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African American men who have sex with men
(MSM) have disproportionately high rates of
HIV. African American MSM are being diag-
nosed with HIV or AIDS at more than twice the
rate of White or Hispanic MSM,1 yet the
individual-level risk behaviors of African
American MSM do not explain the disparities in
infection rates.2---4 It is important to examine
the social context of African American MSM to
help explain these disparities and to develop
appropriate preventive interventions.

One particularly noteworthy avenue for
approaching HIV prevention among African
American MSM is the context of the House and
Ball communities. Houses and Balls have a long
history in the African American community.5

Presently, “Balls” can be characterized as un-
derground social events that reward individ-
uals who win competitions focused on dance,
athletics, and gender expression. “Houses” are
structured groups of individuals, led by a
“mother,” “father,” or both, that compete
against each other during Balls.6 Balls and
Houses function as different entities yet work
together in forming the vibrant community
often known as the “Ballroom” or “Ball scene.”

House and Ball communities are present in
cities such as Los Angeles and Oakland, Cal-
ifornia; Atlanta, Georgia; Chicago, Illinois;
Philadelphia, Pennsylvania; Baltimore, Mary-
land; New York, New York; and Washington,
DC.7 Yet relatively little research exists to
describe the health and risk behaviors of in-
dividuals who participate in Houses and Balls.
The few studies reporting HIV prevalence
estimates among these communities have sug-
gested that HIV is highly prevalent among
House and Ball participants in Baltimore and
New York,8 with HIV infection rates in New
York potentially as high as 20%.6,9

A connection to the gay community has
been well established as an important factor in
understanding HIV risk behavior among
MSM10; for African American MSM, who may
experience rejection from the broader gay

community because of their race,11 a connec-
tion to similar peers in the House and Ball
community may be particularly salient.12 As an
underground community, the House and Ball
scene serves social as well as entertainment
functions. Social support is an integral part of
Houses and Balls,7,13 and social networks fre-
quently form among House members, although
these networks may vary in composition, size,
and organization. Social network members
may exert a direct influence on individuals’
behavior and an indirect influence via individ-
uals’ perceptions of their network members’
attitudes and behaviors. For example, lower
HIV risk behavior among African American
MSM has been associated with perceived social
norms that support condom use, even when
network members did not use condoms them-
selves.14 Additionally, strong associations have
been shown of self-reported condom use with
perceptions of friends talking about condoms,
using condoms, and encouraging others to use
condoms.15

Social network analyses can help to elucidate
such social influence processes on risk and
protective behavior,16 and social network

approaches have previously been used to un-
derstand HIV risk in other populations.17,18

Although the strongest source of influence is
generally found between direct ties, including
sexual partners, the degree of social influence
carried by a network member may also be
linked to social roles and in-group status.19

Because in-group members are more influen-
tial, their behavior may exert a greater impact
on a group member’s health choices than does
similar behavior from out-group members.

Because of the importance of social net-
works in the House and Ball community and
the role of social processes, particularly among
cohesive in-groups, in determining health be-
havior, we investigated the interplay between
characteristics of community members’ social
networks and their own health behavior
choices. We examined the roles of relation-
ships, House membership, and perceived in-
fluence of social network members on sexual
risk behaviors. We hypothesized that House
members would be more likely to use condoms
to protect their in-group. We further hypothe-
sized that having sexual partners who were
House members—and thus, per the first
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hypothesis, likely to use condoms to protect
their in-group—would also protect against sex-
ual risk but only when those sexual partners
were reported to be highly influential.

METHODS

Participants were 233 men recruited at
House and Ball events in Los Angeles between
February 2009 and January 2010 as part of
the African American Young Men’s Study.20

House and Ball community members were
eligible to participate if they attended an event
during the study period and had not previously
participated in the research survey. We mod-
eled sampling procedures after the Young
Men’s Study, with venue selection and partici-
pant recruitment adapted for the target com-
munity after extensive community outreach.21

We categorized recruitment venues into 3
types: Balls, House meetings, and community
events. Events and venues included in the
sampling frame had at least a 2-hour period,
with an expected yield of at least 4 House and
Ball community members. We created private
survey areas at Balls and other events using
portable “voting booths” designed for the pro-
ject. Sampling periods typically occurred dur-
ing late night or early morning hours. Study
staff approached persons who entered the
designated venue to assess eligibility. Eligible
persons were escorted to the private survey
booths to complete the data collection activity.
Participants completed a 30- to 45-minute
audio, computer-assisted self-interview survey
on site. For persons younger than 18 years, we
obtained a waiver of parental permission.
Participants received a $40 incentive for com-
pleting this survey. A full description of the
study, including community outreach efforts
and sampling and survey procedures, has been
previously published.20

We asked participants to report on a variety
of demographic variables, including age, race/
ethnicity, and multiethnic status (1 =multiethnic,
0 = otherwise). We operationalized current
House membership as a binary variable (1 =
current House member, 0 = not a current mem-
ber). An additional binary variable represented
a history of sexually transmitted infection (1 =
ever diagnosed with any sexually transmitted
infection, 0 = never diagnosed with any sexually
transmitted infection), and a continuous variable

represented total number of sexual partners in
the past 3 months.

We asked participants to list up to 10
members of their social networks. Respondents
first named up to 5 people who provided
emotional support or tangible support (mone-
tary assistance) and with whom they attended
Balls; they then named up to 5 additional
people with whom they had had sex in the past
3 months and indicated whether any of the
social network members they had previously
listed were also sexual partners in the past 3
months. We first operationalized main effects
of social network variables on the network
member level and then aggregated them to the
participant level as follows: we contrast-coded
(1 = yes, –1 = no) “network sexual partner-
ship,” which represented whether the partici-
pant had had sex with the network member
within the past 3 months in the network-level
data. We then aggregated this variable by
mean to the participant level, giving each
participant a score representing the percentage
of his social network with whom he had re-
cently had sex. We similarly contrast-coded
(1 =House member, –1 = nonmember) “net-
work House membership,” which represented
whether the network member was a House
member and aggregated this by mean to the
participant level, giving each participant a score
representing the percentage of his social net-
work who were currently House members.
“Network influence” was a single measurement
of how influential the participant believed each
network member was in his life, originally on
a 1 (no influence) to 10 (most influential)
scale. We first standardized this score (new
range = –2.18---0.97) and then aggregated it by
mean to the participant level, yielding a mean
standardized influence score for each partici-
pant that described how influential, on average,
that participant’s social network was compared
with other participants in the study.

We similarly computed 2- and 3-way in-
teractions between social network variables
first at the network level and then aggregated
by mean to the participant level. Specifically,
we multiplied the contrast codes representing
network members’ sexual partnership and
House membership by each other and by the
continuous influence variable at the network
level; we then aggregated these products by
mean to the participant level. This yielded

three 2-way interaction scores (sexual
partnership · House membership, sexual
partnership · influence, and House
membership · influence) and one 3-way in-
teraction score (sexual partnership · House
membership · influence) per participant.

Finally, we asked participants how fre-
quently they had used condoms during vaginal,
anal receptive, or anal insertive sex during the
past 3 months; response options included
never, less than half the time, half the time,
more than half the time, and all the time.
We operationalized high-risk sex as a binary
indicator of inconsistent condom use (1 =
inconsistent condom use, defined as any fre-
quency less than all the time; 0 = consistent
condom use or no sex) during any penetrative
sex act over the past 3 months. We conducted
all analyses using IBM SPSS Statistics version
19 (SPSS, Inc, Chicago, IL).

RESULTS

Descriptive statistics for participant demo-
graphic, social network, and sexual risk infor-
mation are summarized in Table 1. We used
logistic regression to model the effects of social
network sexual partnership, House member-
ship, and influence as well as their interactions
on high-risk sex. Because the sample was
overwhelmingly African American (83%), we
did not include race as a covariate but instead
included whether the participant considered
himself multiethnic. Participant’s age was not
significantly associated with high-risk sex, and
we dropped it from the final model. Total
number of sexual partners was associated with
high-risk sex on the bivariate level (t [71] =
2.282; P< .05) but did not remain significant
after controlling for other participant-level and
social network variables, and we also removed
this from the final model.

The final model predicting high-risk sex,
presented in Table 2, displayed good fit
(Hosmer and Lemeshow c2[8] = 10.51, ns)
and explained 19.3% of the estimated variance
in participants’ engagement in high-risk sexual
activity over the prior 3 months. Significant
participant-level risk factors for high-risk sex
included being multiethnic (odds ratio [OR] =
2.280; 95% confidence interval [CI] = 1.150,
4.519; P< .05) and previous diagnosis with any
sexually transmitted infection (OR = 2.334;

RESEARCH AND PRACTICE

February 2014, Vol 104, No. 2 | American Journal of Public Health Schrager et al. | Peer Reviewed | Research and Practice | 327



95% CI = 1.161, 4.693; P< .05). Current
membership in a House was protective against
high-risk sex (OR = 0.382; 95% CI = 0.189,
0.771; P< .01).

Having more sexual partners in one’s social
network was associated with a nearly 5-fold
increase in the odds of high-risk sex (OR =
4.76; 95% CI = 1.370, 16.547; P< .05). The
number of social network members in Houses
was not by itself a significant predictor of
high-risk sex, nor was the average influence

rating of the network. However, a significant
3-way interaction between network sexual
partnership, network House membership, and
influence did emerge (OR = 0.376; 95% CI =
0.151, 0.936; P< .05). As depicted in Figure 1,
the main effect of network sexual partnership is
evident in this 3-way interaction; so having
fewer recent sexual partners in one’s social
network was associated with lower sexual risk
across the other variables. However, among
those with more sexual partners in their social

networks, who those partners were appeared to
matter: the greatest risk was associated with
sexual partners who were highly influential but
not members of Houses. Comparatively, high-
influence House members were associated
with less high-risk sex among participants with
more sexual partners in their network. Partic-
ipants whose sexual partners were House
members but low influence were also at in-
creased risk for high-risk sex, suggesting that
choosing House members as sexual partners is
not protective across the board. Rather, the
protective effects of partnering with a House
member were proportional to the amount of
influence that sexual partner exerted.

To further understand this effect and check
for possible alternative explanations, we con-
ducted a series of supplementary analyses
investigating the distribution of sexual partners,
House members, and influence among partici-
pants’ social networks. Men in the broader
House and Ball communities did not appear
to be preferentially selecting House members
as sexual partners (c2[1] = 0.166, P = .68).
Furthermore, the total number of sexual
partners in the past 3 months did not differ
by House membership (t [231] = –1.107,
P = .27), nor did network members’ influence
(t[515] = –0.060, P= .95). Thus, the lower
sexual risk associated with influential House
members does not appear to be an artifact of
more House members in the network or of
these members automatically carrying more
influence as a result of their involvement in
the House and Ball community.

DISCUSSION

We studied a sample of young men in
a predominantly African American, MSM
community who attended House and Ball
events in Los Angles. Consistent with previous
research in other communities, a history of
sexually transmitted infection and a greater
number of sexual partners (particularly inside
the social network) were significant risk factors
associated with recent high-risk sexual activity.
We also found multiethnicity to be an impor-
tant risk factor for high-risk sex. This result is in
line with other research that has found multi-
ethnicity to be a predictor of early sexual
debut22; however, little is known about the role
of multiple ethnicities in sexual minority

TABLE 1—Descriptive Statistics: African American Young Men’s Study, Los Angeles, CA,

February 2009–January 2010

Variables No. (%) or Mean 6SD

Participant demographics

Age, y (range = 17–53) 23.56 66.03

17–20 70 (30)

21–25 119 (51)

‡ 26 44 (19)

Primary race/ethnicity

Black or African American 194 (83)

Latino or Hispanic 15 (6)

American Indian or Native American 5 (2)

Asian or Pacific Islander 3 (1)

White or Caucasian 0 (0)

Other 16 (7)

Multiethnic 72 (31)

Residential status

Live with family 92 (40)

Own place or apartment 109 (47)

With friends, partner, or House and Ball members 28 (12)

No regular place or other 4 (2)

House membership

Ever a House member 161 (69)

Current House member 121 (52)

Social network variables

No. of members in social network (range = 1–10) 5.12 61.63

No. of sexual partners in social network (range = 0–6) 1.15 61.06

Proportion of social network who are sexual partners 0.21 60.15

No. of House members in social network (range = 0–7) 1.19 61.37

Proportion of social network who are House members 0.24 60.27

Mean influence of social network members (range = 1–10) 7.27 61.91

Sexual risk

Total no. of sexual partners past 3 mo (range = 0–25) 2.04 63.28

Any high-risk sex past 3 mo 62 (27)

Inconsistent condom use during vaginal sex 11 (5)

Inconsistent condom use during anal receptive sex 46 (20)

Inconsistent condom use during anal insertive sex 50 (22)

Note. The sample size was n = 233.
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populations, and the risk behavior of multi-
ethnic compared with single-ethnic individuals
merits further exploration.

Another important finding novel to this
sample was the association of current House
membership with significantly lower odds of
sexual risk taking. Individuals who become
House members may be explicitly seeking

a safe, supportive social context separate from
the larger gay community, which may stigma-
tize them based on race or ethnicity.11 If so,
condom use may reflect House members’
motivation to protect this important commu-
nity in their lives. Alternately, these results may
suggest that Houses have developed an im-
portant MSM-focused HIV prevention initiative

in their own community. For example, 80% of
Los Angeles House and Ball community
members reported having been tested for HIV
within the past 6 months, and more than
a quarter of them reported participating in
other HIV prevention---related programming,
such as HIV prevention interventions and
individual counseling services.23 Further re-
search is warranted to determine whether
House membership leads to risk reduction or
whether those who are less risky tend to join
Houses rather than attending Ball events un-
affiliated.

This study also highlights the importance of
social networks and social influence in under-
standing sexual risk behaviors among racial/
ethnic minority MSM. An interaction between
number of sexual partners in the network,
network members’ influence, and House
membership illustrated that among men with
more sexual partners, having partners who
were influential House members was associ-
ated with less high-risk sex. By contrast, in-
fluential nonmembers were associated with
higher odds of engaging in sexual risk behav-
iors. These findings have potential implications
for interventions targeting young MSM who
attend House and Ball events: by enhancing
the visibility and influence of House members
involved in HIV prevention activity, these
House members may establish and reinforce
social norms of protective behavior in the
broader social network of the House and Ball
community. Community members have al-
ready been receptive to the integration of safer
sex and HIV prevention messaging into Ball
events.23 Interventions combining HIV pre-
vention with an emphasis on group cohesion,
which has been found to be an important
mediator of behavior change,24---26 may capi-
talize on House members’ influence to establish
and maintain protective behavioral norms
consistent with HIV prevention.

The establishment of protective norms is
particularly important considering our finding
that participants did not preferentially choose
House members as sexual partners. House
members may be acting in support of their own
health, which automatically carries the benefit of
protecting their sexual partners. Interventions
that can support influential House members to
become ambassadors for HIV prevention mes-
saging, including safer sex messaging, may

TABLE 2—Logistic Regression Model Predicting High-Risk Sex: African American Young

Men’s Study, Los Angeles, CA, February 2009–January 2010

Variables OR (95% CI) P

Participant variables

Multiethnic 2.280 (1.150, 4.519) .018

Current House member 0.382 (0.189, 0.771) .007

Ever diagnosed with an STI 2.334 (1.161, 4.693) .017

Main network effects

No. of sexual partners in network 4.762 (1.370, 16.547) .014

No. of House members in network 1.089 (0.462, 2.566) .845

Network influence 1.858 (0.785, 4.399) .159

2-way network interactions

Network sexual partners · influence 1.255 (0.506, 3.112) .624

Network House status · influence 0.654 (0.252, 1.697) .383

Network sexual partners · House status 0.764 (0.307, 1.903) .564

3-way network interaction: network sexual partners · House status · influence 0.376 (0.151, 0.936) .036

Note. CI = confidence interval; OR = odds ratio; STI = sexually transmitted infection.

FIGURE 1—Three-way interaction between network sexual partnership, network House

membership, and network influence on high-risk sex: African American Young Men’s Study,

Los Angeles, CA, February 2009–January 2010.
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extend the reach of these individuals to House
and Ball community members who are not
already their sexual partners. Useful strategies
for HIV prevention interventions may include
targeting the unique relationships among
House members for HIV prevention message
dissemination, integrating group cohesion
into HIV prevention activities, and enhancing
HIV prevention communication skills. The
personal endorsement of risk reduction by
influential House members may promote
social norms of HIV risk reduction among
their own network members as well as other
peers in the community.

Limitations

This study is subject to the limitations of the
sampling method, use of self-report data, study
design, and measurement. We recruited partici-
pants from a range of venues, including Balls,
House meetings, and community events, with the
intention of capturing the broadest possible
sample of participants in these communities, but
some Houses may be underrepresented. The risk
behavior data were all self-reported, although
we collected all measures via audio, computer-
assisted self-interview methods intended to re-
duce social desirability bias in responding.

The cross-sectional study design limits the
assignment of causality; we cannot determine
whether the confluence of sexual partners,
House members in the network, and influence
lead to varying levels of risk behaviors or
whether those who have these constellations of
network members and relationships tend to
engage in different levels of risk behaviors
owing to other, unmeasured variables. Future
longitudinal research will be needed to disen-
tangle these effects.

Finally, it was not possible to measure all
possible risk or protective factors in a single
survey, particularly of network members’ atti-
tudes and behavior, and thus there may be
confounding variables or alternate explana-
tions we could not assess and test directly.

Conclusions

This study is an important contribution to
the literature on HIV risk and prevention in
a difficult-to-reach population, and these find-
ings suggest that the constellation of sexual
network members and the levels of influence
among these members are important variables

to assess. Future research should assess net-
work members’ attitudes and behavior in detail
to provide a greater understanding of the
dynamics of social influence and identify ad-
ditional avenues for intervention. j
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