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Abstract
HIV/AIDS is currently the leading cause of death for African American women ages 25-34. As heterosexual behavior is
the major mode of HIV transmission among this population, it is important to further understand the factors which may
influence risky sexual behaviors and promote HIV testing behaviors. The target population for this study represents the
convergence of two groups disproportionately at-risk for contracting HIV: African American women and college students.
Specifically, the purpose of the study was to investigate HIV knowledge among young African American female students
attending community college and its relationship to self-reported HIV testing behavior and condom use. Using a sample of
132 African American college women attending community college in a large Western city, the authors hypothesized that
greater knowledge of HIV transmission routes and protection methods would be associated with having been tested for
HIV. The results demonstrated that higher HIV knowledge was associated with having been tested for HIV. Consistent with
recent previous studies, HIV knowledge may in fact play a role in HIV test seeking behavior among young African American female college students. The authors also hypothesized differences in HIV knowledge based on frequency of condom
use: (1) consistent condom users/never had sexual intercourse, (2) inconsistent condom users, and (3) consistent condom
non-users. The results indicate that inconsistent condom users had less HIV knowledge than consistent condom users or
non-users, and those who have never had sex. These findings suggest that HIV knowledge may be a key method of decreasing HIV risk behaviors. Implications for intervention are discussed.

Increasing Knowledge of HIV Transmission
An Important Ingredient in HIV Risk Reduction among
Young African American Women Attending Community
College. HIV/AIDS is currently the leading cause of death for
African American women ages 25-34 [1,2]. A subset of this
population, African American women attending college, may
be at an even greater risk for contracting HIV than women
©2013 The Authors. Published by the JScholar under the terms of the Creative Commons Attribution License http://creativecommons.org/licenses/
by/3.0/, which permits unrestricted use, provided the original author and
source are credited.
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not attending college, primarily due to an increase in high
risk sexual behavior among the college population [3]. Accordingly, there is a dire need to understand the psychological and social factors associated with risky sexual behavior
among young African American female college students.
The current study will examine a sample of young, African
American women ages 18-25 who attend community, a population that has been largely neglected in academia despite the
disproportionate and alarming rates of new HIV cases every
year in the United States. Specifically, this study will examine HIV knowledge and its relationship to self-reported HIV
testing behavior and condom use among African American
female college students living in a large Western city. Below,
we discuss HIV knowledge and risk behaviors among college
J HIV AIDS Infect Dis 2013 | Vol 2: 101
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students then among African American young women, as
both of these groups are at increased risk of contracting HIV.
African American young women who attend community college represent the intersection of these two populations and,
thus, the confluence of risk for HIV is exacerbated.

HIV Knowledge
There is a general consensus in the literature that while college
students are knowledgeable about HIV transmission, prevention methods, and what constitutes risky sexual behavior, as
well as the consequences of such behavior, this knowledge
does not translate into safer sex practices [4,5]. That is, those
who are knowledgeable about HIV consistently engage in
risky sexual practices, including inconsistent condom use and
multiple sexual partners [6-8]. Students consider condoms
as a means of contraception, but less as a means of disease
protection [9]. While HIV knowledge may not be strongly related to proactive approaches to sexual health (e.g., using a
condom), there is some evidence that it may be connected to
reactive strategies such as being tested for HIV after engaging
in risky sexual behaviors. HIV knowledge has demonstrated
a small, but consistent relationship with HIV testing [10-13]
found that low levels of HIV knowledge were related to a low
rate of being tested for HIV among a sample of Asians in the
United States. The relationship between knowledge of HIV
and receiving HIV testing was also confirmed among a sample of South African adults [14].

Perception of Risk
Regardless of actual risk taking behavior, college students are
likely to perceive themselves at low risk for contracting HIV
[6,5,15]. That is, there is a disconnect between actual risk behavior and perception of personal risk. Furthermore, there is
evidence that this perception of low risk may specifically lead
individuals to participate in risky sexual behaviors [16,12].
College students may view themselves as invulnerable and
adopt an “it won’t happen to me” stance [17,18]. Related to
this invincible attitude is the belief that individuals are able to
identify and choose HIV negative, or safe, partners [16].
Although college students in general perceive themselves at
low risk for contracting HIV, there is evidence that African
Americans are more concerned about contracting HIV and
perceive themselves to be more at-risk for HIV than European
Americans [19,5,12].

HIV Testing Behavior
The rationale for HIV antibody testing as a preventative measure rests on reducing transmission and controlling the spread
of HIV on a widespread scale [4,20]. Being tested for HIV enlightens individuals about their personal HIV status. When
individuals are not tested, and hence do not know their HIV
status, they are unknowingly infecting individuals with the
disease, which exponentially increases the rate of HIV in the
population. However, when individuals know they are HIVpositive, it is hoped that they are less likely to participate in
risky sexual behaviors and infect others with HIV.
HIV antibody testing is also an effective intervention that
influences sexual behavior at the individual level [21]. The
behaviors of getting tested for HIV may, itself, influence atJScholar Publishers

risk individuals to adapt safer sexual behaviors to decrease
their personal risk of contracting HIV [22, 12]. In other
words, individuals may be more concerned about their own
sexual health and weigh risky sexual behavior and possible
consequences more realistically. Therefore, receiving an HIV
test can be an effective intervention, regardless of the actual
results of the test. If an individual tests HIV-positive, he or
she can begin aggressive treatments, hopefully in the early
stages of the virus [23,6,12]. Even when an individual tests
HIV-negative, the experience of being tested can produce a
number of positive outcomes. According to Sande [24], receiving HIV-negative results can lead to a reduction in HIV
anxiety and may be associated with behavioral change such
as less risky sexual practices. That is, HIV testing results may
be a wake-up call of sorts, alerting the individual to the real
danger of contracting HIV if he or she continues to participate
in risky sexual behaviors [4]. Alternatively, and hopefully less
likely, the HIV-negative results may confirm an individual’s
perception of invulnerability: that he or she is at low risk for
contracting HIV regardless of actual risky sexual behavior
[12]. Overall, there are mixed results in the literature regarding the behavioral consequences of HIV testing, which need
to be further investigated.

HIV Testing Rates
According to the CDC [25], the rate of American adults who
have been tested for HIV has increased from 37% in 2000 to
45% in 2010, This still means that 55% of American adults
have not been tested for HIV. Current estimates of college students’ rates of HIV testing are similar to the general population. However, older estimates of the college population seem
to reflect a lower percentage of students being tested for HIV:
[7] reported only 37% of commuter students were tested, [4]
reported 33% had been tested, and a low of 25% was reported
by MacNair-Semands and Simono [26]. However, recent estimates converge at 40-50% of college students having been
tested for HIV. Brener ND, Gowda VR [27] reported that a
sample of college students had a 52% HIV testing rate. Similarly, a study conducted by Opt and Loffredo [5] found that
among a sample of students from a private, church affiliated
college, 45.7% of students had been tested for HIV. In an even
narrower study by Roberts and Kennedy [28] which used a
sample of diverse college women, 52% had been tested for
HIV. The CDC launched an initiative to examine HIV testing
and sexual behavior on seven historically Black college campuses and found that of the 8,500 students surveyed, 42% had
been tested for HIV [29]. Overall, the low rate of HIV testing
in college populations, despite at-risk sexual behavior, necessitates an understanding of the specific factors influencing
HIV testing among college students [12].

Reasons for Receiving or Not Receiving an HIV
Test
There is a need to investigate correlates of HIV testing behavior including both health-seeking and deterring determinates
Boshamer & Bruce [30,31,5] reported the most frequent motivations for students to seek out HIV tests, which appear to
be influenced by more reactive than proactive purposes: (a)
part of a routine check-up (37%), (b) had surgery or donated
J HIV AIDS Infect Dis 2013 | Vol 2: 101
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blood (36%), and (c) had unprotected sex (24%). In other
words, their reasons for receiving an HIV test were primarily
reactive; there was some outside source or basis for the participants to be tested. Similarly, in a study by King [12], the findings suggest that only a small percentage of participants were
tested because of their perception of being at-risk (19.5%)
verses external factors such as doctor’s suggestion (19.2%) or
joining the military (13%). King [12] concludes that although
students may have been tested for HIV, they most likely were
not the ones to initiate the testing behavior; they were not
proactive. Overall, however, the findings versus proactive
and reactive rationale among college students are mixed. In
a study of college students receiving AIDS testing, Anastasi et
al. [4] reported the following primary reasons for being tested
for HIV: (a) just wanted to know, (b) had unprotected sex, and
(c) was just beginning a sexual relationship, indicating a mix
of proactive and reactive testing approaches.
In the Opt and Loffredo [5] study with college students, among
the participants who had not received HIV testing, the two
primary reasons reported for not being tested were: (a) they
were married or in a monogamous relationship (32%), and (b)
they were not sexually active (26%). In the same study, married participants had a lower rate of HIV testing (38.9%) compared to partnered (56.7%) or single participants (54.8%; [5]).
Past research has demonstrated that if women are in a monogamous relationship, they are less likely to perceive themselves
at-risk for HIV, regardless of if they are or not [32,28,14]. That
is, because they are monogamous, they assume that their partner is also monogamous, leading to a “false sense of security”
which colors their perception of risk [28]. Unfortunately, their
partners are not always monogamous. In many cases, women
are not aware of their partner’s outside sexual activity, which
may be quite risky [31,28].
In addition to relationship status and not having had sexual
intercourse, others have reported different reasons for at-risk
individuals not seeking an HIV test: they (a) fear becoming
aware of being HIV positive (25%), (b) believe have not been
exposed to HIV (low risk; 18%), (c) think they are HIV-negative (13%), (d) wish to avoid the possibility of being HIVpositive (8%), and (e) believe even if they are HIV-positive,
there is little they can do about it (6%) [33].
According to Dorr, Krueckeberg, Stratham, and Wood [35],
in general, college students who were tested for HIV different
from non-tested students in the following ways: they perceive
more benefits and less barriers when seeking out an HIV test,
they were more aware of the future consequences of their actions, and they engaged in riskier sexual behavior overall.

Barriers to HIV Testing
A study by Huang, Wong, De Leon, and Park [13] classified
two types of barriers to getting tested for HIV: structural and
psychosocial. Structural barriers can refer to a lack of access
to health care or information about HIV. As stated previously,
a lack of information about HIV is usually not an issue with
college populations [4]. Psychosocial barriers, on the other
hand, are very pertinent to the college population and revolve
around individuals perceiving themselves at low risk for HIV
infection. In the study by Opt & Loffredo [5], psychosocial
JScholar Publishers

barriers include being married or in a monogamous relationship, which is especially salient for women. Wilson, et al.
[22] reported that one of the most prominent barriers to HIV
testing in females involves the perception that they are at low
risk of contracting HIV based on their own sexual behavior.
However, as mentioned previously, an individual’s sexual risk
perception must take into account the risky sexual behavior
of a romantic or sexual partner. Because females are not participating in risky sexual behavior, they assume their partners
are not as well; this contributes to them not seeking periodic
HIV tests.

Condom Use and HIV Knowledge
It has been widely established that the vast majority of college students are inconsistent condoms users, despite having
relatively high levels of HIV knowledge [36,37,15,28] confirm
that the lack of consistent condom use is a prime suspect in
the alarming rates of HIV infection in college women. Furthermore, researchers have identified that condom use, and in
particular, negative attitudes toward condoms, is a significant
contributor to risky sexual behavior among African American
college students [38,39]. Indeed, comparing ethnic groups,
African Americans are the least likely to use condoms [4042]. According to the CDC [43], the most common route to
HIV contraction for African American women is by having
unprotected sexual intercourse with a man who has HIV.
Although measures of HIV knowledge do not usually have a
significant positive relationship to condom use, this relationship may be mediated by another variable. For example, there
is ample evidence that a woman’s condom use is heavily influenced by many factors, one of the most significant being
her partner. Specifically among young women, several studies have found that partner resistance to using condoms was
the primary factor in women not using a condom [44-45,28].
Apparently, the problem lies not in the young women’s ability to initiate conversation about condom use and safer sex;
rather, been unable to successfully negotiate condom use with
her partner [47]. That is, ultimately, in a male-female Latina
or African American relationship, it was the willingness of the
male partner to use a condom that actually predicted condom
use [48].
African American women in particular may experience a
great deal of power imbalance in relationships due to traditional gender role adherence in African American culture
[49]. This adherence has been suggested as a factor in African
American women’s challenges negotiating safer sex practices
[47,50]. Similarly, traditional gender roles may directly or indirectly relate to other barriers to condom use among women,
such as anxiety and embarrassment when communicating
about sex or low sexual assertiveness [51,52].
Another important factor that influences women’s condom
use is her relationship status. There is evidence that being involved in a committed relationship places an African American woman at-risk for HIV for many reasons [53-55]. That
is, monogamy is not a protective factor against HIV infection
[12]. In fact, what many college students consider monogamy
is actually serial monogamy: back-to-back exclusive sexual
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relationships that last for relatively short amounts of time
[56,57]. Therefore, serial monogamist’s sexual behavior still
consists of many sexual partners, which places an individual
at-risk for contracting HIV.
In addition to serial monogamists, partners in committed,
long-term monogamous relationships are also at-risk for HIV
infection. Foreman [54] found in their study of African American college students that relationship status affected condom
use and negotiation such that condom use was more likely
in casual sexual relationships than committed relationships.
In casual relationships, the cost of initiating and negotiating
safer sex may be lower than for committed relationships [58].
That is, these individuals have little invested and derive minimal psychological benefits from sexual encounters; in other
words, an entire relationship is not at risk. Roberts & Kennedy [28] found that monogamous women (women who had
a regular sexual partner) reported significantly more resistance from their partners to use condoms. As the relationship
develops, young women may feel pressure from their partner
to stop or skip the use of condoms. Although there are several
reasons why women may succumb to this pressure, including
low-self esteem, the need to feel loved, financial dependence
on partner and avoiding confrontation [18], some of the most
powerful influences stem from gender role and power status
in the relationship [28].
Many researchers studying the gender-ratio imbalance among
African American men and women conclude that this phenomenon also contributes to African American women experiencing less power in the relationship in general, and when
negotiating condom use in particular [59]. Due to the lack
of African American partners, especially at the college level,
African American young women may be especially concerned
about the solidity of their relationship. That is, African American young women may decide it is more important to invest
in the relationship and risk infection of HIV or another Sexually Transmitted Infection (STI) than lose the relationship altogether. As a means to ensure compliance in the relationship,
an otherwise assertive young woman may be pressured into
agreeing to no longer use a condom with her partner.
In other words, for African American women, the role of a
condom in a relationship may signify more than a means of
protection against STIs and pregnancy. Agreeing to no longer
use a condom may be a way for a young African American
woman to establish a commitment to the relationship. According to researchers, for a female, agreeing to not use a condom may lead to perceptions or messages of intimacy, trust,
and closeness to her partner [60-62].
Unfortunately, the desire to strengthen the relationship by
not using a condom indefinitely increases African American women’s risk for contracting HIV. Although she may be
committed to the relationship (monogamous) and believe her
partner to be, this is a dangerous assumption to make. According to Paranjape and colleagues [63], simply trusting her
sexual partner is monogamous places an African American
woman at-risk. Most likely, the female partner is unaware of
the male partner’s risky sexual behavior, including having
multiple partners and not consistently using a condom with
each one [64,65,42]. Other risky behaviors men may particiJScholar Publishers

pate in include injection drug use and sexual behavior with
men who have sex with men [66,2].

Purpose of Study

A significant number of individuals who are at-risk for HIV
are not utilizing HIV testing services. In addition, there is a
dearth of literature exploring health seeking behaviors among
a college population in general, and the African American
college population in particular [67,5]. Therefore, it is important to further understand the factors which contribute to
HIV-test seeking behaviors among African American female
college students. Specifically, the authors hypothesize that a
greater knowledge of HIV transmission routes and protection
methods would be positively and significantly associated with
having been tested for HIV versus not having been tested for
HIV.
With respect to condom use, the researchers examined the
differences in HIV knowledge between three groups of condom users: (1) consistent condom users/never had sexual
intercourse, (2) inconsistent condom users, and (3) consistent condom non-users. Based on previous research regarding
relationship status and condom use, it was hypothesized that
there would be differences between the three types of condom
users and amount of HIV knowledge. Consistent condoms
users would have a high amount of HIV knowledge because
they recognize the risk associated with unsafe sexual situations. Similarly, consistent condom non-users (i.e., women
who consistently do not use condoms) are most likely dating
one partner exclusively (in a monogamous relationship), have
a high amount of HIV knowledge, and perceive themselves at
low risk for HIV infection. Inconsistent condoms users, however, are participating in high risk sexual behavior and this
may be associated with a lower amount of HIV knowledge.
Therefore, the relationship between HIV knowledge and type
of condom use will be further explored.

Methods
Participants
The participants included 132 African American women from
three community colleges in a large Western city noted for
being one of the epicenters of HIV/AIDS in the United States.
These community colleges were selected for this study because
each had a high percentage of African American students, a
population which is disproportionately at-risk for contracting
HIV. African American female community college students
were chosen because they more closely mirror the general
population of African American women compared to university students. Inclusion criteria necessitated that participants
be female, between 18 and 25 years of age, a student at one
of the three community colleges, and self-identify as African
American.

Recruitment/Procedure
The design of this study included a convenience sample of
participants recruited as part of a larger mixed methods study
examining sexuality among young female African American
college students. Students were recruited via classroom presentations, fliers, tables at campus events, and word of mouth.
J HIV AIDS Infect Dis 2013 | Vol 2: 101
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Once inclusion criteria were assessed, participants were given
an informed consent form to read and asked by staff if they
had any questions. They were then taken to a secluded area
where they completed a 15-20 minute pencil-and-paper questionnaire on site. As an incentive for participating, each participant received two movie passes.
The institutional review board of Charles R. Drew University
of Medicine and Science approved the conduct of this study.
Furthermore, a Certificate of Confidentiality was provided by
the National Institutes of Health.

Measures

“The African American Young Women’s Health Survey” questionnaire contained author-developed questions to assess
participant’s current and past sexual behavior as well as HIV
testing behavior and history of STIs. Specific questions asked
included, “Have you ever been tested for HIV/AIDS?” and if
so, “Where were you tested for HIV/AIDS?” Specific questions also assessed participants’ use of male condoms within
the last 12 months. Additionally, demographic data was collected, including participants’ age, education level, and current relationship status.
An HIV Knowledge test was used to assess participants’
knowledge of HIV transmission routes, appropriate prevention methods, and consequences of participating in risky
sexual behaviors. The test contained 15 true-false items. One
point was given for each correct answer.

Design
The study investigated the relationship between HIV knowledge and two sexual health variables: HIV testing behavior
and male condom use. In particular, HIV testing behavior was
dichotomized into participants who had been tested for HIV/
AIDS, and those who had never been tested for HIV/AIDS
in their lifetime. The researchers divided condom use into
three groups: (1) consistent condom users/never had sexual
intercourse, (2) inconsistent condom users, and (3) consistent
condom non-users.

Analytic Plan

Analyses were performed using SPSS statistical software.
Demographic data were analyzed to determine key sample
characteristics. An independent sample t-test was used to determine an association between HIV knowledge and having
been tested for HIV. An Analysis of Variance (ANOVA) was
used to compare the differences in HIV knowledge among
three groups of condom users. Chi Square analyses were also
used to further illuminate the relationship between condom
use, romantic relationship status, and HIV knowledge.

Results

Participant Demographics

The vast majority of the sample (94.7%) was single and had
never been married. Fifty-eight participants (44%) had been
pregnant at least once in their lifetime. Regarding current
romantic relationship status, 17.4% live with their partner,
43.2% date one person regularly, 5.3% date more than one
person regularly, 15.9% date occasionally, and 17.4% have not
had a relationship in the past 3 months. Twenty-eight participants (21%) reported having a STI. As expected, the mean
JScholar Publishers

score for HIV knowledge was fairly high at 10.8 (sd = 1.7),
with a range from 5-14.

Testing Location

n

Percent

AIDS Service Organization

3

2.3

Public Health/Sexually Transmitted Disease (STD) Clinic

17

12.9

Hospital/Emergency Room

10

7.6

Private Doctor’s Office

26

19.7

Mobile Testing Van

4

3

General Medical Clinic

12

9.1

HMO (Health Maintenance Organization)

7

5.3

Military Physical Exam

6

4.5

Correctional Facility Medical
Exam

4

3

Other

6

4.5

Table 1: Frequency Table of HIV/AIDS Testing Locations

HIV Testing

Over half of the sample had been tested for HIV/AIDS
(67.4%); however, 28.8% of participants had never been tested
for HIV and were unaware of their HIV status. The majority
of the sample were tested for HIV/AIDS by a private doctor
(19.7%; see table 1 for a complete list of HIV/AIDS testing
locations).
An independent samples t-test was used to determine the
difference in HIV knowledge between those who had been
tested for HIV and those who had not. Specifically, having
been tested for HIV was significantly associated with scoring higher on a measure of HIV knowledge versus not having
been tested for HIV (t=-3.367, p<.001).

Condom Use

Differences in amount of HIV knowledge for consistent condom users/never had sexual intercourse, inconsistent condom
users, and consistent condom non-users were tested using a
one-way ANOVA. The results reveal significant differences
between the groups (F=3.012, p<.054).
Using chi square analysis, of those who consistently used condoms or never had sexual intercourse, 27 participants (49%)
lived with their partner or dated one person regularly, 14
participants (26%) dated more than one person regularly or
dated occasionally, and 14 participants (26%) had not had a
relationship in the past three months. Of those who inconsistently used condoms, 13 participants (68%) lived with their
partner or dated one person regularly, 5 participants (26%)
dated more than one person regularly or dated occasionally,
and 1 participant (5%) had not had a relationship in the past
three months. Of those who consistently did not use con-
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doms, 38 participants (75%) lived with their partner or dated
one person regularly, 7 participants (13.7%) dated more than
one person regularly or dated occasionally, and 6 participants
(12%) had not had a relationship in the past three months.

Discussion
While HIV knowledge may not be strongly related to proactive approaches to sexual health (e.g., using a condom), there
is some evidence that HIV knowledge may be connected to
reactive strategies such as being tested for HIV after engaging
in risky sexual behaviors [13,14]. This finding was confirmed
in the current study through examination of the first hypothesis. Compared to participants who have not been tested for
HIV, those who had been tested for HIV demonstrated a significantly greater amount of HIV knowledge. That is, perhaps
HIV knowledge is not powerful enough to influence behaviors in the moment of partaking in risky sexual behavior, but
when these barriers are removed, HIV knowledge may have
enough influence to initiate an HIV test. In turn, being tested
for HIV will most likely influence at-risk individuals to adopt
safer sexual behaviors [22]. On a more widespread level, being
tested for HIV will prevent the spread of the disease among
already disproportionately impacted groups. The results have
implications for developing more effective HIV testing interventions targeting African American young women attending
college.
With regard to the second hypothesis, this study found a
significant relationship between HIV knowledge and condom use such that less HIV knowledge was associated with
inconsistent condom use. In other words, inconsistent condom users had significantly less HIV knowledge compared
to consistent condom users/never had sexual intercourse and
consistent condom non-users. However, the mechanisms behind the association between relationship status and inconsistent condom use are unclear. Chi square analysis revealed
that just over two-thirds of those who are inconsistent condom users lived with their partner or dated one person regularly. Just over one-fourth of the sample dated more than one
person regularly or dated occasionally. These findings suggest
that the majority of inconsistent condom users may be in monogamous, committed relationships. Similarly, three-fourths
of participants who consistently did not use condoms were
living with their partner or dated one person regularly. The
existing research is clear about the at-risk status of women in
monogamous relationship who assume their partners are also
monogamous (e.g., Jenkins [42]). If the male partner is not
consistently using a condom with his primary female partner, it is plausible that he might not be using a condom with
other partners, thus placing his primary partner unknowingly
at risk.
There are several possible limitations to this study. First, regarding HIV testing behavior, it is not clear from the data why
participants sought an HIV test. That is, it is not clear how
many participants were tested for HIV for external reasons
(because they were pregnant, joining the military, etc.) versus being tested because she believed she was at-risk of contracting HIV. Additionally, we cannot make conclusions on
the relationship status of inconsistent condom users based on
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the data gathered from the survey. For example, although the
survey assessed whether participants lived with their partner
or dated one person regularly, monogamy was not specifically
addressed. Future research should also differentiate between
monogamy and serial monogamy. Another potential limitation may be that our sample of community college African
American young women is not representative of all African
American women.

Conclusion

While many researchers have dismissed knowledge of HIV as
playing a significant role in reducing risky sexual behavior,
it may play a valuable role in HIV testing behavior among
young African American college women. In addition, HIV
knowledge may also play a role in the sexual behavior of African American young women, specifically condom use. Perhaps previous research has not found a relationship between
HIV knowledge and condom use because it depends on the
type of relationship between couples. That is, relationship status may influence the relationship between HIV knowledge
and condom use such that different types of relationships, and
different types of condoms users, have different levels of HIV
knowledge. This hypothesis needs to be further tested among
samples of young African American college women. The topic
of sexuality among women, and HIV risk behaviors in particular, is so multifaceted and contextual that future research
must continue both quantitative and qualitative methods of
data collection to fully understand the complexities of this
topic.
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