
Maternal Models of Risk: Links between Substance Use and
Risky Sexual Behavior in African American Female Caregivers
and Daughters

Tiffany Brakefield,
Department of Psychology, Rosalind Franklin University of Medicine and Science, 3333 Green
Bay Road, North Chicago, IL 60064, USA; ph: (001) 847-578-3311; fax: (001)847-578-8765

Helen Wilson, and
Department of Psychology, Rosalind Franklin University of Medicine and Science, 3333 Green
Bay Road, North Chicago, IL 60064, USA; ph: (001)847-578-3311; fax: (001) 847-578-8765

Geri Donenberg
University of Illinois at Chicago, Department of Psychiatry, Healthy Youths Program, 1747 W.
Roosevelt Road (M/C 747), Chicago, IL 60608, USA; ph: (001) 312-996-8602; fax: (001)
312-413-2920
Tiffany Brakefield: tiffany.brakefield@gmail.com; Helen Wilson: helen.wilson@gmail.com; Geri Donenberg:
gdonenberg@psych.uic.edu

Abstract
African American (AA) adolescent girls are at heightened risk for HIV and sexually transmitted
infections (STIs), and thus knowledge of factors related to risky sexual behavior in this population
is crucial. Using Social Learning Theory (Bandura, 1977), this paper examines pathways from
female caregivers’ risky sexual behavior and substance use to adolescent girls’ risky sexual
behavior and substance use in a sample of 214 low-income, urban AA female caregivers and
daughters recruited from outpatient mental health clinics in Chicago. Structural equation modeling
(SEM) revealed that sexual risk reported by female caregivers was associated with adolescent
sexual risk, and illicit drug use reported by female caregivers was related to adolescent-reported
substance use, which was in turn associated with adolescent-reported sexual risk behavior. These
findings suggest that female caregivers’ sexual behavior and substance use both relate to girls’
sexual risk. Thus, results emphasize the role of female caregivers in transmitting risk.
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Introduction
Dating and sexual relationships typically begin in adolescence and serve important
developmental functions related to establishing intimacy, forming identity, and asserting
independence from families (Wolfe, Jaffe, & Crooks, 2006). However, unsafe sexual
behavior can have significant negative health consequences including HIV, other sexually
transmitted infections (STIs), and pregnancy. Despite an overall decrease in adolescent
sexual activity between 1991 and 2007 (Centers for Disease Control and Prevention, 2008b),
rates of STIs and unintended pregnancies among United States (US) teens remain high
(Gavin et al., 2009).

Racial and gender disparities characterize patterns of risky sexual behavior and STI rates in
the United States, with African American (AA) females disproportionately at risk. AA
adolescent girls have higher rates of unintended pregnancies and diagnoses of HIV and STIs
(i.e., gonorrhea and Chlamydia) than Whites (Finer, 2006; Latka, 2001; Halpern, 2004).
Compared to same-aged AA boys, AA girls in some studies report earlier age of sexual
debut, higher rates of risky sexual behavior, and lower perceived HIV/AIDS risk
(DiClemente et al., 1996; Newman & Zimmerman, 2000), and AA girls consistently report
older partners and less condom use than their AA male peers (Centers for Disease Control,
2010). Girls seeking mental health services are at even greater risk because teens with
mental health symptoms engage in higher rates of risky sexual behavior than their peers
(Brown, 1997; Donenberg & Pao, 2005; Donenberg, Emerson, Bryant, Wilson, & Weber-
Shifrin, 2001). Psychological distress is also linked to STIs among AA female adolescents
and young adult women in the US (Seth, 2009; Miller-Johnson, 1999; Brown, 2006; Khan,
2009).

Early sexual debut and substance use are associated with riskier sexual behavior in teens.
Early sexual debut is an important predictor of sexual risk because it is linked to inconsistent
condom use, more sexual partners, and sex while using alcohol or drugs (Kuortti, 2009), as
well as increased risk for teen pregnancy and STIs (Coker et al., 1994). Adolescent
substance use is linked directly and indirectly to sexual risk behaviors including unprotected
sex and sex with multiple partners (Cavazos-Rehg et al., 2010). In the United States
marijuana is the most prevalent type of illicit drug used by adolescents (Walker, et al., 2011)
and has been linked to increased likelihood of teenage pregnancy (Cavazos-Rehg et al.,
2011). Adolescents with behaviorally acquired HIV were more likely to report first use of
alcohol or marijuana before the age of 14 (Conner et al, 2011). In this paper, substance use
refers to the consumption of legal or illegal drugs (such as alcohol and marijuana) for
recreational purposes. Understanding factors that predict adolescents’ sexual risk-taking,
early sexual debut, and substance use are critical for developing interventions to reduce teen
pregnancy and STIs.

This study was guided by Social Learning Theory (SLT), which posits that people learn
from one another in a social context via imitation, observation, and modeling (Bandura,
1977). Thus, children will model their parents’ healthy or risky behaviors (Bandura, 2004).
We examined the role of female caregiver behavior (i.e., substance use and sexual risk
behavior) in predicting early and risky sexual behavior and substance use among low-
income, urban African American (AA) adolescent girls seeking mental health treatment.
According to SLT, observation of maternal sexual behaviors and substance use may be
associated with early and risky sexual behavior and substance use in adolescent offspring.

Female caregivers’ behavior may be a particularly powerful influence for urban AA girls
since they are likely to be raised by single female caregivers and often describe these
relationships as foundational (Stevens, 2002). Moreover, strong family relationships are
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central to AA culture and are related to improved mental health outcomes and less risk
behavior (Brody et al., 2006; Brody et al., 2005). Offspring of teenage mothers are more
likely to become teenage parents themselves (Shaw, 2006). However, one study with AA
daughters of teenage mothers found that the majority did not become adolescent parents,
although they did have disparaging educational and financial prospects, similar to their
mothers (Furstenburg, 1990). Other evidence suggests that early sexual activity is associated
with having a female caregiver who was sexually active or became pregnant at a young age
(Udry, 1988; Mott et al., 1996; Bonell et al., 2006; Cavazos-Rehg et al., 2010). In addition
to the biological correspondence between biological mothers and daughters’ age at puberty,
these female caregivers may convey through their behavior or verbal messages that early
sexual activity is acceptable (Mott et al., 1996). Likewise, caregiver substance use, including
use of alcohol or drugs, may be modeled by adolescent girls (Denton & Kampfe, 1994) and
is associated with girls’ early and risky sexual behavior. Parenting characteristics affected by
even casual substance use, such as support and supervision, can lead to poor quality
parental-child relationships, which are consistently associated with early and risky sexual
activity (Roche et al., 2005; Li, Feigelman, & Stanton, 2000; Meschke, Bartholomae, &
Zentall, 2002).

Identifying distinct patterns of risk and understanding family processes that underlie these
patterns are important steps in developing prevention and intervention efforts, especially for
high risk youth. This study examines links among female caregiver sexual behavior and
substance use, and adolescent substance use, early sexual debut, and risky sexual behavior in
low-income, urban AA girls with histories of mental health treatment. Consistent with SLT
(Bandura, 1977), we predicted that more illicit drug and alcohol use and more risky sexual
behavior reported by female caregivers would be associated with similar patterns of
behavior (more illicit drug and alcohol use, earlier age of sexual debut, and riskier sexual
behavior) reported by daughters. We also expected girls’ substance use to mediate the
relationship between maternal substance use and adolesent risky sexual behavior, and early
sexual debut to mediate the relationship between maternal risky sexual behavior and
adolescent risky sexual behavior. Figure 1 depicts hypothesized pathways.

Methods
Participants

Participants were part of a larger longitudinal study of HIV-risk among low-income AA
adolescent girls seeking mental health services. AA girls (12–16 years-old; M=14.3) and
their primary female caretakers were recruited from several outpatient mental health clinics
in Chicago. Clinic staff invited eligible families to participate. A total of 281 mother-
daughter dyads were consented and 268 completed the baseline interview. Female
caregivers and girls completed a series of paper-and-pencil and computerized questionnaires
every 6 months between baseline and 24-months (5 waves of data collection in total). At
baseline girls completed the Diagnostic Interview Schedule for children (DISC 4.0), and 5%
met DSM-IV criteria for PTSD in the past year, 4% for major depressive disorder, and 11%
for conduct disorder.

The present study includes data from Waves 1 and 2 (N=214). All interviews took place at
the Institute for Juvenile Research at the University of Illinois at Chicago (UIC). Informed
consent and assent were obtained from female caregivers and daughters separately, and each
received $40 for their participation. Retention at 6-months was strong (81%). There were no
significant differences in girls’ age (t(265) = −.19, p > .10), caretaker age (t(265) = −.21, p
> .10), relationship type of the female caretaker (biological mother, adopted mother,
grandmother, aunt, etc; χ2(5), N=267 = 1.77, p > .10), or family socioeconomic status (SES;
χ2(4), N=267 = 7.3, p > .12) (Hollingshead, 1975) between families who completed Wave 2
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and those who did not. There were also no significant differences between female caregivers
who did or did not complete Wave 2 in regard to any of the caregiver variables included in
the present analyses. As shown in Table 1, nearly three fourths (73.5%) of the female
caregivers were biological mothers with grandmothers the second most common (14.9 %).
Additionally 73.2% considered themselves single parents. Non-biological female caregivers
were included in the sample since they self-identified as the primary female caregiver and
represent the person whom the adolescent would have observed most often.

Measures
Adolescent sexual behavior and substance use—Adolescent sexual behavior was
assessed with the AIDS-Risk Behavior Assessment - Adolescent Version (ARBA). The
ARBA is a computer-assisted structured interview designed specifically for use with teens to
assess sexual behavior, drug use, and needle use (Donenberg et al., 2001). The ARBA was
derived from five well-established measures used in large-scale studies to examine drug use,
sexual behavior, and HIV-risk behaviors in youth (IBS, 1991; Needle, Fisher, Weatherby et
al., 1995; NIDA, 1995; Teplin, Mericle, McClelland, & Abram, 2003; Watters, 1994). The
ARBA uses a skip structure so that questions initially answered in the negative are not
followed by more detailed questions. The ARBA assesses type, frequency, and method of
substance use and sexual behavior directly related to HIV transmission. An early sexual
debut scale was created from the adolescent’s report of the age of her earliest vaginal, oral,
or anal sexual experience (0=never; 1 = age 15 or later; 2 = age 13 or 14; 3 = before age 13)
based on evidence that these age ranges are reasonable indicators of relative risk (Coker et
al., 1994). The early sexual debut variable refers only to the reported age of first sexual
experience, not whether these experiences were coerced or consensual, as any sexual contact
may contribute to later risk. Legally, of course, many of these sexual experiences could be
considered abuse, even if they were consensual. Furthermore, a small number (n=5) reported
sexual experiences at very young ages (before age 11) and therefore, some of these
experiences most likely reflect sexual abuse. Adolescent sexual risk behaviors included in
the present analyses were (1) teen pregnancy; (2) number of partners in the past 6 months
(male or female partners with whom they had anal or vaginal sex; both male and female
partners are included as any sexual partner is associated with risk); (3) having had a high
risk partner (defined as someone with unknown sexual history or two or more years older);
(4) inconsistent condom use during vaginal sex, a scaled variable ranging from 0 (did not
have sex) to 5 (never used condoms); (5) sex while under the influence of alcohol or drugs
(a binary variable coded as “1” if they reported this experience or “0” if they did not).
Substance use variables were (1) frequency of alcohol use in the past 6 months (number of
occasions on which alcohol was consumed) and (2) lifetime use of any illicit drugs used (a
binary variable reflecting any use of marijuana, crack, cocaine, amphetamines, ice, heroin,
heroin/cocaine mixed, heroin/speed mixed, non-prescription methadone, opiates/narcotics,
barbiturates, tranquilizers, psychedelics, or any other recreational drug).

The Wave 1 ARBA assessed lifetime behavior and behavior over the past 6 months; the
Wave 2 ARBA assessed behavior over the past 6 months. When possible, Wave 2 data were
used for adolescent behavior so that female caregiver behavior was assessed at a previous
time point, and longitudinal data is recommended for testing mediation models (MacKinnon,
2008). However, for accurate data on the full sample, Wave 1 and 2 data were combined for
age of sexual debut and pregnancy and also for lifetime report of drug use since drug use
was relatively low in the sample over the past 6 months. Wave 1 was used in the few cases
of inconsistencies between Wave 1 and Wave 2. All other variables used in the analysis
were assessed at Wave 2.
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Maternal sexual behavior and substance use—Female caregivers reported their
sexual behavior and use of alcohol and illicit drugs on a parallel version of the ARBA.
Sexual risk behaviors assessed for female caregivers included early sexual debut (the same
scaled variable used for adolescents created from reported age of first vaginal or anal sexual
intercourse), teen pregnancy (before age 18), number of sexual partners in the past 6 months
(including both males and females), lifetime number of partners (including both males and
females), and having had a high risk sexual partner (defined as someone with an unknown
sexual history, an intravenous drug user, or a prostitute). Substance use variables for female
caregivers included frequency of alcohol use in the past 6 months and lifetime number of
illicit drugs used (including marijuana, crack, cocaine, amphetamines, ice, heroin, heroin/
cocaine mixed, heroin/speed mixed, non-prescription methadone, opiates/narcotics,
barbiturates, tranquilizers, psychedelics, or any other recreational drug; see table 1).
Lifetime number of illicit drugs was used to reflect overall substance use history rather than
current drug abuse or dependence, which might suggest a more acute problem. This variable
is not meant to identify or distinguish between substance abuse or substance dependence and
may include both casual and chronic, problematic use. Lifetime substance use also reflects
general female caregiver patterns of behavior that were potentially observed and modeled
throughout the girls’ lifetimes. Wave 1 data were used to assess maternal behavior.

Analyses
Statistical outliers (those more than 2 standard deviations higher than the mean) were
transformed to reflect the upper quartile. Zero count data were included in the analyses in
order to retain the largest sample size. Hypotheses were tested with bivariate correlations
and latent variable structural equation modeling (SEM) using Mplus 5.1. SEM tested the
measurement and structural models according to overall goodness of fit and examination of
specific parameter estimates (i.e., regression coefficients). Goodness of fit was evaluated
with multiple indices: the Chi-Square Test of Model Fit (χ2), the Comparative Fit Model
(CFI), the Tucker-Lewis index (TLI), the Root Mean Square Error of Approximation
(RMSEA), and the Weighted Root Mean Square Residual (WRMR). Individual factor
loadings (measurement model) and path estimates (structural model) were reported in the
form of standardized linear regression coefficients for continuous factor indicators or
dependent variables. Statistical significance was assessed with z-scores, and R2 provided a
measure of effect size. To address missing data, we used full information maximum
likelihood estimation, which minimizes bias and loss of power (Allison, 2003; Curran &
Hussong, 2003). Weighted least square parameter estimates were calculated using a diagonal
weight matrix with standard errors and mean- and variance-adjusted χ2 test statistics that
use a full weight matrix (WLSMV). WLSMV is appropriate for models with binary
variables and missing data (Muthen and Muthen, 1998–2007).

Results
Descriptives

Descriptive statistics are shown in Table 1; 40% (86) of the girls reported being sexually
active by Wave 2. Among the sexually active girls 12.6% (n=27) reported more than one
partner in the past 6 months, 23% (n=50) reported a high risk partner, 12.7 (n=27) %
reported always using a condom in the past 6 months, and 7% (n=15) reported having sex
while using substances in the past 6 months. A fourth of the adolescents reported using
alcohol at least once in past 6 months, and 23% (n=50) reported illicit drug use in their
lifetimes (22% one type of drug; 1% 2 or more types). Among female caregivers, mean
frequency of alcohol use was 4.45 times over the past 6 months. Just over half (54.1%,
n=147) of the female caregivers reported illicit drug use in their lifetime with 35.1%
reporting one type of drug (n=95) and 19% (n=52) of the sample reporting 2 or more drug
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types. More than a third of female caregivers (34.1%, n=91) reported becoming sexually
active before age 15, and slightly more than half (51.3%, n=135) reported teen pregnancy.

As shown in Table 2, there were some bivariate associations between female caregivers’ and
girls’ sexual behavior. Earlier female caregiver sexual debut was associated with girls
reporting more sexual partners, and more sexual partners reported by female caregivers in
the past 6 months was associated with girls’ early sexual debut, number of partners, and sex
while using substances. Interestingly, female caregiver teen pregnancy was negatively
correlated with teen pregnancy for girls. Female caregiver illicit drug use was associated
with girls’ number of partners, illicit drug use, and frequency of alcohol use.

Confirmatory factor analyses (CFA)
The original measurement model included five observed indicators of female caregiver
sexual risk (early sexual debut, teen pregnancy, past 6 month number of partners, lifetime
number of partners, and sex with a high risk partner), but early sexual debut (β = .31) and
teen pregnancy (β = .38) did not load strongly onto the latent factor and so were dropped
from the model. In addition, female caregiver frequency of alcohol use did not load strongly
on the latent factor with illicit drug use (β = .28), and therefore female caregiver alcohol use
and illicit drug use were split into separate observed variables. The final measurement model
included single observed indicators of female caregiver frequency of alcohol use, female
caregiver illicit drug use, and adolescent early sexual debut and latent variables for female
caregiver sexual risk (number of partners in past 6 months, lifetime number of partners, and
sex with a high risk partner), adolescent substance use (frequency of alcohol use and any
illicit drug use), and adolescent sexual risk (number of partners, high risk partners, sex while
using substances, and inconsistent condom use). The measurement model also included
bivariate correlations among the primary model variables (see Table 3). Fit indexes for the
CFA model were satisfactory: χ2 = 39.31, df = 16, p < .01; CFI = .94; TLI = .94; RMSEA
= .07; WRMR = .75. The significant chi-square is common even in good-fitting models with
sample sizes over 200, and the more important indicator of model fit is that the chi-square to
degrees of freedom ratio is under 3 (Kline, 1998). Factor loadings of the observed variables
on the latent constructs were all above .50 and statistically significant (p ≤ .001; see Figure
2). As shown in Table 3, correlations among the primary model variables were significant,
except for those between female caregiver illicit drug use and adolescent early sexual debut,
female caregiver illicit drug use and adolescent sexual risk, female caregiver frequency of
alcohol use and adolescent substance use, and female caregiver sexual risk and adolescent
early sexual debut.

Latent variable path analysis
A mediated path model specified female caregiver frequency of alcohol use and illicit drug
use as predictors of girls’ substance use, girls’ early sexual debut, and girls’ sexual risk.
Female caregiver sexual risk also predicted girls’ early sexual debut and sexual risk. In turn,
girls’ substance use predicted both early sexual debut and adolescent sexual risk behavior,
and early sexual debut predicted sexual risk (see Figure 1). Mediation was assessed
according to the criteria described by Baron & Kenny (1986) and tests of indirect effects
(MacKinnon, 2008).

Overall model fit was satisfactory: χ2 = 42.62, p < .01, df = 16; CFI = .93; TLI = .93;
RMSEA = .08; WRMR = .80. Statistically significant pathways are depicted in Figure 2 as
solid lines, and non-significant paths are indicated by dotted lines. This model explained
86% of the variance in girls’ risky sexual behavior. Female caregiver illicit drug use
predicted girls’ substance use (β = .37, p < .001), which in turn was associated with both
girls’ early sexual debut (β = .82, p < .001) and sexual risk (β = .51, p < .001). Although
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traditional criteria for mediation (Baron & Kenny, 1986) were not supported since the
bivariate relationship between female caregiver illicit drug use and adolescent risky sex was
non-significant, a significant indirect pathway from female caregiver illicit drug use to girls’
sexual risk, via girls’ substance use was indicated (β = .30, p < .001). Girls’ early sexual
debut was also associated with riskier sexual behavior (β = .24, p < .001), and an additional
indirect pathway from female caregiver illicit drug use through both girls’ substance use and
early sexual debut was supported (β = .05, p < .05). As predicted, female caregiver sexual
risk was also associated with girls’ sexual risk, although the relationship was very small in
magnitude (β = .18, p < .05). In addition, a direct relationship was revealed in this
multivariate model, whereby female caregiver illicit drug use was negatively associated with
girls’ early sexual debut (β = −.30, p < .01) and sexual risk behavior (β = −.23, p < .01).

Discussion
Findings from this study shed new light on how female caregiver behavior can influence
sexual risk taking and substance use among low-income, treatment seeking, urban African
American girls. Previous research shows that female caregivers exert substantial influence
on their daughters’ risk-related behaviors (Hutchinson & Montgomery, 2007). Our findings
provide modest support for a social learning effect in this sample of girls, but they also
suggest that mechanisms linking female caregivers’ and daughters’ risk behaviors may be
more complex than direct behavioral modeling.

As predicted, girls’ risk behavior reflected their female caregivers’ behavior – both
substance use and risky sexual behavior. These findings emphasize the influence of maternal
behavior on AA girls’ behavior and the importance of addressing female caregivers’
behaviors in efforts to reduce sexual risk in urban AA girls with histories of mental health
treatment. Our findings particularly highlight the role of substance use – both of girls and
their female caregivers -- in treatment-seeking AA girls’ sexual risk behavior. In our
multivariate analysis, the strongest relationships found linked girls’ substance use to early
onset of sexual intercourse and to riskier sexual behavior. In addition, female caregivers’
illicit drug use was indirectly linked to girls’ early sexual debut and sexual risk.

These findings indicate that substance use, including casual use, of both female caregivers
and girls should be addressed in clinical interventions to reduce sexual risk in mental health
treatment-seeking AA girls. Family based HIV prevention or sexual risk interventions often
target general health care, educational needs, or children’s mental health concerns (Richter,
Manegold, & Pather, 2004). Maternal sexual risk behaviors or illicit drug use are typically
not included in such interventions where the focus is on addressing negative sexual risk
outcomes in the adolescent. Family based therapies aim to intervene with youth during early
adolescence, prior to the initiation of sexual and drug risk-taking behavior (Bhana, McKay,
Mellins, Petersen, & Bell, 2010), but may not address either of these same risk behaviors in
female caregivers. Our findings are based on a sample of AA girls with mental health
problems, who may engage in higher rates of risky sexual behavior and overall substance
use than their peers (Brown, 1997; Donenberg & Pao, 2005; Donenberg, Emerson, Bryant,
Wilson, & Weber-Shifrin, 2001; Lamps, Sood, & Sood, 2008).

The National Household Survey on Drug Abuse (NHSDA) estimates that 10% of children
(more than seven million) in the US have at least one parent who is dependent on drugs or
alcohol, and 6% have at least one parent who needs alcohol or substance abuse treatment
(Conners, 2004). Children of substance users are at high risk for a variety of developmental,
biological, and behavioral problems, including becoming a drug or alcohol addict
themselves (Conners, 2004). However, the majority of studies assessing the impact of
alcohol and substance use on older children have focused on intact family units with an
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alcoholic father (Johnson, 1991). Few studies have examined the role of female caregivers’
illicit drug use or have considered the effects of casual substance use on adolescent risk
behavior. This study provides much needed insight into the potential role of general
maternal substance use for the development of AA girls who seek mental health treatment
and highlights risk associated with female caregivers’ drug use versus alcohol use in this
particular population.

Adolescent outcomes result from complex mediated pathways through which caregivers’
behavior histories both directly and indirectly predict child outcomes (Serbin & Karp, 2004).
Our findings support a direct transfer of risk from female caregivers’ drug use history to
girls’ current level of substance use. Girls’ substance use was, in turn, associated with early
and risky sexual behavior. These findings suggest that a cascade of risk may be initiated
from female caregivers’ substance use, whether or not it is severe enough to be labeled as
abuse or dependence, leading to girls’ substance use, followed by early adolescent sexual
debut and risky sexual behaviors.

A number of other factors may contribute to this pattern of intergenerational transmission of
HIV-risk, such as parent-child communication (Hutchinson, 2002), parenting style (Bonell
et al., 2006), parental monitoring (DiClemente et al., 2001), and maternal connectedness
(Aronowitz & Morrison-Beedy, 2004). Previously indentified parental influences on
adolescent substance use include low warmth (Nash et al, 2005), non-engagement/
involvement (Simons-Morton & Chen, 2005), inconsistency (Windle, 1996), and poor
monitoring (Dishion & Loeber, 1985). Family influence on adolescent drug use may also be
mediated by social environment factors (Stice & Barrera, 1995; Taylor & Repetti, 1997),
whereby teens whose parents abuse substances are more vulnerable to stress (Barrera et al,
1995) and tend to affiliate with substance-using peers (Wills et al, 1994). Lack of support,
rejection, and detachment from caregivers, common characteristics of homes with frequent
parental substance use, have also been associated with adolescent substance use (Barrera et
al, 1993). Similar patterns exist for adolescent sexual risk taking (Metzler et al, 1994).

Findings also support literature linking adolescent substance use and risky sexual behavior
(Cavazos-Rehg, 2010). Alcohol and illicit drug use may lead to risky sexual behavior due to
impaired judgment, poor decision-making, and associations with peers who use illicit
substances. Substance use debut and risky sexual behavior often emerge during adolescence
(Taylor & Repetti, 1997) and can have direct and indirect health consequences (e.g., HIV/
STIs, sleep disturbance, poor diet) (Donovan et al, 1991). Adolescent sexual decision-
making in an urban setting is complex and reflects a combination of social and
psychological factors (Paikoff, Parfenoff, Williams, & McCormick, 1997), especially in a
mental health population. The strong link between substance use and sexual risk may relate
to a “race-ethnic crossover effect” whereby AA youths are found to be at less risk of drug
and alcohol use relative to Caucasian or Hispanic teens, although they are at heightened risk
after age 35 (Watt & Rogers, 2007; Watt, 2008). Thus, AA girls who are involved in
substance use during adolescence may represent a particularly high risk population relative
to their peers, especially those seeking mental health treatment.

A surprising finding was revealed when multiple risk factors were taken into account in the
multivariate model. Female caregivers’ illicit drug use was also directly associated with less
sexual risk among girls. Although a clear pathway was revealed whereby female caregivers’
illicit drug use indirectly predicted sexual risk via girls’ own substance use, an alternate
pathway suggested that for some girls, more extensive caregiver drug use may actually be
associated with less risk if girls do not use substances themselves. Although this finding was
unexpected, it may be related to other hypotheses used to explain the race-ethnic crossover
effect. One theory suggests that familial characteristics are responsible for the protective
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effects seen in AA culture such as the role of religion and involvement of extended kinship
networks (French, Finkbiner, & Duhamel, 2002), and these protective factors may extend to
sexual risk even in some homes affected by caregiver drug use. It is also possible that illicit
drug use in female caregivers results in some AA girls taking on a more independent or
parental role within the family, thus, limiting opportunities for sexual risk. This unexpected
finding was consistent with the negative correlation found between teen pregnancy in female
caregivers and adolescent girls, and similar mechanisms may explain both. More
longitudinal research is needed to determine whether this pattern is unique to this particular
sample and what aspects of the family environment may explain it.

This study has a number of important strengths. In particular, we focus on low-income AA
girls, who are at disproportionate risk for STIs and HIV but have been neglected in research
on risk behavior and related family characteristics. Uniquely, we include a majority of
families in which the female caregiver considers herself a single parent. We employed a
longitudinal assessment and examined a multivariate path model including both direct and
indirect relationships.

Nonetheless, study limitations warrant careful interpretation of findings. First, lack of power
could account for some non-significant findings. Second, since the focus of this paper was
on connections between female caretakers’ and daughters substance use and sexual risk, we
did not examine the role of mental health symptoms. Although participant rates of
diagnosable mental health disorders as assessed by the DISC were low, the presence of
mental health symptoms likely play a role in the risk behaviors discussed here. Third,
retrospective self-reports of substance use and sexual behavior may be biased in favor of
social desirability. Moreover, retrospective recollections of age of sexual debut and lifetime
substance use may not be accurate, particularly for female caregivers. Fourth, results may
not generalize to non-African Americans, non-urban girls, or to girls who are not seeking
mental health services. Fifth, important differences in these relationships may exist for
biological and non-biological female caretakers. We did not examine differences because
the majority of caretakers (74%) were biological female caregivers. Sixth, it is possible, and
even likely, that reports of early sexual experience represent sexual abuse in at least some
cases. With the existing data, however, we cannot tease apart which cases were perceived as
voluntary or coerced, and this distinction is blurry regarding sexual experiences among
minors. In either case, our findings suggest that early sexual contact, regardless of whether it
is consensual or nonconsensual, appears to set the stage for later risky sexual behavior.
Seventh, since the focus of this paper was on female caregivers, we did not examine the
effects of peer influence on adolescent substance use, which likely influences sexual risk
taking behavior. Finally, in this study pre-natal effects of substance use on adolescent
behavior cannot be distinguished from effects of post-natal substance use.

Identification of maternal substance use as a risk factor may provide direction for family
oriented clinical intervention and prevention efforts for AA girls seeking mental health
services. These results support family based interventions focused on reduction of sexual
risk taking and substance use in both female caregivers and girls. Treating only the
adolescent while ignoring the influence of maternal behavior may not effectively reduce
sexual risk taking. In fact, most positive outcomes are short-lived for youth (Snitzman et al.,
2011) and by addressing maternal risk, benefits for youth may be sustained longer.
Interventions are needed that target both caregiver and adolescent substance use and sexual
risk taking and links between female caregivers’ and girls’ risk behaviors.
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Figure 1.
Hypothesized model linking female caregiver substance use to adolescent substance use,
early sexual debut, and sexual risk behaviors.
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Figure 2.
Structural equation model linking female caregiver substance use to adolescent early sexual
debut and adolescent sexual risk behaviors through adolescent substance use. Numbers
above the paths are standardized linear regression coefficients for continuous dependent
variables. Circles represent latent constructs, and rectangles represent observed variables.
***p<.001 (two tailed).
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