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Abstract
Purpose—African American adolescent females tend to initiate participation in sexual activity at
an earlier age than Caucasian adolescent females. Early initial participation in sexual activity is
associated with increased HIV risk. However, limited prospective data are available on the rate at
which African American adolescent females delay their initial participation in sexual activity. The
purpose is to determine low-income inner city African American adolescent females' survival or
continued non-participation in sexual activity over a 20-month period and to determine predictors
associated with survival.

Methods—A longitudinal quasi-experimental research design with multiple data collection
points was used. The convenience sample consisted of 396 African American females with a mean
age of 12.4 years (SD = 1.1 years) and their mothers. The adolescents completed questionnaires
assessing perceptions of maternal monitoring, HIV transmission knowledge, self-efficacy to refuse
sex, intention to refuse sex, and age. Their mothers completed questionnaires assessing perception
of maternal monitoring, safer sex self-efficacy, marital status, and educational level. At baseline,
the adolescents reported non-participation in sexual activity. Survival analysis was conducted to
determine the timing and predictors of sexual activity initiation for these adolescents.

Findings—Of the 396 adolescents, 28.5% did not survive; they participated in sexual activity
within the 20-month period. Predictors of non-survival were the adolescents' age, perception of
maternal monitoring, and intention to refuse sex.

Conclusion—Findings suggest interventions that increase maternal monitoring and adolescents'
intentions to refuse sex could be beneficial in delaying sexual activity.
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Introduction and Background
African American females accounted for 73% of the females between ages 13 and 19 who
were HIV infected (Centers for Disease Control and Prevention [CDC], 2006). These
infections were primarily transmitted through heterosexual contact (henceforth sexual
activity) (CDC). Compared to 3% of Caucasian females, 7% of African American females
initiate or have their first sexual activity before their 13th birthday (Grunbaum et al., 2004;
Eaton et al., 2008). Initiating sexual activity before age 13 has been associated with
increased risk for contracting HIV (Hall, Song, & McKenna, 2003). Sexual activity is
having vaginal, anal, and/or oral sexual intercourse.

The integration of Bandura's social cognitive theory (1982) and Fishbein and Ajzen's theory
of reasoned action (1975) suggests the importance of person and environmental variables in
explaining the timing of initiation of sexual activity. Both theories propose that behavior is
influenced by a reciprocal relationship between the person and her environment. Person
variables associated with initiation of sexual activity are the adolescent female's HIV
transmission knowledge, self-efficacy or confidence in her ability to refuse sex, intention or
plans to refuse sex, perception of maternal monitoring, and age. The environmental variables
include residing in a single parent home, and the mother's educational level, perception of
maternal monitoring and safer sex self-efficacy or confidence in her ability to practice safer
sex. The adolescent's intention to refuse sex has a direct, negative effect on initiation of
sexual activity and is a function of HIV transmission knowledge, self-efficacy to refuse sex,
perception of maternal monitoring, age and the environmental variables. HIV transmission
knowledge, self-efficacy to refuse sex, perception of maternal monitoring, age and the
environmental variables have indirect effects on sexual initiation through intention to refuse
sex.

HIV transmission knowledge, self-efficacy to refuse sex, perception of maternal monitoring,
age and the environmental variables can support or undermine intention to refuse sex as
indicated by the following longitudinal empirical evidence. HIV transmission knowledge
and self-efficacy to refuse sex was positively associated with intention to refuse sex for
African American adolescent females (Dancy, Crittenden, & Talashek, 2006). Intention to
refuse sex was positively associated with sexual abstinence for African American adolescent
females (Dancy et al.; O'Donnell, Myint-U, O' Donnell, & Stueve, 2003; Stanton et al.,
1996) and intention to participate in sexual activity was positively associated with
participation in sexual activity for African American adolescents (O'Donnell, O'Donnell, &
Stueve, 2001), South African adolescents (Mathews et al., 2009), and a mixed sample of
Caucasian, African American, Latino and Asian adolescents (Kinsman, Romer, Furstenberg,
& Schwartz, 1998). Additionally in their cross-sectional study, Dancy, Crittenden, and
Freels (2006) found a positive association between self-efficacy to refuse sex and sexual
abstinence for African American adolescent females.

Both cross-sectional (Dancy, Crittenden, & Freels; 2006) and longitudinal research (Dancy,
Crittenden, & Talashek, 2006; Mathews et al., 2008; Whitbeck, Yoder, Hoyt, & Conger,
1999) revealed that African American adolescent females (Dancy, Crittenden, & Talashek),
South African adolescents (Mathews), and Caucasian adolescents (Whitbeck et al.,) were
more likely to participate in sexual activity as they grew older and that their intention to
participate in sexual activity was positively associated with their growing older (Mathews et
al.; Dancy, Crittenden, Freels). However, African American adolescent females' intention to
refuse sex was positively associated with a reduction in their participation in sexual activity
regardless of their growing older (Dancy, Crittenden, & Freels). Lastly consistent with
longitudinal research (Mandara, Murray, & Bangi, 2003; Rosenthal et al., 2001), Dancy,
Crittenden, and Freels' cross-sectional research found that African American adolescent
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females' perceptions of maternal monitoring was negatively associated with their likelihood
of having participated in sexual activity. Other longitudinal studies found similar results for
African American adolescent males (Mandara et al.), Caucasian adolescent females
(Rosenthal et al.; Whitbeck et al), and Caucasian adolescent males (Whitbeck et al.).

The mother's effectiveness as a model and guide for her daughter's behavior may be
enhanced by her own safer-sex self-efficacy, but may be hindered by her socioeconomic
status, being a single parent or having low education. Low socioeconomic status, single
parenthood, and mothers' education have been associated with timing of sexual initiation.
Low socioeconomic status was positively associated with early participation in sexual
activity for African American and South African adolescents (Mathews et al., 2009). Both
cross-sectional (Felton & Bartoces, 2002) and longitudinal research (Whitbeck, Yoder,
Hoyt, & Conger, 1999; Wu & Thomson, 2001) indicated that residing in a single-parent
home was positively associated with early participation in sexual activity for Caucasian
adolescent males and females (Whitbeck et al.) and for African American females (Felton &
Bartoces; Wu & Thomson). However, Wu and Thomson found no association between
residing in a single parent home and sexual initiation for Caucasian adolescent females.
Lastly, Felton and Bartoces found no association between African American and Caucasian
adolescent females' sexual initiation and their mothers' educational level.

Few studies have used multiple data collection points prospectively to discern the timing of
sexual activity for African American adolescent females. A prospective approach with
multiple data collection points will provide less ambiguity about the timing of and predictors
(Burns & Grove, 2001) associated with sexual initiation for this at-risk population. Health
care providers can use this information to tailor interventions at the critical time when
African American adolescent females are likely to initiate sexual activity.

In the only prospective study found for African American females, McBride, Paikoff, and
Holmbeck (2003) disclosed that 11.7% of their sample of low-income African American
adolescent females initiated sexual activity over a two and a half year period. These
adolescent females, with an average age of 11 years at baseline, provided data on their
sexual activity at two time points: baseline and two and a half years later. With only two
data collection points, it is difficult to pin down the timing of sexual initiation for these girls.

More data have been available on sexual initiation for other ethnic groups. However, these
studies have typically collected data at a single point or separated by long intervals, making
it difficulty to discern the timing of sexual initiation. Meier (2003), Mcneely et al. (2002),
Whitbeck, Yoder, Hoyt, and Conger (1999) focused predominately on a Caucasian
adolescent population to determine the rate of sexual initiation. Meier and Mcneely et al.
collected data at baseline and a year later. Whitbeck et al. collected data at baseline and
yearly for two years. At baseline, Meier's sample of males and females were between the
ages of 15 and 18 years, Mcneely's et al. sample of females were 14 and 15 years, and
Whitbeck's et al. sample of males and females were in the 8th grade. Over a 12 month
period, 19% (Meier) and 15.8% (Mcneely et al.) of the adolescents experienced their first
sexual activity. Over a 24 month period, 26% (Whitbeck et al.) initiated their first sexual
activity. Mitchell et al. (2007) used a combination of retrospective and prospective data to
assess annually over a seven year period the rate of sexual initiation for American Indian
adolescents between 14 and 18 years at baseline. They found that the average age for first
sexual activity was 15.1 years.

Purpose
The purpose was to determine survival or continued non-participation in sexual activity over
a 20-month period for low-income inner city African American adolescent females who
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ranged in age from 11 to 14 years and who had not yet participated in sexual activity. The
specific research questions were: 1) how long did these adolescents delay participation in
sexual activity and 2) what predictors were associated with the timing of their initiation in
sexual activity? The dependent variable for this survival analysis was self-reported
participation in sexual activity collected at four time points over a 20-month period, which
allowed the discernment of the time of initiation of sexual activity prospectively. The
predictors of survival were the adolescent female's HIV transmission knowledge, self-
efficacy to refuse sex, intention to refuse sex, perception of maternal monitoring, and age;
her mother's perception of maternal monitoring, safer sex self-efficacy, marital status, and
educational level; and the participation in an HIV risk reduction program.

Methods
Research Design and Study Setting

The sample came from a larger study described in Dancy, Crittenden, and Talashek (2006)
that used a longitudinal quasi-experimental comparison group design of three intervention
groups. The Mother/Daughter HIV risk reduction (MDRR) intervention (Dancy et al.),
grounded in social cognitive theory and the theory of reasoned action, was a 6-week group
skill-building program designed to increase adolescent females' self-efficacy and intention to
refuse sex, delay in participation in sexual initiation and, if sexually active, to increase
intention to use condoms and condom use. In the MDRR intervention, mothers were taught
to deliver the HIV risk reduction content to their daughters. The MDRR intervention was
compared to two control groups: the Health Expert HIV Risk Reduction (HERR)
intervention where the HIV risk reduction content was delivered by the research staff and
the Mother/Daughter Health Promotion (MDHP) intervention where mothers were taught to
deliver content related to healthy eating and exercise to their daughters (Dancy et al.).

The study took place in poor African American communities in the Chicago metropolitan
area. In these communities, 66% to 81% of the residents had income below the poverty line
and 64% to 89% of the households were headed by females (City of Chicago Department of
Public Health [CDPH], 2000a & b). The three communities ranked in the highest quintile of
Chicago communities in AIDS prevalence (CDPH, 2000b). Since 2000, the Chicago
prevalence rate for HIV infection has consistently been highest among African Americans;
56.9% of all HIV infected individuals were African Americans (Chicago Department of
Public Health, 2008).

Sample
The convenience sample for this study consisted of 526 African American adolescents who
met these selection criteria at baseline: aged 11 to 14 years, residing with their mothers, and
their mothers reporting income below the federal poverty line (Dancy, Crittenden, &
Talashek, 2006). Mothers were defined as legal guardians that included biological mothers,
grandmothers, and adopted mothers. Of the 526 adolescents, 47 (8.9 %) reported at baseline
(T1) that they had participated in sexual activity and were eliminated from the analysis.
Eighty-three (17.3%) of the remaining 479 adolescents were lost to follow-up at the
immediate post test (T2), resulting in a sample of 396 adolescents for whom we tracked
survival. Attrition was due to participants moving and to lack of interest. Using t-tests and
chi-square tests, we compared adolescents and mothers who were lost to follow up at T2
with those remaining in the study at T2. The tests showed no significant differences on
demographic characteristics, except in education completed by the mothers. Mothers lost to
follow-up were more likely to report trade school or an associate degree; those continuing in
the panel were more likely to report high school or GED. Given that trade school might or
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might not have required high school or equivalent as a prerequisite, we did not deem this as
an important difference between the two groups. See Table 1.

Procedure
The University of Illinois at Chicago Office for Protection of Research Subjects approved
this research project. Written consent and permission for participation in research was
obtained from each mother and written assent to participate was obtained from each
adolescent. Survival was tracked from the immediate post test (T2) until 20-months from
baseline (T1) with data collected approximately every six months (T3 to T5). To afford
maximal privacy, the Adolescent Questionnaire and the Mother Questionnaire, presented
below, were conducted at each of the five time points with the audio computer-assisted self
interview (A-CASI). Adolescents and their mothers were recruited over a two year period
between 2002 and 2004 and data were collected between 2002 and 2007.

Instruments
The Adolescent Questionnaire consists of several scales: maternal monitoring, HIV
transmission knowledge, self-efficacy to refuse sex, and intention to refuse sex. The
questionnaire also has a single reported sexual item and a series of adolescent demographic
questions. The Mother Questionnaire includes the maternal monitoring scale, the safer sex
self-efficacy scale, and the mother demographic questions. The Adolescent and the Mother
Questionnaires have been described extensively in previous publications (Dancy, Crittenden,
& Talashek, 2006; Dancy, Crittenden, & Freels, 2006) and will be briefly covered below.

The maternal monitoring scale—The maternal monitoring scale (Steinberg, Lamborn,
Dornbusch, & Darling, 1992; Steinberg, Lamborn, Darling, Mounts, & Dornbusch, 1994)
with a Cronbach's alpha of 0.78 measures the adolescent's perceptions of how much her
mother knows and tries to know what she does and where she is at night and after school. Its
six items have a 3-point Likert format: mother doesn't know, knows a little, knows a lot; or
mother doesn't try, tries a little, and tries a lot. It is computed as a rounded mean of the six
items. Because it is highly skewed, we dichotomize the scale as a lot (=1) versus a little or
less (=0).

The HIV transmission knowledge scale—The HIV transmission knowledge scale
assesses awareness of the likelihood of acquiring HIV transmission through different types
of behaviors, for example, sex with multiple partners, sex with someone with HIV, and
using drug. It consists of seven items with a 4-point Likert format: very likely, somewhat
likely, somewhat unlikely, and very unlikely. These items are summed and scored from
most correct (4) to least correct (1). Its Cronbach's alpha is 0.84.

The self-efficacy to refuse sex scale—The self-efficacy to refuse sex scale (Stanton et
al., 1995), has two dichotomous agree/disagree items that assess the adolescent's confidence
in her ability to say no to sex. Its Kuder-Richardson reliability is 0.61.

The intention to refuse sex scale—The intention to refuse sex scale measures the
adolescent's plans to decide not to have sex and to stick to her decision to say no to sex
using four dichotomous agree/disagree items. It is a count of agree responses and its Kuder-
Richardson reliability is 0.85.

Sexual activity—A single self-reported sexual participation item asks, “Have you had
vaginal, anal and/or oral sex?” A value of 1 is assigned to yes responses and a value of 0 is
assigned to no responses. To assure that the adolescents understand what information is
being requested, the question is followed by these definitions of vaginal, anal, and oral sex.
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Vaginal sex is the boy's private part enters the girl's private part; anal sex is the boy's private
parts enters the girl's butt, and oral sex is the girl's mouth touches the boy's private part or
butt or the boy's mouth touches the girl's private part or butt. This single item provides a
broad assessment of all three types of sexual intercourses, which is imperative given that all
or any one of these types can enhance risk for sexually transmitted illnesses. Demographic
questions ask information about the adolescent's age, grade level, and grade earned.

The Mother Questionnaire includes the maternal monitoring scale, the safer sex self-efficacy
scale, and demographic questions. The maternal monitoring scale assesses the mother's
perception of how much she knows and tries to know what her daughter does and where her
daughter is at night and after school. It has the same number of items and is scored similarly
to the adolescent's maternal monitoring scale. The Cronbach's alpha is 0.84.

The safer sex self-efficacy scale—The safer sex self-efficacy scale consists of three
dichotomous (yes/no) items reflecting her own confidence in her ability to refuse
unprotected sex, to decide not to have sex without a condom, and to stick with such a
decision. The Kuder-Richardson reliability for the scale is 0.86.

Demographic questions ask about the mother's age, highest grade completed, employment
status, monthly income, receipt of welfare assistance, marital status, and number of children.
All mothers, except those mothers of adolescents in the HERR control group, that was
taught by the research staff, complete the Mother questionnaire at each time point. The
mothers of adolescents in the HERR group complete only the demographic questions at T1.

Analysis of Data
In the equation for predicting survival, intervention group assignment was represented by
two dummy variables. The demographic predictors assessed at T1 were adolescents' age and
mothers' marital status (currently married versus not married) and educational level (high
school or equivalent versus less than high school). We subtracted adolescents' actual age at
T1 in months from age in months at subsequent data collection points to determine the time
elapsed in months for the survival curve. All scale predictor variables were assessed at T2.
These predictor variables included adolescents' perception of maternal monitoring, HIV
transmission knowledge, self-efficacy to refuse sex, and intention to refuse sex and mothers'
perception of maternal monitoring and safer sex self-efficacy. The mother's maternal
monitoring scale and the safer sex self-efficacy scale served as predictors in the survival
analysis for mothers in the MDRR and MDHP interventions. Also, intervention group
assignment represented by two dummy variables was used as a predictor of survival.

First we determined the trajectory of survival probabilities over time. Then we estimated
proportional hazard models with Cox regression to determine the predictors for this
trajectory (Collett, 1999; Kleinbaum, 1996). We introduced the predictors in three blocks
representing causal order according to the theoretical perspective, to generate three models
for survival during the 20-months from baseline. Predictors in earlier blocks might influence
those in later blocks, but not vice versa. The first model included as predictors the
adolescent's age at T1, the mother's marital status and education, and intervention
assignment. It was estimated after testing for the viability of the proportional hazard
assumption. The second equation added the adolescent's perception of maternal monitoring,
HIV transmission knowledge and self-efficacy to refuse sex, and the mother's report of
maternal monitoring and safer sex self efficacy. The third equation added the adolescent's
reported intention to refuse sex.

Initially we generated two sets of preliminary models. For the entire sample, the second and
third models included only scales for the adolescent. Then, limiting the analysis to the
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participants in the mother-daughter interventions, we repeated the models to include in the
second and third models the scales for the mother. Lastly, we generated final models that
included only those predictors with p-values for coefficients <0.05.

Results
At baseline, the 396 adolescents ranged in age from 11 to 14 years with a mean age of 12.4
years (SD = 1.1) and had a mean grade level of 6.6 (SD = 1.2) with a range of 4th to 10th

grade. Mothers ranged in age from 22 to 76 years with a mean age of 40.4 years (SD = 10.2)
and 24.6% reported being married. Nearly 20% had less than a high school education and
approximately 80% reported a monthly income of less than $1,500. Please see Table 1 for
additional demographic characteristics. Descriptive data for each scale predictor are
presented in Table 2.

Survival, Non-Initiation of Sexual Activity
The majority of the adolescents in the sample survived the 20-month period without
initiating sexual activity. Of the 396 adolescents who had not initiated sexual activity at
baseline, 28.5% (n=113) did so within 20 months. Figure 1, panel A, shows the steadily
decreasing probability of survival over the 20-month period.

Predictors of Survival, Non-Initiation of Sexual Activity
Table 3 shows the significant predictors in the three models for survival during the 20-
month period. Because no environmental variables predicted survival, only the models for
the entire sample are presented. Intervention assignment also did predict survival. The age of
the adolescent was the strongest predictor of survival in model 1 and was the strongest
predictor in all the models. The younger the adolescent was at baseline, the greater her
probability of not initiating sexual activity. Non-survival increased with adolescent's age. By
the end of the 20 months, 39% of the 14-year-old adolescents had participated in sexual
activity, compared to 14% of 11-year-olds, 27% of 12-year-olds, and 37% of 13 year-olds.
See Table 4 for the survival distribution for each time point by adolescent's initial age.
Initiating sexual activity started between three and nine months and continued through 20
months. The adolescent's perception that her mother monitored her activities was a
significant predictor in models 2 and 3. Adolescents who perceived more maternal
monitoring survived longer without initiating sexual activity. The adolescent's HIV
transmission knowledge and self-efficacy to refuse sex did not predict survival, but her
intention to refuse sex at T2 was positively related to survival. Figure 1, panel B, displays
the survival distributions by the adolescent's initial age.

Conclusions and Discussion
Over a 20-month period, the survival analysis revealed that for the total sample of low-
income African American adolescent females, 28.5% experienced initiation of sexual
activity. Although the majority of the adolescent females in this longitudinal prospective
research continued to delay the initiation of sexual activity, the non-survival of a little over a
quarter of all the adolescents was alarming. It was even more alarming per age group: more
than a third of the 13 and 14 year old adolescents and a little over a fourth of the 12 year old
adolescents initiated sexual activity. These rates in this study reflected a more extensive and
comprehensive perspective and assessment of sexual activity as including vaginal, anal, and/
or oral sexual intercourse, which may provide a more accurate reflection of reality. While
most studies have focused exclusively on vaginal sex, this exclusive focus may not reflect
these adolescents' true risk. Though these rates were higher than rates reported for an older
adolescent Caucasian population that focused primarily on vaginal sexual intercourse
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(Meier, 2003; Mcneely et al., 2002), these rates were consistent with the report that African
American females, compared to Caucasian females, were more likely to have their first
sexual activity before their 13th birthday (Grunbaum et al., 2004). Our 11 year old
adolescents had a similar sexual initiation rate as those African American adolescent
females with a mean age of 11 years in the prospective study conducted by McBride,
Paikoff, and Hombeck (2003).

This longitudinal prospective examination of the initiation of sexual activity revealed never
before reported data on the timing of sexual initiation for African American adolescent
females. For the 12, 13 and 14 year old adolescents in our sample, initiation of sexual
activity began within three to nine months and continued through 20 months. These low-
income African American adolescents starting at age 12 years were very vulnerable to early
initiation of sexual activity. Residing in low-income inner city neighborhoods has been
associated with early initiation of sexual activity (Ramirez-Valles, Zimmerman, & Juarez,
2002) and with assuming adult roles at an early age for African American adolescents
(Hamburg, 1997; Doswell, Millor, Thompson et al. 1998). In addition, CDC (2008) reported
that poverty has and continues to play a decisive role in African American females'
increased HIV risk.

Predictors of initiation of sexual activity were the adolescent's perception of maternal
monitoring and intention to refuse sex. In their comprehensive review of 69 research studies
that focused on adolescent sexual behavior, Buhi and Goodson (2007) found that weak
environmental restraints were consistently reported as a predictor for initiating sexual
activity. Weak environmental restraints were defined as the lack of parental monitoring that
permits adolescents to spend considerable time alone with the opposite sex. Additionally,
qualitative studies have revealed that adolescents perceived lack of parental monitoring and
being home alone as risk factors for initiation of sexual activity and for engaging in sexual
activity (Dancy, Kaponda, Kachingwe, & Norr, 2006; Dancy, 2003; Dancy, 1999). Buhi and
Goodson also found that intention was the most consistently and stable reported predictor of
initiating sexual activity for adolescents.

HIV transmission knowledge, self-efficacy to refuse sex, living with a single mother and
mother's educational level were not predictors of sexual initiation. Similar to cross-sectional
research (Bachanas et al., 2002) and longitudinal research (O'Donnell, Myint-U, O'Donnell,
& Stueve, 2003), we found that HIV transmission knowledge and self-efficacy to refuse sex
were not predictors of sexual initiation. This is not surprising given that knowledge alone
has not been sufficient to predict behavior (Fisher, Misovich, & Fisher, 1992; Kirby, 1992).
Though HIV transmission knowledge has predicted intention to refuse sex (Dancy,
Crittenden, & Talashek, 2006), knowledge without skills is insufficient for behavioral
change and maintenance (Fisher, Misovich, & Fisher, 1992; Kirby, 1992). Self-efficacy to
refuse sex at T2 was not a predictor for initiation of sexual activity, even before intention to
refuse sex was added to the model. Thus, in contrast to the results of the retrospective study
of Dancy, Crittenden, and Freels (2006), self-efficacy to refuse sex did not affect survival
indirectly through intention to refuse sex. Future research should incorporate self-efficacy as
a time-varying predictor of survival. In regards to living with a single mother and mother's
educational level, we strongly suspect that the homogenous nature of our low socioeconomic
status sample accounted for the lack of predictive power. Additional prospective research is
needed given that cross-sectional data (Felton & Bartoces, 2002) and retrospective data (Wu
& Thomson, 2001) have yielded a positive association between African American
adolescent females' initiation of sexual activity and living with a single mother. This
additional research should focus on a heterogeneous sample representing African American
adolescent females and their mothers from multiple socioeconomic levels with diverse
educational statuses and living arrangements. Even though our prospective data were similar
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to cross sectional data (Felton & Bartoces) that revealed that adolescents' mothers' education
was not a significant predictor of the adolescents' sexual initiation, additional prospective
research on a heterogeneous sample would provide further credence for this finding.

Implications
Health care providers need to be cognizant of our results indicating that low-income African
American adolescent females are at increased risk for early initiation of sexual activity and
that maternal monitoring, as perceived by the adolescent, can help adolescent females delay
initiation of sexual activity. Similar to the MDRR HIV risk reduction intervention, other
mother-adolescent HIV prevention interventions (DiIorio et al., 2006; Wu et al., 2003;
Stanton et al., 2004) have not been successful in helping adolescents delay initiation of
sexual activity. While our prospective survival results underscore the critical importance of
maternal monitoring, these HIV risk reduction interventions have typically not included
maternal monitoring as an essential component. Including strategies in sex education and
HIV risk reduction interventions to promote effective maternal monitoring may prove to be
beneficial for adolescents. Future research is needed to explore the efficacy of maternal
monitoring in delaying initiation of sexual activity.

Limitation
The self-report of sensitive information related to sexual behavior is a limitation. However
with the use of A-CASI, maximal privacy was provided in the report of sexual information.
In use with African American children between the ages of 9 and 15 years, compared to
face-to-face interviews, the A-CASI was found to be more effective in eliciting honest
reports about sexual activity (Romer et al., 1997). In addition, the A-CASI elicited less
response bias than self-administered questionnaires (Gribble, Miller, Rogers, & Turner,
1999). The use of a single item to measure sexual activity may be a limitation. A single item
measure reduces the ability to determine internal consistency of the measure (Nagy, 2002).
Lastly, another limitation is the inclusion of adolescents who received the HIV risk
reduction content. However, this limitation is minor given the fact that the HIV risk
reduction content had no effect on the initiation of sexual activity.

Conclusion
Low-income African American adolescent females beginning at age 12 are at risk for
initiating sexual activity and are more inclined to initiate sexual activity as they age. Future
research should focus on the exploration of the essential components of neighborhood
programs designed to enhance adolescents' HIV risk reduction behaviors. These programs
should be culturally sensitive and age specific HIV risk reduction interventions that enhance
adolescents' intention to refuse sex and parental monitoring of adolescents' behaviors and
whereabouts.
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Figure 1.
Distribution of survival from sex initiation over 20 months for African American adolescent
females (product-limit estimate curve). Panel A: Survival probabilities for the entire sample
(N=396). Panel B: Survival probabilities by age at T1.

Dancy et al. Page 13

Womens Health Issues. Author manuscript; available in PMC 2013 July 22.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Dancy et al. Page 14

Table 1
Descriptive characteristics comparison (Subjects in panel at T2 versus lost to T2 follow-
up)

African American adolescent females Subjects at T2
(N=396)

T1 Subjects Lost to T2 Follow-up
(N=83)

P

Age at T1 (Base = 396) (Base=83)

 Range 11 to 14 years 11 to 14 years N.S.b

 Mean (SD) 12.4 (1.1) 12.3 (1.1)

Grade level at T1 (Base=396) (Base=83)

 Range 4th to 10th 4th to 9th N.S.b

 Mean (SD) 6.6 (1.2) 6.6 (1.1)

Grade earned at T1 -- % (Base=391) (Base=82)

 As 29.4 24.4 N.S.c

 Bs 45.5 43.9

 Cs 22.0 29.3

 Ds 2.3 1.2

 Fs 0.8 1.2

Mothers (N=396) (N=83)

Age at T1 (Base=396) (Base=83) N.S.b

 Range 22 to 75 year 22 to 76 year

 Mean (SD) 40.4 (10.2) 39.1 (10.7)

Number of Children at T1 (Base=396) Base=83)

 Range 1-14 1-12 N.S.b

 Mean (SD) 3.6 (2.2) 4.0 (2.4)

Marital Status at T1 -- % (Base=396) (Base=83)

 Married 24.6 16.9 N.S.c

 Never Married 45.3 59.0

 Separated/Divorce 22.3 16.9

 Widowed 7.6 7.2

 Missing 0.2 0.0

Highest Grade Completed at T1 -- % (Base=395) (Base=83)

 Less than 12th grade 19.8 19.3 <0.05c

 Completed 12th or GED 38.3 28.9

 Trade School 29.2 33.7

 Associated Degree 7.1 14.5

 Bachelor 2.5 2.4

 Master 3.1 1.2
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African American adolescent females Subjects at T2
(N=396)

T1 Subjects Lost to T2 Follow-up
(N=83)

P

Employment at T1 (Base=389) (Base=79)

 Employed Full or Part Time -- % 54.2 51.9 N.S.c

Monthly Income at T1 -- % (Base=362) (Base=81)

 Less than $500.00 27.6 29.6 N.S.c

 $500.00 - $1,499.00 53.0 52.1

 $1,500.00 or more 19.4 18.3

Receiving Welfare Assistance at T1 --%a (Base=396) (Base=83) c

 Public Aid or TANF 13.2 13.1 N.S.

 Food Stamps 48.3 54.2 N.S.

 Disability or SSI 18.7 19.3 N.S.

 Social Security 12.4 14.5 N.S.

 Unemployment Benefits 5.8 7.2 N.S.

 Medicaid 39.7 48.2 N.S.

 Medicare 27.8 27.7 N.S.

 None 30.8 28.9 N.S.

Group Assignment for Mothers and Daughters (Base 396) (Base 83)

 MDRR 32.1 31.3

 MDHP 33.6 42.2 N.S.

 HERR 34.3 26.5

a
Overlapping percentages will not sum to 100.

b
Two-tailed t-test.

c
Chi-square test.
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Table 2
Ranges and means of scale predictor variables at T2

African American adolescent females

HIV transmission knowledge

 Range 7 to 28

 Mean (SD) 22.8 (5.3)

Perception of maternal monitoring

 Range 0 to 1

 Mean (SD) 0.83 (0.4)

Self-efficacy to refuse sex

 Range 0 to 2

 Mean (SD) 1.5 (0.7)

Intention to refuse sex

 Range 0 to 4

 Mean (SD) 3.2 (1.3)

Mothers

Maternal monitoring scale

 Range 2 to 3

 Mean (SD) 2.9 (0.2)

Safer sex self-efficacy scale

 Range 0 to 6

 Mean (SD) 4.8 (1.9)
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Table 4
The survival probability of African American adolescent females not having sex within 20
months by months (time point) and initial age group

Time interval in Months (Time point) Age11 (N=104) Age12 (N=110) Age13 (N=110) Age14 (N=73)

0 (T1) 1.00 1.00 1.00 1.00

3 (T2) 0.99 0.98 0.97 0.97

9 (T3) 0.93 0.90 0.87 0.87

15 (T4) 0.87 0.83 0.78 0.75

20 (T5) 0.86 0.73 0.63 0.61
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