
Non-Hispanic White
Age
Education
High School or less
Some College
College and beyond
Have Children
Age at First Sex
Lifetime Sexual Partners
Condom Use at baseline
Tested for a STI during the past four months
Tested for HIV/AIDS ever
Invulnerability to STI/HIV Scale
Decision Making Scale
Condom Use Self Efficacy Scale
Everyday Discrimination
No exposure
Some exposure
High exposure
Health Care Discrimination Scale
HIV/AIDS Conspiracy Beliefs

0.83 (0.20, 3.42)
0.93 (0.23, 3.71)

1.07 (0.90, 1.28)

0.44 (0.09, 2.04)
0.91 (0.26, 3.22)

0.66 (0.172.61)

1.14 (0.88, 1.48)
1.00 (0.98, 1.02)
8.98 (2.28, 35.45)
1.97(0.72, 5.41)
0.60 (0.13, 2.70)
1.13 (0.88, 1.45)
0.89 (0.44, 1.79)
0.74 (0.30, 1.81)

0.68 (0.04, 10.69'
0.75 (0.06, 9.12)
1.07 (0.48, 2.40)
2.38 (0.89, 6.33)

0.53 (0.18, 1.56)
0.69(0.26, 1.81)

1.05 (0.91, 1.21)

0.80 (0.21, 3.10)
0.87 (0.33, 2.29)

1.08 (0.34, 3.48)
0.96 (0.80, 1.15)
0.98 (0.94, 1.01)
3.90 (1.59, 9.59)
1.00 (0.45, 2.24)
1.25 (0.37, 4.21)
0.82 (0.65, 1.04)
0.63 (0.35, 1.16)
1.70 (0.84, 3.43)

6.40 (1.06, 38.49)
5.15 (0.94, 28.34)
0.87 (0.451.68)

0.88 (0.48, 1.66)

1%2 (18) = 27.18; R= 0.19
2y2 (18) = 29.63 R = 0.15
*p<0.05,"p<0.01 ™ p<0.001
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CHAPTER 5: DISCUSSION

Summary of Findings

Although discrimination and its relationship to mental and physical health have
been investigated, to date, research exploring the relationship between perceived
discrimination and endorsement of HIV/AIDS conspiracy beliefs and safer sex health
behavior idimited and warrants more-tlepth investigationdJsing a prospective study
design we investigated whether the relationship betwgpariences of everyday
discrimination (EOD), perceived healthcare discriminatldb$), and HIV/AIDS
conspiracy beliefsHCB) and condom use differed f@drhites, Blacks and Latinos and by
genderThis is also the first study, to our knowledge, to investigate the association
between sociaemographic factors arakperience of discrimination, perceived
healthcare discriminatig and HIV/AIDS conspiracy beliefs and how the associations
differ for Whites, Blacks and Latinos, and by gender.

This study adds to the literature and advances our understanding of how
perceptions of discrimination and HIV/AIDS conspiracy beliefs diffgrace/ethnicity
and gender and how these perceptions and endorsement are associated with sexual health
behaviors (i.e., condom use) among heterosexual young adults. In this study, we found
that although all racial groups experienced at least some Iedisicoimination and
endorsed some HIV/AIDS conspiracy beliefs, the situations in which people felt
discriminated against, the frequency with which they reported feeling discrimination, and
endorsed conspiradeliefitems varied by both race/ethnicity agender.

More specifically, we found that Blacks and Latinos reported more experiences of

everyday and healthcare discrimination in almost all forms and endorsed more
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HIV/AIDS conspiracy beliefs than Whites. Additionally, we found that Black and Latino
men reported stronger feelings of everyday discrimination than their female counterparts.
Also, more reports of experiences of healthcare discrimination and endorsement of
HIV/AIDS conspiracy beliefsvere found foBlacks, Latinos, and participants with
children compared to their counterparts

However, everyday discrimination, healthcare discrimination, and endorsement of
HIV/AIDS conspiracy beliefs, did not predict future condom use among a sample of
Blacks, Latinos, Whites. We did find, however, that among womgmsure to everyday
discriminationdid predict future condom usd-inally, we found thgbast condom use
predicted @iture condom us#or all racial and both gender groups.
Perceived Everyday and Healthcare Discrimination

Race/ethnicity has been identified as the most common cause of experiences of
everyday discrimination (TaylpMiller, Mouzon, Keith, & Chatter2018). Our measures
of everyday discrimination asked participants about their perceived discriminatory
experiences while interacting in different social and institutional settiigdound that
Blackand Latino meperceived discrimination while seekiegnployment, housing,
service at a store or restaurant; in any public setting; and when interacting with judiciary,
banking, academjand healthcare systems. Additionally, when taking all situations of
discrimination into account, among men only, Blacks batino men were more likely to
report greater levels of everyday discrimination overall than White men.

A Pew Research Center surveyaafiational sample of adultsund comparable
results(Parker Horowitz, & Mahl,2016).About 84% of Blacks in thegample indicated

that blacks in US are treated less fairly than whites. Three quarters (75%) of Black
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Americans report being treated less fairly than whites in courts, 66% when applying for a
loan or mortgage, 64% in the workplace, 49% in stores or restigweind 43% when

voting in elections. Although comparable statistics were not available for Latinos,

recent survey did find that approximately half of Latinos in the U.S. reported having
experienced discrimination or having been treated unfairly becdulseir race or

ethnicity (Krogstad & Lopez, 2016)

When receiving healthcare, both Latinos and Blacks in this study reported being
treated with less courtesy, less respect, and receiving poorer service because of their race
or ethnicity, as well as, &ing a provider acted as if they were not smart or as if they
were afraid of thether®r evi ous research on provider’s |
perceptions and/or discriminatory practices has found that poowi&ers do perceive
Blacks and Latinos dsssintelligent, less able to adhere to treatment recommendations,
and more likely to engage in risky health behaviors (Mayo, Sherrill, Sundareswaran &
Crew, 2007Ratanawongsa, Haywood, Bediako, Lattimer, Lanzkron, Hill, et al., 2009;
van Ryn & Burke, 2000). This body of literature suggests that the discriminatory
perceptions of Blacks and Latinos in this sample may accurately reflect their experiences
in how providers approached, interacted, appeared to value, and treated theneas$ a pat
(Hall, Chapman, Lee, Marino, Thomas, et al., 2018).

A recent investigation of provider perceptions of clients indicated that providers
perceive Latinos and Blacks differently. Specifically, Blacks were more often perceived
by providers as secofulass citizens and more likely to commit a crime whereas Latinos
were perceived as immigrants whose cultural practices were different and for whom

English is a second language (ForBank & Jenson, 2015). Theassumptions have
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been found tanfluence provi@r patient interactions and treatment recommendations
(D" Anna, Hansen, Mul | Canjur a, Lee & Sums
Long, Raymond, et al., 2007; Sabin, Rivara, & Greenwald, 2008).

Experiences of discrimination have been associatedloviter quality of health
care, failure to take medical advice, avoidance of recommended testing and screenings,
and broad underutilization of health care services (LaVeist, Isaac, & Williams, 2009;
James, 201 AVeechMaldonado, Hall, Bryant, Jenkins, & Hilt, 2012). In addition to
lower quality of health care, greater perceived discrimination and medical mistrust are
also significantly associated with lower satisfaction with the health care received
(AbraideLanza, Céspedes, Daya, Florez, & White, 201hdzCevallos, Harvey, &

Warren, 2014; Morales, Cunningham, Brown, Liu, & Hays, 1999).

Sorkin, NgeMetzger, & De Alba (2010) suggested that pinevider patient
interactions i selfperpetuating cycle where people of color experience discrimination,
reactto it through lower adherence to treatment recommendations, and are subsequently
perceived by the provider as unable or not smart enough to adhere to treatment
recommendationdore research is needed to understand the nature of provider
perceptionspatient perception of discrimination, ahdw patientprovider interactions,
especially those of discriminatory nature, affect subsequent health behaviors and
outcomegVines, Ward, Cordoba, & Black, 2018in, Paradies, Ben, Denson, Elias,
al,, 2015).

Even though our results indicated that Blacks, Latinos and men were more likely
to perceive discrimination in everyday circumstances as well as in the healthcare setting,

these experiences of discrimination did not predict future condom use. These findings
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conflict with previous studies that found tltscrimination was associated with attitudes
toward condoms, lack of intent to use condoms, and engaging in unprotectBaddex (
al., 2003; Bogart, et al., 200Bpwleg, et al, 2013, Rosenthal, et al.12pD
It is noteworthy, however, that access and use of condoms is not explicitly
dependent on access to health care and prepatént interactions. In contrast, access to
and use of effective contraceptive methods are prodidpendent. Although this
consideration might help explain why condom use was not associated with health care
discrimination, Grollman (2017) also reported finding no evidence of a relationship
between multiple forms of perceived interpersonal discrimination and contraceptive use
among a sample of Black, Latino, and White heterosexual young adt2ts yiéar olds.
Grollman concluded that the reason for this finding might be that his sample, like
ours, excluded those who were having sexHeffirst-time. He further noted that cres
sectional investigations that included those who were having séxeffarst-time found
a negative effect for discrimination on condom and contraceptive use. This finding may
indicate that experiences of discrimination have a greater effect on fustl se
experiences among younger teens but less so as a person becomes more sexually
experienced and enters adulthood. During young adultbthaat factors may play a
larger role in contraceptive and condom choice andrmeexample, because decisions
relaed to pregnancy and disease prevention are often made by young adults in the
context of a specific relationship, a growing body of research has found that consistent
condom use has been associated with sexual partners and relational variables (Katz,
Fortenberry, Zimet, Blythe, & Orr, 2000; Manning, Giordano, Longmore, & Flanigan,

2012 Harvey, Washburn, Oakley, Warren, & Sanchez, 2biE8yey, Oakley,
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Washburn, & Agnew, (2018lt is also well established that condoms are used primarily
in casual relatiortsps or with new partners and use declines in relationships over time
(Manlove, Weltj Barry, PetersonSchelaret al., 2011)It may be theheterogeneity in
the qualities of sexual partnerships and corresponding motives for condom use (Harvey,
et al.,2018) moderated the relationship between discrimination and condom use for our
young adult sample.

Despite our findings th&lack and Latino men reported stronger feelings of
everyday discrimination than their female counterparts, we found that for wiorttes
study exposedacebased everyday discrimination was predictive of future condom use.
A growing body of literature has begun to focus on factors that influence coping and
response to perceived discriminatidror example, mong Blacks and Latinosthnic
racial socialization has been shown to moderate the association between discrimination
and coping (Caughy, Nettles, & Lima, 2011), geljulation (Smetana, 2000), positive
adjustment (Brown, Linver, Evans, & DeGennaro, 2009) and promotion otethni
identify and seHesteem among women (Burt & Simons, 2015). One study found that
among young black women, in particular, ethnic identisassociated with boteelf-
efficacy and engaging in HNgreventive behavior (Corneille & Belgrave, 200[T)is
plausible that for women the association between everyday discrimination could have
been moderated by raciathnic socialization and led to an increase in condom use, an
adaptive respons€éuture research should consider how individiiierences, such as
ethnic identity, styles of coping with discrimination, and the influence of different
relationships on the association between exposure to discrimination and health behaviors.

HIV/AIDS Conspiracy Beliefs
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Theoristsargue thatace based discrimination exists in the foundation of
American society (through slavery) and has, overtime, become reinforced and even more
deeply entrenched in our many institutigrgagin, 1991)Institutionally basedace
discriminatory practices hatbwarted people of color in areas like housing, education,
employment, healthcare, and criminal jus{iBailey, Krieger, Agenor, Graves, Linos, &
Bassett, 2017) reflecting perceptions reported by the present sample. Blacks and Latinos
have both current anhistoric personal experiences with discrimination that have made
them more cautions and slow to trust our public institutions (Larson & Heyman, 2010).
These authors stated that *“trust relations
the social famework in which health interventiorsand positive health outcomesan
t hr i ve” Indiviuals Bk&hiravy an their experiences of oppression dadcribe
members of the dominant culture as motivated by negative Wyttt et, al., 2013
HIV/AIDS conspiracy theory beliefs find their basishistlongstanding history of racial
discrimination and disparity in therited Stateshealth care systefGrahamGiordano,
et al.,2010;Ross, Essien, & Torres, 2006).

The expression of this effect is reflected in the reports fronbatimo and Black
participantsBlacks and Latinos endorsed more HIV/AIDS conspiracy beliefs compared
to Whites. Specifically, Blacks and Latinos endorsed that AIDS is a form of genocide
aganst Blacks/African Americans and Hispanic/Latinos, that HIV is a manmade virus,
there is a cure for AIDS but it is being withheld from the poor Blacks, and that AIDS was
created by the government to control the Black and Hispanic/Latino populations. These
findings replicate previous research (Ball, et al., 2013, Bogart, et al., 2005 Bogart, et al.,

2006; Bogart, et al., 2010; Bogart, et al., 2011) indicating that misinformation about HIV
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research and treatment continues to exist. These findings demoasiesd for a better
understanding of the sources of beliefs and Rablic Health professionalcan better
inform the public about the successes across racial groups affected by HIV and HIV
treatments.

Despite these findings, endorsement of conspiratigfbelid not influence
condom useOur findings do not support previous studies that have found associations
between HCB and inconsistent condom (Bied, et al., 2003; Bogatrt, et al., 2005),
increased condom use (Ross et al., 2006) or decreased usensqi@&bgart, et. al, 2011).

Perceived mcrimination andHIV/AIDS conspiracy beliefs may be too distal and
do not directly influence behaviofo understand the dynamic relationship between
discrimination andHIV/AIDS conspiracy beliefs on sexuagalth behavior requires
consideration of competing influences (Bandura, 20B2fure research should consider
the contribution of more proximal measuresotial determinants of health (e.g., social
services, housing quality, neighborhood segregatamyvell as, as additional individual
factors (e.g.racialethnic socialization, measures of wiedling, stress, a broader range of
sexual behaviors and attitudes) as a way to elucidate the nature of this association. An
alternative explanation for thesedings might be that the HCB scale did not include
items that address preventative behaviors like condonfFusigre research investigating
the impact of discrimination andIV/AIDS conspiracy beliefs on health behaviors may
require a greater understangliof the constellation of risk and protective factors available
to a person (Assari, 2018) and how they work to help/hinder sexual health behavior.

Limitations and Strengths
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This study is not without limitations. For example, all measures used in the
present study were based selfreport. This raises concern about recall bias

A related limitation is the acknowledgement that-sefforts of perceived
discrimination may not reflect actual experience of discrimination. Grollman (2017)
argues that selfeports do reflect actual experiences,aather than abandoning them
suggestsvhen collecing selfreport datanvestigators focus on measuring discrimination
in a specific settings (e.g., criminal justice, healthcare).

This study also used seconddita, which limited the measures availability for
these analyses. For example, the variable of race/ethnicity was measured as a single
construct. It has been suggested,thatauseace and ethnicity tap into different
constructs (BonilleSilva, 2004) thg should be measured separately. The construct of
race is defined as the socially constructed and imposed category of a person based on
their visible attributes like skin color (e.g., Black or White). On the other hand, ethnicity
is defined as the kinshigulture, and having a shared history with a particular group,
which can, and does, differentially exists within the same race as well as across racial
groups (Valdex & GolasBoza, 2017). For example, many ethnicities could exist among
Black people (Afrtan American, Jamaican American, Cuban American) and multiple
races could all identify with the same ethnicity (Black Hispanics, White Hispanics). Our
single construct of race/ethnicity made it impossible to explore further intricacies
between race and eticity and the resulting associations with discriminatléh//AIDS
conspiracybeliefs, and condom use.

In addition, the inclusion criteria for this study and the location of study

recruitment make our conclusions less generalizable. For exgraptiejpants had to
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identify as Black, Latino, or White only. This requirement slightly reduced our sample
size, because we did not include those with multiple races or those who identified as a
race/ethnicity other than Black, Latino, or White. The educatior & employment

status in our sample were fairly homogeneous and may not be representative of other
metropolitan or rural areas. Additionally, this study was conducted in the greater Los
Angeles area and may not reflect the perceptions of other large agbters or people in
smaller metropolitan and rural areas. Future studies may consider replicating this study
using a more diverse sample and different settings.

Despite these limitations, our sample was unique in its representation of
comparable numbsrof young adult men and women, as well as, approximately equal
numbers of participants identifying as Black, Latino, or White. This study assessed
multiple perspectives of racial/ethnic discrimination &id/AIDS conspiracy beliefs in
an effort to targethe variations of experiences and beliefs that could contribute to
perceptions of discrimination. Additionally, the longitudinal nature of the data in this
study allowed us to examine how experiences of discriminatioH&HAIDS
conspiracy beliefpredicted condonuse at a subsequent study time point while adjusting
for a number of variables known to be associated with condom use as well as risk factors
for HIV/STI.

Implications

The goal of this study was to understand how perceptions of discrimination and
endorsement of HIV/AIDS conspiracy beliefdfer by race and gender and determine
whether they these constructs predicted condomTimepresent study contributes to a

large ody of literature by providing insight into how racial/ethnic group perceptions of
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EOD, HCB, and HBC vary by race and gender. Although previous research found
associations between perceptions of EOD, HCB, HBC and condom use the present study
did not suppd these findings.

Moving forward, it is important that reseaech policymakers, and practitioners
continue to examine the losityed legacy of racéased discrimination when
investigating disparities in health behavior and outcomes. These investigations will need
to acknowledge the interplay between individuals antesys (e.g., education,
healthcare, public safety and crime prevention, the banking industry), and understand
how racial discrimination alters the pathways for people of color that lead to health
disparities (Krieger, 2014; Hardeman, Murphy, Karbeah, & Kuoahnil, 2018). In
2002, Camara Jones published a seminal article outlining the rBldlid Health in
confronting institutional racial discrimination. Jones made suggestions abourAuitpties
Health research, policy, and practice could work to both nstaled and intervene. Her
points remain relevant as does her callFablic Health to take a proactive and bold
stance if it wants to mitigate the effects of racial discriminations on health and well being
(Hardeman, et al. 2018).
Implications for Public Health Research

The next stage of research investigatingab®ociation between discrimination
andHIV/AIDS conspiracy beliefs on sexual health behaviors needs to expand our
understanding of 1) the pathways between factors associated with perceptions of
discrimination and conspiracy beliefs, and, 2) how these factors along with perceptions of
discrimination and conspiracy beliefs influence safer sex behavior. The following

recommendations are a response to Harddarphy, Karbeah, & Kozhimann{018)
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who expressed concern about the dearth of research explicitly idenirfgiitgtional
level race based discrimination as the primary variable under investigation with the
objective of understanding its impact on health eqliitg. from this perspectivéhat we
discuss the implications fétublic Health research on sexual health.

First, research efforts need to deepen our understanding of what it means to be a
person of color in the United States (Jones, 2002). The category of race is insufficient and
reflectsthe discriminatory nature of thénited Statesacial stratification system where
Whites are on top and Blacks are on the bottBon({lla-Silva, 2010) Race, as an
imposed social constructiofalls short of providingnsight into the meaning of being a
person of color, and how this information is internalized and impacts perception and
reactions to experiences of discrimination (Jones, 2002). Jones argues for the need to
separate measures of race and ethnicity. Etigracknowledges diversity within groups
defined by race and introduces the role of cultural influences on hesitlence from
ethnicsocialization literature, strongly suggests ethnicity is a category of meaning and,
very early in life, influences percepns, attitudes, expectations and sexual health
behavior. PublitHealth professionaland researchers may benefit by measuréing and
ethnicity separately and analyzing their effects on perceptions of discrimination and
sexualhealth behavior.

Exposureo discrimination of any kind has direct and indirect effects on reducing

an individual’'s capacity to engage in heal
et al.,2009). The literature on discrimination has focused a great deal on understanding
thenegative effect of race discrimination on emotional seliing and has found

evidence that supports this relationship. For example, effects of discriminatmyer
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and distresg¢Fitz & Zucker, 2015), self esteem (Yip, 2014; Williams, Neighbors, &
Jackso, 2008), depressive mood (Seaton, Neblett, Upton, & Hammond, 2011), self
blame (Blodorn, Majo& Kaiser, 2016 and loneliness (Juang, Ittel, Hoferichter, and
Gallarin, 2016)As it pertains to this study, however, very few studies have examined the
impactof race discrimination on sexual behavior. The next step is to investigate how
discrimination related emotional wddkeing impacts condom use directly or indirectly
through its effect on, for example, condom use-e#itacy, invulnerability to HIV/STIs,
sexual decision making and condom.use

A growing body of literature demonstrates that communities of color develop
protective strategies in response to discrimination. Strategieeskence (Harperade,
Onyango, Abuor, Bauermeister, et 2015;Strayhorn, 2014)strong ethnic identity
(Valdex, et al., 2017), artthe abilitytot une out ma jnegativeviewsmafe mber s’
people of colo(Hoggard,Jones, & Seller017) prepargeople of coloto navigate
future discriminatory experienceBhesestrategies serve as protective factors for
individualsconfronted by race discrimination. Currently no research has investigated
how these protective factors operateha telationship between perceptions of
discrimination and condom use.

We also need tmcorporate measures of the social determinants of health that
affectquality of life and influences health behavior and outcomes (KoK.,
Piotrowski, J. J., Kumanyik&., and Fielding2011).For race groups, inequitable access
to resources is theote source of health disparitig&ssari, 2018)This inequity has
historical roots and has led to exclusion in access to education, health services, and the

opportunity for economic advancemeKlg(tasasmit® Wilson, 2018). This effect of



71

exclusionreveals itself in qualities likeeighborhood safety, familial relationship, and
relationships with public safety, and social networks (Viner, Ozer, Denny, Marmot,

Resnick, Fatusi, & Currie, 2012); found toerticularly true for people of color (Riina,

Lippert, & BrooksGunn, 2016)Social context influences decisions about condom use

and “its iIimportance i s-demogrephicicmmedceristios,d epende
partnership factors, sexual history, Hive | at ed f actor s, and heal't
(Baidodonso, Baure, Speechley, & Lawson, 204.635). hcluding proxy measures of

social determinants of health like residential stabiligighborhood safety, familial

relationship, and qualities of social networks/relationships are important to understanding
impact of the structural inequities on condom use.

Discrimination is an extremely complex and often subtle and covert problem. The
connection ofliscrimination and condom usebest visualized as a complex web of
relationshipsCurrently, no larger theetically based model of this relationship has been
developedThe current recommendations are by no means comprehensive but are an
attempt to begin to map out thenstellation of risk and protective factors identified in
the literature that are associtgith perceptions of discrimination and its direct and
indirect effect on condom use or risky sexual behaWtwving forward, it is
recommended thdoth qualitative and quantitative methods be used in a systematic way
to provide richer and deeper data.

Implications for Public Health

The field ofPublic Health must be vigilant, mindful, and purposeful in

understanding its role in health dispariti€s.mitigate discrimination, policymakers and

practitioners must take into account individual factors and structural sources of
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discrimination when planning their worRolicy makers are encouraged to support
policies that promote equity in the availabildf/resources necessary to improve social
determinants of health and to evaluate and alter policies that perpetuate disadvantage for
people of color. Practitioners are encouraged to be aware of how discrimination based
inequity affects communities and halis interplay between the individual and their
community impacts efficacy of interventions and changes in health behavior.
Conclusions

This study contributes to a growing understanding of how different racial/ethnic
groups experience discrimination acreasious settings and everyday activities and their
endorsement of HIV conspiracy beliefs. Notably, we included Latinos who have, outside
of immigration issues, been largely absent from the broader discrimination conversation.
These discriminatory expeniees are reflected in conspiracy beliefs and the mistrust of
our government, health systems, and public health systems. The field of Public Health
must face the problems of racism and discrimination as we do any other toxic pathogen
and must address themthe areas of economic stability, education, social and
community contexts, health and healthcare, neighborhood and built environment (Koh, et
al., 2011).In so doingthe field of Public Health becomesoactive inits efforts to

mitigate the effects afacial discriminations on population health.



73

REFERENCES
Abel , G. , & Brunt on, C. (2005). Young peop
invulnerability to sexually transmitted infectiomsustralian and New Zealand
Journal of Public Health29(3), 254260.
AbraideLanza, A. F., Céspedes, A., Daya, S., Florez, K. R., & White, K. (2011).
Satisfaction with Health Care among Latindsurnal of Health Care for the Poor

and Underserve®2(2), 491505.http://doi.org/10.1353 /hpu.2011.0042

Adimora, A. A., & Schoenbach, V. J. (2002). Contextual Factors and the-Bladk
Disparity in Heterosexual HIV Transmissidgpidemiology and Societ$3(6),
707-712.

Adoh, O., Sng, E., & Loprinzi, P. D. (201 8afe sex seléfficacy and safe sex practice
in a Southern United States Collegiealth Promotion Perspectived2) 7479.

Agnew, C. R., Harvey, S. M., VanderDirift, L. E., & Warren, J. (2017). Relational
underpinnings of condom use: Findings frompheject on partner
dynamics Health Psychology: Official Journal Of The Division Of Health
Psychology, American Psychological Associati®@(7), 713720.
doi:10.1037/hea0000488

Armstrong, K., Putt, M., Halbert, C. H., Grande, D., Schwartz, J. D., &eaSh. A.
(2013). Prior Experiences of Racial Discrimination and Racial Differences in
Health Care Systems DistruMedical Carge 51(2), 144150.

Armstrong, K., Ravenell, K. L., McMurphy, S., & Putt, M. (2007). Racial/ethnic
differences in physician distst in the United Statedmerican Journal of Public

Health, 97(7), 12831289.


http://doi.org/10.1353/hpu.2011.0042

74

Assari, S. (2018)ealth Disparities due to Diminished Return among Black Americans:
Public Policy SolutionsSocial Issues and Policy Review, 122-145.

Ayala, G., BinghamT., Kim, J., Wheeler, D. P., & Millett, G. A. (2012). Modeling the
impact of social discrimination and financial hardship on the sexual risk of HIV
among Latino and Black men who have sex with ndenerican Journal of
Public Health 102S2), S242S5249.

Aziz, M., & Smith, K. Y. (2011). Challenges and Success in Linking-Hiiécted
Women to Care in the United Stat€dinical Infectious Disease$2(2), S231
S237.

Baidoobonso, S., Bauer, G. R., Speechley, K. N., & Lawson, E. (2016). Social and
Proximate [2terminants of the Frequency of Condom Use Among African,
Caribbean, and Other Black People in a Canadian City: Results from the
BLACCH Study.Journal Of Immigrant And Minority Healti,8(1), 6785.

Bailey, Z. D., Krieger, N., Agénor, M., Graves, J., Linbs, & Bassett, M. T. (2017).
Structural racism and health inequities in the USA: evidence and
interventionsLancet, 38914531463.

Ball, K., Lawson, W., & Alim, T. (2013). Medical Mistrust, Conspiracy Beliefs & HIV
Related Behavior Among African Ameens.Journal of Psychology and
Behavioral Sciengel(1), 1-7.

Bandura, A. (1978). The sedystem in reciprocal determinis#merican Psychologist
33, 344-358.

Bandura, A. (1986). The explanatory and predictive scope eéfalfcy

theory.Journal of ®cial and Clinical Psychology(3), 359373.



75

Bandura, A. (1989). Human Agency in Social Cognitive The@ngerican Psychologist
44(9), 11751184.

Bandura, A. (1998). Health promotion from the perspective of social cognitive theory.
Psychology and Healfli3, 623649.

Bandura, A., (2002). Social Cognitive Theory in Cultural Cont&gplied Psychology:
An International Revieyb1(2), 269290.

Bandura, A. (2004). Health Promotion by Social Cognitive Meldealth Education &
Behavior 31, 143164.D0I:10.1177/1090198104263660

Benkert, R., Peters, R. M., Clark, R., & Keyesster, K. (2006). Effects of perceived
racism, cultural mistrust and trust in providers on satisfaction with dauenal
of National Medical Associatig®8(9), 15321540.

Benndt, G. G., Wolin, K. Y., Robinson, E. L., Fowler, S., & Edwards, C. L. (2005).
Perceived racial/ethnic harassment and tobacco use among African American
young adultsAmerican Journal of Public Healt95(2), 238240.

Bird, S. T., & Bogart, L. M. (2001).dtceived racévased and socioeconomic status
(SES)based discrimination in interactions with health care providghsicity &
Disease11(3), 554563.

Bird, S., & Bogart, L. M. (2003). Birth control conspiracy beliefs, perceived
discrimination, and cordiception among African Americans: An exploratory
study.Journal of Health Psycholog$(2), 263276.

Blodorn, A., Major, B., & Kaiser, C. (2016). Perceived discrimination and poor health:
Accounting for sedblame complicates a wedistablishedelationship Social

Science & Medicine (1982)532%34.



76

Blume, A. W., Lovato, L. V., Thyken, B. N., & Denny, N. (2012). The relationship of
microaggressions with alcohol use and anxiety among ethnic minority college
students in a historically White in&ttion. Cultural Diversity and Ethnic Minority
Psychology18(1), 4454.

Bogart, L. M., Galvan, F. H., Wagner, G. J., & Klein, D. J. (2011). Longitudinal
association of HIV conspiracy beliefs with sexual risk among black males living
with HIV. AIDS and Beavior, 156), 11801186.

Bogart, L. M., Landrine, H., Galvan, F. H., Wagner, G. J., & Klein, D. J. (2013).
Perceived discrimination and physical health among-pib¥itive Black and
Latino men who have sex with meXIDS and Behaviqrl7(4), 14311441.

Bogat L. M., & Thorburn, S. (2005). Are HIV/AIDS conspiracy beliefs a barrier to HIV
prevention among African Americand@urnal of Acquired Immune Deficiency
Syndrome38(2), 213218.

Bogart L. M., & Thorburn S. (2006). Rel at i
sociodemographic characteristics to belief in conspiracies about HIV/AIDS and
birth control.Journal of the National Medical Associatid&#8(7), 11441150.

Bogart, L. M., Wagner, G., @an, F. H. & Banks, D. (2010 onspiracy Beliefs about
HIV Are Related to Antiretroviral Treatment Nonadherence among African
American Men with HIV Journal of Acquired Immune Deficiency Syndrome
53(5): 648-655. DOI:10.1097/QAIl.0b013e3181c57dbc

Bogart,L. M., Wagner, G. J., Green, H. D., Mutchler, M, &lein, D. J., McDavitt, B.
Lawrence, S. J., &illiard, C. L. (2016).Medical mistrust among social network

members may contribute to antiretroviral treatment nonadherence in African



77

Americans living wih HIV. Social Science & Medicind64, 133140.

Bohnert, A. S., & Latkin, C. A. (2009). HIV Testing and Conspiracy Beliefs Regarding
the Origins of HIV among African American&IDS Patient Care and STDs
23(9), 759763.

Bonilla-Silva, E.(2006).From btracial to triracial: Towards a new system afcral
stratification in the USAEthnic and Racial Studie27(6), 931-950.

Borrell, L. N., Kiefe, C. I., DieRoux, A. V., Williams, D. R., & Gordotarsen, P.
(2013). Racial discrimination, racial/ethrsegregation, and health behaviors in
the CARDIA study Ethnicity and Health18(3), 227%243.

Bowleg, L. (2012). The Problem with the Phrase Women and Minorities:
Intersectionality an Important Theoretical Framework for Public Health.
American Journal oPublic Health 1027), 12671273.

Bowl eg, L., Teti, M., Mal ebr anche, D.
Everyday”’: | nt-tecomeBiatkiHeterasdéxuat Men, and o w
Implications for HIV Prevention Research and Interventi®sschology of Men
and Masculinity 14(1) 2534.

Bowleg, L., Torsten, N., & Kyungdee, C. (2008)Evaluating the validity anceliability
of a modified schedule of sexmstents: Implications for public healtesearch on

women’' s HIV WWonsek & Hah3a 3400 r s .
Brafford, L. J., & Beck, K. H. (1991Pevelopment and validation of a condom self
efficacy scale for college studeni®urnalof American College Healtl39(5),

219-225.



78

Brah, A., & Phoenix, A. (igt@&se@ignalityJsurnaloft I
International Women's Studiex(3), 7586.

Branscombe, N. R., Schmitt, M. T., & Harvey, R. D. (1999). Perceiving pervasive
discrimination among African Americans: Implications for group identification
and weltbeing.Journalof Personality and Social Psychology(1), 135149.

Brien, T. M., Thombs, D. L., Mahoney, C. A., & Wallnau, L. (1994). Dimensions of self
efficacy among three distinct groups of condom uskrgtnal of American
College Health42(4), 167174.

Brown, T.L., Linver, M. R., Evans, M., & DeGennaro, D. (2009). AfricAmerican
parents' racial and ethnic socialization and adolescent academic grades: teasing
out the role of gendedournal of Youth and Adolescen88&(2), 214227 .

Burt, C. H. & Simons, R. L(2013).Interpersonal Racial Discrimination, Ethnacial
Socialization, and Offending: Risk and Resilience amingan American
Females,Justice Quarterly32(3), 532-570.

Carey, M. P., Maisto, S. A., Kalichman, S. C., Forsyth, A. D., Wright, E. Mgl&son,

B. T. (1997). Enhancing motivation to reduce the risk of HIV infection for
economically disadvantaged urban womasurnal of Consulting and Clinical
Psychology65(4), 531541.

Carvalho, T., Alvarez, M., Barz, M., & Schwarzer, R. (2015). Preparahavior for
condom use among heterosexual young men: A longitudinal mediation model.
Health Education and Behavic$2(1), 9299.

Casagrande, S. S., Gary, T. L., LaVeist, T.A., Gaskin, D. J., & Cooper, L. A. (2007).

Perceived discrimination and adheterto medical care in a racially integrated



79

community.Society of General Internal Medicin22, 389395.

Caughy, M.O., Nettles, S.M. & Lima, J..J2011).Profiles of Racial Socialization
Among African American Parent€orrelates, Context, and Outcon@hildren
and Family Studies, 2@91-502.

Centers for Disease Control and Prevention (CDC). (2@eXual Experience and
Contraceptive Use Among Female TeendJnited States, 1995, 2002, and
2006-2010.MMWR 61(17), 297301.

Centers for Disease Contrahd Prevention (CDC). (2013). HIV Surveillance Report.

http://www.cdc.gov/hiv/pdf/d/hiv_surveillance report vol 25.pdAccessed

March 20, 2016.
Centers for Disease Control and Prevention (CDC). (20eterosexual Transmission
of HIV --- 29 States, 1992002.

https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5306a3.htkacessed

March 20, 2016.
Centers for Disease Control and Prevention (CDC). (2015). CDC Fact Sheet: Reported
STls in the United States: 2015 National Data for Chlamydia, Gonorrhea, and

Syphilis. https://www.cdc.gov/nchhstp/newsroom/docs/factsheetistais

508.pdf Accessed, March 20, 2017.
Centers for Disease Control and Prevention (CDC). (204l®)in the United StatesAt

A Glance.https://www.cdc.gov/hiv/statistics/overview/ataglance. h#kakcessed

March 20, 2017.

Centers for Disease Control and Prevention (CDC). (2017). Sexually Transmitted

Diseases: Adolescents and Young Aduitsps://www.cdc.gov/std/lifestages


http://www.cdc.gov/hiv/pdf/g-l/hiv_surveillance_report_vol_25.pdf
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5306a3.htm
https://www.cdc.gov/nchhstp/newsroom/docs/factsheets/std-trends-508.pdf
https://www.cdc.gov/nchhstp/newsroom/docs/factsheets/std-trends-508.pdf
https://www.cdc.gov/hiv/statistics/overview/ataglance.html
https://www.cdc.gov/std/life-stages-populations/adolescents-youngadults.htm

80

populations/adolesceri®ungadults.htmAccessed March 20, 2017.

Centers for Disease Cwal and Prevention (CDC). (20L.811V Among Women

https://www.cdc.gov/hiv/group/gender/women/index.html Accessed

March10, 2018

Chambers, K. B., & Rew, L. (2003). Safer sexual decision making in adolescent women:
Perspecties from the conflict theory of decisionaking Issues In
Comprehensive Pediatric Nursiyigp, 129143.

Chen, M., Rhodes, P. H., Hall, I. H., Kilmarx, P. H., Branson, B. M., & Valleroy, L. A.

(2012). Prevalence of undiagnosed HIV infection among pergpesé > 1 3
years—National HIV Surveillance System, United States, 2005
2008.MMWR 61(02), 5764.

Chen, D., & Yang, T. (2014). The pathways from perceived discrimination toasedf
heath: An investigation of the roles of distrust, social capital, andhheal
behaviorsSocial Science and MedicinE4, 64-73.

Choi, K., Bowleg, L., & Neilands, T. (2011). The Effects of Sexism, Psychological
Distress, and Difficult Sexwual Situatio
AIDS Education and PreventioR3, 397411.

Cipres, D., Rodriquez, A., Alvarez, J., Stern, L., Steinhauer, J., & Seidman, D. (2016).
Racial/ et hnic diff er eprametisg sirategigs toueduge wo me
vulnerability to sexually transmitted infectiorurnal of Adolescent Healthi-7.

Corneille, M. A, & Belgrave, F. Z. (2007). Ethnic Identity, Neighborhood Risk, and
Adolescent Drug and Sex Attitudes and Refusal Efficacy: The Urban African

American Girls' Experiencdournal of Drug Education, 32), 17#190.


https://www.cdc.gov/std/life-stages-populations/adolescents-youngadults.htm
https://www.cdc.gov/hiv/group/gender/women/index.html

81

D'Anna, L. H., Hansen, MMull, B., Canjura, C., Lee, E., & Sumstine, S. (2018). Social
Discrimination and Health Care: A Multidimensional Framework of Experiences
among a Lowincome Multiethnic Sample&ocial Work In Public Healtt83(3),
187-201.

Diaz, R. M., Ayala, G., & Beink. (2004). Sexual risk as an outcome of social
oppression: data from a probability sample of Latino gay men in three US
cities.Cultural Diversity and Ethnic Minority PsychologlQ(3), 255267.

Dumpont, D. M., Allen, S. A., Brockmann, B. W., Alexander,B, & Rich, J. D.

(2013). Incarceration, community health, and health disparities. Journal of
Health Care for the Poor and Underserved(1), 7888.

El-Sadr, W. M., Mayer, K. H., & Hodder, S. L. (2010). AIDS in Amer¢caorgotten but
not goneNewEnNgland Journal of Medicin®6211), 967970.

Espada, J. P., Morales, A., GuliBiuelme, A., Ballester, R., & Orgiles, M. (2016).
Predicting condom use in adolescents: a test of three-sogittive models using
a structural equation modeling approa@NC Public Health16: 35,
DOI:10.1186/s1288916-27020

Essien, E. J., Ross, M. W., Fernandestjuer, M. E., & Williams, M. L. (2005). Reported
condom use and condom use difficulties in street outreach samples of men of four
racial and ethnic background®urnal of STD and AIDS6(11), 739743.

Feagin, J. (1991). The Continuing Significance of Race: Antiblack Discrimination in

Public PlacesAmerican Sociological Review, @¢, 10:116.



82

FernandeZsquer, M. E., Atkinson, J., Diamond, P., Useche, BMéhdiola, R. (2004).
Condom use seffficacy among UZand foreig@born Latinos in Texaslournal
of Sex Research1(4), 396399.

Ferrari, M., Robinson, D. K., & Yasnitsky, A. (2010). Wundt, Vygotsky and Bandura: A
culturakhistorical science ofonsciousness in three adtistory of the Human
Sciences23(3), 95118.

Fitz, C. C. & Zucker, A. N(2015).Everyday Exposure to Benevolent Sexism and
Condom Use Among College Womafiomen & Health55(3), 245262

Ford, C. L., Daniel, M., Earp, J. L..&ifman, J. S., Golin, C. E., & Miller, W. C. (2009).
Perceived everyday racism, residential segregation, and HIV testing among
patients at a sexually transmitted disease clfcerican Journal Of Public
Health, 99 Suppl 1S1356143. doi:10.2105/AJPH.20020865

ForrestBank, S. & Jenson, J. M. (2015). Differences in Experiences of Racial and
Ethnic Microaggression among Asian, Latino/Hispanic, Black, and White Young

Adults. Journal of Sociology & Social Welfare, (@3, 141- 161.

Finer, L. B., & Philbin J. M. (2013). Sexual initiation, contraceptive use, and pregnancy
among young adolescenBediatrics peds.2012 3495; DOI:10.1542/peds.2012
3495

Frew, P. A., Parker, K., Vo, L., Hal ey, D.
Socioecological factos nf | uenci ng women’s HIV risk i
qgualitative findings from the women’s H

BMC Public Health16:803 DOI:10.1186/s1288016-33647



83

Friedman, S. R., Flom, P. L., Kottiri, B. J., Neaigus, A., SandovalCMrtis, R., ... &
Zenilman, J. M. (2001). Consistent condom use in the heterosexual relationships
of young adults who live in a higHlV -risk neighbourhood and do not use" hard
drugs".AIDS Care 13(3), 285296.

Gamble, V. N. (1997). Under the shadow oEKegee: African Americans and health
care.American Journal of Public Healtl87(11), 17731778.

Gaston, G. B., & Alleyng&reen, B. (2013)T he | mpact of Afri can
about HIV medical care on treatment adherence: A systematic review and
recanmendations for intervention8lDS Behavioy17, 31-40.
DOI:10.1007/s1046D12-0323x

Gibbs, L. (2013). Gender, relationship type and contraceptive use at first intercourse.
Contraception87(6), 806812.

Gibbs, L., Manning, W. D., Longmore, M. A., &iordano, P. C. (2014). Qualities of
romantic relationships and consistent condom use among dating young adults.
Open Access:
http://digitalcommons.unl.edu/cgi/viewcontent.cgi?article=1282&context=sociolo
gyfacpub.

Gilley, B. J., & Keesee, M. (2007). LinlgnWhite Oppression' and HIV/AIDS in
American Indian etiology: Conspiracy Beliefs among Al MSMs and their
peers American Indian and Alaska Native Mental Health Research: The Journal
of the National Cente4(1), 4462.

Graham, J. L., Giordano, T. P., @es, R. M., Slomka, J., Ross, M., & Hwang, L. Y.

(2010). Influence of trust on HIV diagnosis and care practices: a literature

A me



84

review.Journal of the International Association of Physicians in AIDS Care
(JIAPAC) 9(6), 346352. DOI:1545109710380461

Green, AR., Carney, D. R, Pallin, D. J., Ngo, L. H., Raymond, K. L., lezzoni, L. I., &
Banaji, M. R. (2007). Implicit bias among physicians and its prediction of
thrombolysis decisions for black and white patied¢sirnal of General Internal
Medicine,22(9), 1231-1238.

Grollman, E. A. (2017). Sexual Health and Multiple Forms of Diseranon Among
Heterosexual YoutlSocial Problems, §4), 156175.

Grossman, C. I, Purcell, D. W., Rother@arus, M. J., & Veniegas, R. (2013).
Opportunities for HIV combinatioprevention to reduce racial and ethnic health
disparities American Psychologis68(4), 237%246.

Hall, W. J., Chapman, M. V., Lee, K. M., Merino, Y. M., Thas, T. W., Payne, B. K.,
Eng, E., Day, S. H., &oyneBeasley, T. (2015). Implicit Racial/EthnBias
Among Health Care Professionals and Its Influence on Health Care Outcomes: A
Systematic ReviewAmerican Journal Of Public Healti0512), e66e76.

Hardeman, R. R., Murphy, K. A., Karbeah, J., & Kozhimannil, K. B. (2018). Naming
InstitutionalizedRacism in the Public Health Literature: A Systematic Literature
Review.Public Health Report§Washington, D.C.: 1974), 33354918760574.
doi:10.1177/0033354918760574

Harper, G. W., Wade, R. M., Onyango, D. P., Abuor, P. A., Bauermeister, J. A., Odero,
W. W, & Bailey, R. C. (2015). Resilience among gay/bisexual young men in
Western Kenya: psychosocial and sexual health outcokhlies, 29, 35261

S269.



85

Hammond, W. P. (2010). Psychosocial correlates of medical mistrust among African
American menAmerican Joural of Community Psychologg5(1-2), 87106.

Harvey, S. M., Bird, S. T., Galavotti, C., Duncan, E. A., & Greenberg, D. (2002).
Relationship power, sexual decision making and condom use among women at
risk for HIV/STDs.Women & Health36(4), 63-84.

Harvey,S. M., Oakley, L.P., Washburn, 1., & Agnew, C. R. (2018). Contraceptive
method choice among young adults: Influence of individual and relationship
factors.The Journal of Sex Researdhl0.

Harvey, S. M., Washburn, I., Oakley, L., Warren, J., & Sandbef2016). Competing
priorities: Partnesspecific relationship characteristics and motives for condom use
among atrisk young adultsThe Journal of Sex Researdhl2.

Haviland, M. G., Morales, L. S., Dial, T. H., & Pincus, H. A. (2005). Race/ethnicity,
socioeconomic status, and satisfaction with health éanerican Journal of
Medical Quality: The Official Journal of The American College of Medical
Quiality, 20(4), 195203.

He, F., Hensel, D. J., Harezlak, J., & Fortenberry, J. D. (2016). Condom ufsnasan
of number of coital events in new relationshigexually Transmitted
Diseases43(2), 6770.

Heads, A. M., Castillo, L. G., Glover, A., & Schmitz, J. (2017). Emotion regulation
moderates the relationship between perceived discrimination arskhskiors in
African American college studenBBrug & Alcohol Dependen¢éd 71, e86.
DOI:10.1016/j.drugalcdep.2016.08.243

Healthy People (2017). Sexually Transmitted Diseases.



86

https://www.healthypeople.qgov/2020/topicbjectives/topic/sexualiyransmitted

diseasesAccessed March 20, 2017.

Higgins, J. A., Hoffman, S., Graham, C. A., & Sanders, S. A. (2008). Relationships
between condoms, hormonal methpdnd sexual pleasure and satisfaction: an
exploratory anal ys iBeingfamd&exuatithSudgbauate n’ s W
Health, 5(4), 321330.

Hock-Long, L., HenryMoss, D., Carter, M., Hatfieldimajchy, K., Erickson, P. 1.,
Cassidy, A., ... & Chittamgl. (2013). Condom use with serious and casual
heterosexual partners: Findings from a community vdrased survey of young
adults.AIDS and Behaviqr17(3), 906913.

Hoggard, L. S., Jones, S. &,Sellers, R. M. (2016). Racial Cues and Racial Identity:
Implications for How African Americans Experience and Respond to Racial
Discrimination.Journal of Black Psychology, @8, 409432.

Hutchinson, A. B., Begley, E. B., Sullivan, P., Clark, H. A., Boyett, B. C., & Kellerman,
S. E. (2007). Conspiracy beliefscatnust in information about HIV/AIDS among
minority men who have sex with mefournal of Acquired Immune Deficiency
SyndromesAX(5), 603605.

Huynh, V. W., Guan, S. A., Almeida, D. M., McCreath, H., & Fuligni, A. J. (2016).
Everyday discrimination andutnal cortisol during adolescendéormones and
Behavior 8076:8081. DOI:10.1016/}.yhbeh.2016.01.009

James, S. A. (2017). The strangest of all encounters: racial and ethnic discrimination in
US health careCadernos De Saude Publicz3(Suppl 1), e0010441

doi:10.1590/010:811X00104416


https://www.healthypeople.gov/2020/topics-objectives/topic/sexually-transmitted-diseases
https://www.healthypeople.gov/2020/topics-objectives/topic/sexually-transmitted-diseases

87

Jemmott, J. B., Jemmott, L. S., O Leary, A
Hsu, J., & Stephens, A. J. (2015). On the efficacy and mediation of-ai®Qee
HIV risk-reduction intervention for African American Men Who have Sex with
Men: a randmized controlled trialAIDS Behavioy9(7), 124 7+1262.

Jipguep, M. C., Sandefhillips, K., & Cotton, L. (2004). Another look at HIV in
African American women: The impact of psychosocial and contextual factors.
Journal of Black Psycholog0(3), 366385.

Jones, C. P. (2002). Confronting Institutionalized RaciRhnylon, 5@1/2), 7-22.

Juang, L. & Ittel, A. & Hoferichter, F. & Miriam Gallarin, M. (2016). Perceived
Racial/Ethnic Discrimination and Adjustment Among Ethnically Diverse College
Students: Fany and Peer Support as Protective Factdosirnal of College
Student Developmerty(4), 386394

Kaestle, C. E., Morisky, D. E., & Wiley, D. J. (2002). Sexual intercourse and the age
difference between adolescent females and their romantic paReespectives
on Sexual and Reproductive Heal@94-309.

Kaiser Family Foundation (2015). The Center for Disease Control (CDC) STD

Prevention Funding: 20186ttp://kff.org/hivaids/statendicator/cdefundingstd

prevention/?currentTimeframe=0&selectedRows=%7B%22wrapups%22:%7B%?2

2united

states%22:%7B%7D%7D%7D&sortModel=%7B%22colld%22:%22L ocation%?2

2,%22s0rt%22:%22asc%22%7Bccessed March 20, 2017.

Kalichman, S. C., Rompa, D., & Coley, B. (1997). Lack of positive outcomes from a

cognitivebehavioral HIV and AIDS preventidntervention for innercity men:


http://kff.org/hivaids/state-indicator/cdc-funding-std-prevention/?currentTimeframe=0&selectedRows=%7B%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
http://kff.org/hivaids/state-indicator/cdc-funding-std-prevention/?currentTimeframe=0&selectedRows=%7B%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
http://kff.org/hivaids/state-indicator/cdc-funding-std-prevention/?currentTimeframe=0&selectedRows=%7B%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
http://kff.org/hivaids/state-indicator/cdc-funding-std-prevention/?currentTimeframe=0&selectedRows=%7B%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
http://kff.org/hivaids/state-indicator/cdc-funding-std-prevention/?currentTimeframe=0&selectedRows=%7B%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D

88

lessons from a controlled pilot studMDS Education and Preventip®&(4), 299
313

Kaplan, K. C., Hormes, J. M., Wallace, M., Rountree, M., & Theall, K. P. (2016). Racial
discrimination and HIVrelated risk behaviors indbtheast Louisiangmerican
Journal of Health Behavigd((1), 132143.

Karlsen, S., & Nazroo, J. Y. (2002). Relation between racial discrimination, social class,
and health among ethnic minority groupsnerica Journal of Public
Health, 92(4), 624631.

Kartasasmita, P.S& Wilson, N.(2018)Resilience Pathways Against Poverty and
Extremism: Framing Public Issues Within State Policy and Community
Action. In: International Conference on Public Policy, Social Computing and
Development20th October 2017, Hotel Grandika, Indonesia

Kelly, J. A., St. Lawrence, J. S., Brasfield, T. L. (1991). Predictors of vulnerability to
AIDS risk behavior relapsdournal of Consultingnd Clinical Psychology
59(1), 163166.D0I:10.1037/002P06X.59.1.163

Kerr, J. C., Valois, R. F., Siddiqi, A., Vanable, P., & Carey, M. P. (2015). Neighborhood
condition and geographic locale in assessing HIV/STI risk among African
American adolescent&lDS and Behaviqrl9(6), 10051013.

Kogan, S. M., Cho, J., Barnum, S., Barton, A., Hicks, M. R., & Brown, G. L. (2017).
Pathways to HiVrelated behavior among heterosexual, rural Black men: A
personcentered analysigirchives Of Sexual Behaviet6(4), 43-924.

doi:10.1007/s1050815-06617


http://researchrepository.murdoch.edu.au/view/author/Wilson,%20Narelle.html

89

Koh, H. K., Piotrowski, J. J., Kumanyika, S., & Fielding, J. E. (2011). Healthy people: a
2020 vision for the social determinants appro#tdalth Education & Behavior:
The Official Publication of The Society For Pubtiealth Education38(6), 551
557.

Krieger, N. (2014). Discrimination and heaittequities.International Journal of Health
Services44(4), 643710.

Krieger, N., Smith, K., Naishadham, D., Hartman, C., & Barbeau, E. M. (2005).
Experiences afliscrimination: validity and reliability of a seteport measure for
population health research on racism and he&tthial Science &

Medicine 61(7), 15761596.

Krogstad, J. M., & Lopez, G. (2016). Roughly half of Hispanics have experienced
discriminaton. Pew Research Centeavailable at: http://www. pewresearch.

Larson, H. J., & Heymann, D. L. (2010). Public health response to influenza A(HLN1) as
an opportunity to build public trusiAMA,3033), 271272.

LaVeist, T. A., Isaac, L. A., & Williams, KP. (2009). Mistrust of health care
organizations is associated with underutilization of health serkizsdth
Services Research4(6), 20932105.

LépezCevallos, D. F., Harvey, S. M., & Warren, J. T. (2014). Medical mistrust,
perceived discriminatiorand satisfaction with helicare among yourgdult
rural Latinos.The Journal Of Rural Health: Official Journal Of The American
Rural Health Association And The National Rural Health Care

Association30(4), 344351.



90

Manlove J., Welti, K., Barry, M., PetersonK., SchelayE., & Wildsmith, E. (2011).
Relationship characteristics and contraceptive use among young
adults.Perspectives on Sexual and Reproductive Healit2)439128

Mayo, R. M., Sherrill, W. W., SundareswarangCrew, L. (2007). Attitudes and
Perceptions of Hispanic Patients and Health Care Providers in the Treatment of
Hispanic Patients: A Review of the Literaturispanic Health Care
International, §2), 6472.

Mays, V. M., Jones, A. L., DelarBrumsey, A., Ctes, C., & Cochran, S. D. (2017).
Perceived discrimination in health care and mental health/substance abuse
treatment among Blacks, Latinos, and WhiMsdical Care 55(2), 173181.
doi:10.1097/MLR.0000000000000638

Merritt, M. M., Bennett Jr, G. G., Wilims, R. B., Edwards, C. L., & Sollers 111, J. J.
(2006). Perceived racism and cardiovascular reactivity and recovery to personally
relevant stresddealth Psychology25(3), 364369.

Molina, K. M., & Simon, Y. (2014). Everyday discrimination and chronialte
conditions among Latinos: the moderating role of socioeconomic
position.Journal of Behavioral Medicin@&7(5), 868880.

Morales, L. S., Cunningham, W. E., Brown, J. A., Honghu, L., & Hays, R. D. (1999(. Are
Latinos Less Satisfied with Communicaitoyn Health Care ProvidersJourral
of General Internal Medicind, 4, 409417.

Mugavero, M. J., Lin H. Y., Allison, J. J., Willig, J. H., Chang PW, ... & Saag, M. S.
(2007). Failure to establish HIV care: characterizing the "no show" phenomenon.

Clinical Infectious Diseasel5, 127130.



91

Mullin, B. A., & Hogg, M. A. (1999). Motivations for group membership: The role of
subjective importance and uncertainty reducti®asic and Applied Social
Psychology21(2), 91:102.

Mullinax, M., Sanders, S., Dennis, Bliggins, J., Fortenberry, J. D., & Reece, M.
(2016). How condom discontinuation occurs: Interviews with emerging adult
women.The Journal of Sex Researdko.

Nesoff, E. D., Dunkle, K., & Lang, D. (2016). The impact of condom use negotiation
selfefficacy and partnership patterns on consistent condom use among €ollege
educated womerealth Education & BehavioA3(1), 61-67.

O'Donnell, L., O'Donnell, C. R., & Stueve, A. (2001). Early sexual initiation and
subsequent seselated risks among urban minoritguth: The reach for health
study.Family Planning Perspective268275.

O Donnel |, L., Stueve, A., Joseph, H. A.,
behavioral intervention for Latino men who have sex with MéDS Behavioy
18(4), 767-775.

O'Leary, A., Jemmott, L. S., & Jemmott Ill, J. B. (2008). Mediation analysis of an
effective sexual riskeduction intervention for women: the importance of-self
efficacy.Health Psychology27(2S), S1865184.

Ott, M. A., Adler, N. E., Millstein, S. G., Teann, J. M., & Ellen, J. M. (2002). The
tradeoff between hormonal contraceptives and condoms among

adolescentsPerspectives on Sexual and Reproductive Heéifl#.



92

Paradies, Y., Ben, J., Denson, N., Elias, A., Priest, N., Pieterse, A., & ... GeelH. (20
Racism as a Determinant of Health: A Systematic Review and- Meta
Analysis.Plos One10(9), e0138511

Parker, K., Horowitz, J., & Mahl, B. (2016). On views of race and inequality, blacks and
whites are worlds apar®ocial Trends, Pew Research Center

Pascoe, E. A., & Smart Richman, L. (2009). Perceived discrimination and health-a meta
analytic reviewPsychological Bulletin1354), 531554.

PazBailey, G., Koumans, E. H., Sternberg, M., Pierce, A., Papp, J., Unger, E.R., ... &
Markowitz, L. E. (200%. The effect of correct and consistent condom use on
chlamydial and gonococcal infection among urban adolescemisives of
Pediatrics & Adolescent Medicin@596), 536542.

Pearson, J. (2006). Personal control-e#itacy in sexual negotiation, andntraceptive
risk among adolescents: The role of gen8ex RolesH4(9-10), 615625.

Pettifor, A. E., Measham, D. M., Rees, H. V., & Padian, N. S. (2004). Sexual power and
HIV risk, South Africa.Emerging Infectious Disease)(11), 19962004.

Pieterse, A. L., & Carter, R. T. (2007). An examination of the relationship between
general life stress, racismlated stress, and psychological health among black
men.Journal of Counseling Psycholady4(1), 102109.

Quesada, J., Hart, L. K., & BourgpB. (2011). Structural vulnerability and health:

Latino migrant laborers in the United Statekedical Anthropology30(4), 339
362.
Quinn, P. D., & Fromme, K. (2010). Sekgulation as a protective factor against risky

drinking and sexual behavidPsydology of Addictive Behaviorg4(3), 376385.



93

Ratanawongsa, N., Haywood, C., Bediako, S. M., Lattimer, L., Lanzkron, S., Hill, P. M.,
Powe, N. R.& Beach, M. C. (2009). Health care provider attitudes toward
patients with acute vasacclusive crisis due to sickle cell disease: Development
of a scalePatient Education and Counselings(2) , 272—278.

Reed, E., Santana, M. C., Bowleg, L., Welled,.SHorsburgh, C. R., & Raj, A. (2013).
Experiences of racial discrimination and relation to sexual risk for HIV among a
sample of urban black and African American mésurnal of Urban
Health, 90(2), 314322.

Rhodes, S. D., & McCoy, T. P. (2015). Condose @mong immigrant Latino sexual
minorities: Multilevel analysis after respondeiitven samplingAIDS Education
and Prevention27(1), 2743.

Richeson, J. A., & Trawalter, S. (2005). Why do interracial interactions impair executive
function? A resourceeapletion accountlournal of Personality and Social
Psychology88(6), 934947.

Riina, E. M., Lippert, A., & BrooksSunn, J. (2016). Residential Instability, Family
Support, and Paref@hild Relationships Among Ethnically Diverse Urban
Families.Journal ofMarriage and The Family78(4), 855870

Ross, M. W., Essien, E. J., & Torres, I. (2006). Conspiracy beliefs about the origin of
HIV/AIDS in four racial/ethnic groupslournal of Acquired Immune Deficiency
Syndromes41(3), 342-344. http://doi.org/10.1097/01.¢ai.0000209897.59384.52

Russell, S. L., Katz, R. V., Wang, M. Q., Lee, R., Green, B. L., Kressin, N. R., &

Claudio, C. (2011). Belief in AIDS origin conspiracy theory and willingness to



94

participate in biomedical research studf@dings in Whites, Blacks, and
Hispanics in seven cities across two survéy¥/. Clinical Trials, 12(1), 3747.

Sabin, J. A., Rivara, F. P., & Greenwald, A. G. (2008). Physician implicit attitudes and
stereotypes about race and quality of medical ddedical Care,46(7), 678
685.

Sanchez, D., Whittaker, T. A., & Hamilton, E. (2016). Perceived discrimination, peer
influence and sexual behaviors in Mexican American preadolesdentsal of
Youth and Adolescencéx(5), 928944.

SandersPhillips, K., SetlesReaves, B., Walker, D., & Brownlow, J. (2009). Social
inequality and racial discrimination: Risk factors for health disparities in children
of color. Pediatrics 124(Supplement 3), S176186.

Seaton, E. K., Neblett, E. W., Upton, R. D., & Hammond PM2011). The moderating
capacity of racial identity between perceived discrimination and psychological
well-being over time among African American you@hild Developmen82(6),
1850-1867.

Sellers, R. M., Caldwell, C. H., Schmedllone, K. H., & Zimmeman, M. A. (2003).
Racial identity, racial discrimination, perceived stress, and psychological distress
among African American young adultkurnal of Health and Social Behavjor
302-317.

Senn, T. E., Walsh, J. L., & Carey, M. P. (2016). Mediators ofdlaion between
community violence and sexual risk behavior among adults attending a public
sexually transmitted infection cliniérchives of Sexual Behaviat5(5), 1069

1082.



95

Shafii, T., Stovel, K., Davis, R., & Holmes, K. (2004). Is condom use Fatipiting?
Condom use at sexual debut and subsequent condo@exsmlly Transmitted
Diseases31(6), 366372.

Shar ma, B. B., Smal | , E. , Meng o, c., &
toward condom use: A multountry analysisSocial Work inPublic
Health, 32(4), 238253.

Shi, L., & Stevens, G. D. (2005). Vulnerability and unmet health care n&md®al of
General Internal Medicine20(2), 148154.

Sims, M., DiezRoux, A. V., Gebreab, S. Y., Brenner, A., Dubbert, P., Wyatt, S., & ...
Taylor,H. (2016). Perceived discrimination is associated with health behaviours
among AfricarAmericans in the Jackson Heart Studigurnal of Epidemiology
And Community Healify((2), 187194. DOI:10.1136/jecl2015206390

Simmons, W. P., & Parsons, S. (2005&liefs in conspiracy theories among African
Americans: A comparison of elites and masSewial Science Quarterl$6(3),
582-598.

Sionean, C., Le, B. C., Hageman, K., Oster, A. M., Wejnert, C., Hess, K. L.,& Paz
Bailey, G. (2014). HIV risk, preventioand testing behaviors among
heterosexuals at increased risk for HIV infectiNational HIV Behavioral
Surveillance System, 21 US cities, 20MMWR Surveillance Summag3(14),
1-39.

Smart Richman, L., & Leary, M. R. (2009). Reactions to discriminasibginatization,
ostracism, and other forms of interpersonal rejection: a multimotive

model.Psychological Revieyil162), 365383.

Ude



96

Smetana, J. G. (2000). Midetel ass Afri can American adol esc
conceptions of parental authority and parenfiregcticesA longitudinal
investigationChild Development, 711672-1686.

Snead, M. C., O'Leary, A. M., Mandel, M. G., Kourtis, A. P., Wiener, J., Jamieson, D. J.,
... & Rietmeijer, C. A. (2014). Relationship between social cognitive theory
constructsaand seHreported condom use: assessment of behaviour in a subgroup
of the Safe in the City triaBMJ open4(12), 16.

Sorkin, D. H., NgeMetzger, Q., & De Alba, I. (2010). Racial/ethniiscrimination in
health care:rhpact on perceived quality of cadaurnal d General Internal
Medicine,25(5), 396396.

StataCorp (2015ftata Statistical Software: Release Cbllege Station, TX: StataCorp
LP.

Stepanikova, |., Bateman, L. B., & Oates, G. R. (2017). Systemic inflammation in
midlife: race, socioeconamstatus, and perceived discriminatidmerican
Journal of Preventive Medicing2(1), S63S76.

Stetler, C., Chen, E., & Miller, G. E. (2006). Written disclosure of experiences with racial
discrimination and antibody response to an influenza vadciteznational
Journal of Behavioral Medicind.3(1), 6G-68.

Stevenson, H. C., & Arrington, E. G. (2009). Racial/ethnic socialization mediates
perceived racism and the racial identity of African American

adolescentLCultural Diversity & Ethnic MinorityPsychology15(2), 125136.



97

Strayhorn, T. L. (2014). Beyond the Model Minority Myth: Interrogating the Lived
Experiences of Korean American Gay Men in Collelpeirnal of College Student
Development5(6), 586594.

Stock, M. L., Gibbons, F. X., Petersan,M., & Gerrard, M. (2013). The effects of racial
discrimination on the HIWisk cognitions and behaviors of Black adolescents and
young adultsHealth Psychology32(5), 543550.

Stokes, L. R., Harvey, S. M., & Warren, J. T. (2016). Individual, integmeis and
structural power: Associations with condom use in a sample of young adult
Latinos.Health Care for Women Internation@7(2), 216236.

Sutton, M. Y., Gray, S. C., Elmore, K., & Gaul, Z. (2017). Social determinants of HIV
disparities in the Souénn United States and in counties with historically Black
Colleges and Universities (HBCUs), 262814.PloS onel2(1), e0170714.
DOI:10.1371/journal.pone.0170714

Taylor, R. J., Miller, R., Mouzon, D., Keith, V. M., & Chatters, L. M. (2018). Everyday
Discrimination among African American Men: The Impact of Criminal Justice
ContactRace ad Justice8(2), 154177.

ThompsonrRobinson, M. V., Richter, D. L., Shegog, M. L., Weaver, M., Trahan, L.,
Sellers, D. B., & Brown, V. L. (2005). Perceptions of partiek and influences
on sexual decisiemaking for HIV prevention among students at historically
black colleges and universitiekurnal of African American Studie¥2), 1628.

Thorburn, S., & Bogart, L. M. (2003) Birth control, conspiracy beliefs, pezde
discrimination and contraception among African Americans: An exploratory

study.Journal of Health Psycholog$(2), 263276.



98

Tobin, K., Kuramoto, S.J., German, D., Fields, E., Spikes, P. S., Patterson, J., & Latkin,
C. (2013). Unity in diversity: rests of a randomized clinical culturally tailored
pilot HIV prevention intervention trial in Baltimore, Maryland, for African
American Men Who have Sex with Mdrealth Education Behavipa0(3), 286-
295.

Valdez, Z. and GolasBoza, T.(2017).U.S. racial ad ethnic relationg the twentyfirst
century.Ethnic and Racial Studieg((13),2181-2209.

van Ryn, M., & Burke, J. (2000). The effect of patient race and sm@aomic status on
physicians' perceptions of patierBacial Science & Medicin&((6), 81.3-828.

VanderDrift, L. E., Agnew, C. R., Harvey, S. M., & Warren, J. T. (2013). Whose
intentions predict? Power over condom use within heterosexual dyaalh
Psychology: Official Journal Of The Division Of Health Psychology, American
Psychological Assciation,32(10), 10381L046. doi:10.1037/a0030021

Viner, R. M., Ozer, E. M., Denny, S., Marmot, M., Resnick, M., Fatusi, A., & Currie, C.
(2012).Adolescence and the social determinants of heglia.

Lancet,3799826), 16411652.

Vines, A. |., Ward, J. B Cordoba, E., & Black, K. Z. (2017). Perceived Racial/Ethnic
Discrimination and Mental Health: a Review and Future Directions for Social
Epidemiology.Current Epidemiology Report(2), 156165.

WeechMaldonado, R., Hall, A., Bryant, T., Jenkins, K. & Elliott, M. N. (2012). The
relationship between perceived discrimination and patient experiences with health
care.Medical Care 50(9 Suppl 2), S6568.

Williams, D. R., & Mohammed, S. A. (2009). Discrimination and racial disparities in



99

health: Evidence and needed resealolrnal of Behavioral Medicing2, 20-
47.

Williams, D. R., Neighbors, H. W., & Jackson, J. S. (2008). Racial/ethnic discrimination
ard health: Findings from community studiégnerican Journal of Public
Health,98(Suppl 9), S29S37.

Wingood, G. M., & DiClemente, R. J. (1998). Partner influences and gésidézed
factors associated with n@mondom use among young adult African American
women.American Journal of Community Psycholpg§(1), 2951.

Wyatt, G. E., Gomez, C. A., Hamilton, A. B., Valen&arcia, D., Gant, L. M., &

Graham, C. E. (2013). The intersection of gender and ethnicity in HIV risk,
interventions, and prevention: Nevoftiers for psychologyAmerican
Psychologist68(4), 247260.

Yip, T. (2015). The effects of ethnic/racial discrimination and sleep quality on depressive

symptoms and seHsteem trajectories among diverse adolescéotsnal of

Youth nd Adolescencé4(2), 419430.



100

APPENDICES



101

Appendix A: Histograms and Boxplot$iDS Scores For Men and Women
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Appendix B: Histograms and Boxplot$iDS Scores for Blacks and Latinos
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Appendix C: Histograms and Boxplot$iDS Scores fowWhites
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Appendix D: Histograms and Boxplot$iDS Scores for Black Men and Black Women
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Appendix E: Histograms and Boxplot$iDS Scores for Latino Men and Latino Women
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Appendix F: Histograms and Boxplot$IDS Scores for Wike Men and White Women
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Appendix G: Histograms and Boxplot$iCB Scores for Men and Women
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Appendix G: Histograms and Boxplot$iCB Scores for Black and Latinos
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Appendix G: Histograms and Boxplot$iCB Scores for Whites
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Appendix G: Histograms and Boxplot$iCB Scores for Black Men and Black Women
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Appendix H: Histograms and Boxplot$1CB Scores for Latino Men and Latino Women
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Appendix |: Histograms and Boxplot$HCB Scores for White Men and White Women
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Appendix J:SpearmaitCorrelation Matrix of EODHDS, and HCB

EOD | HDS
HDS | 0.44
0.00
HCB | 0.20 | 0.31
0.00 | 0.00
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Appendix K: Impact of Decision to requiet least 80%esponse to each scale

Scale Response (Total N= 302 Description of Missing Case
EOD No missing

HCB No missing

Vulnerability to HIV/STIs | 2 missing 1 female AA, 1 male AA
Sexual Decision Making | 8 missing 2 females, 6 males

1 AA, 4 Latino, 3 White

Condom Use Self Efficacy 8 missing 2 females, 6 males
1 AA, 4 Latino, 3 White
" missing cases were the same for Sexual Decision Making and Condom Use Self Efficacy Scales
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