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Abstract

Objectives—We examined HIV-infected parents’ conversations about HIV prevention with their
uninfected children, including what facilitated or hindered communication.

Methods—~Parents with HIV/AIDS (n|=|90) who had children aged 10 to 18 years were recruited
for a mixed method study from 2009 to 2010. Interviews assessed facilitators and barriers to
discussing HIV prevention. A questionnaire identified the frequency and content of conversations,
parental confidence level, and perceived importance of discussing preventive topics.

Results—Eighty-one percent of parents reported “sometimes” or “often” communicating about
HIV prevention. A subset of parents found these conversations difficult; 44% indicated their
desire for support. Facilitators to communication included utilizing support, focusing on the
benefits of talking, and having a previous relationship with one's child. Barriers to discussions
included fear of negative consequences, living in denial, and lacking a parental role model who
discussed safer sex. Parents varied as to how they believed their HIV status affected
communication. Those who did not disclose their HIV status to their children reported less
frequent communication; self-efficacy partially mediated this relationship.

Conclusions—Findings highlighted the need for communication skills training that support
HIV-infected parents in their efforts to discuss HIV-related information with adolescents.

Parent-child communication about sexual behavior has been associated with a range of
protective behaviors in American youths, including later onset of sexual activity,1=3 greater
likelihood of using contraceptives,*~" less chance of pregnancy,’-8 and a decreased risk of
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HIV transmission.%10 The role of communication about sexual activity may be particularly
important for children living with an HIV-infected parent. Some studies report that
adolescents living with an HIV-infected mother initiate sex at a younger age,1-13 have
more sexual partners,11 report riskier sexual behavior,11-13 and have a higher rate of early
childbearing.14 Other studies find that these adolescents have greater intentions to abstain
from sex,13 less sexual risk behavior,1® and that HIV status may not contribute any unique
risk or benefit to adolescent HIV risk.16-18 Given this paradoxical evidence and the lack of a
systematic review on this topic, more information is needed on parent-child communication
in families where 1 or more parents are HIV-infected.

In the broader realm of family interaction, factors that generally facilitate communication
include parental knowledge, communication skills, confidence, and comfort discussing
sexual topics,19-23 beliefs that one's child is ready to learn about sex,2124 and perceptions
that talking will have positive consequences for parents and for youths.23:2% Although
previous studies have queried HIV-infected parents on whether they discussed safer sex and
HIV prevention with adolescents,13:26-30 the content13:26-30 and context of such talks,2’
their perceived conversational outcomes2’30 and comfort level,27:28 and what role their HIV
status played in these discussions,3:30 no study has focused on factors that encourage or
prevent parents from broaching these important topics.

We summarized HIV-infected parents’ perceived facilitators and barriers to communicating
with adolescent children about ways to prevent HIV infection. Because disclosure of HIV
status,2” child age,2123 and parent and child gender21:23 were associated with the frequency
and content of preventive parent—child conversations, we also examined these factors.
Parents’ qualitative feedback on facilitators and barriers was put in the context of 4
quantitative dimensions known to be influential in parent-adolescent communication.
Juxtaposition of these quantitative measures against parents’ personal descriptions of what
they find helpful in talking about HIV prevention with their children provided a more
complete understanding of family communication,31-33 and therefore, ways that prevention
programs might be tailored to better support HIV-infected parents.

Participants were a convenience sample of HIV-infected parents living in the Midwest who
self-reported a diagnosis of HIV or AIDS, having a child aged 10 to 18 years infected with
HIV, and living with or having frequent visits (an average of >|4 days/month) with their
adolescent for the past year. One parent from each family consented and participated in the
study; children were not interviewed. Parents with children as young as 10 years were
included because of less frequent reports of sexual communication at early ages.23:34
Because African Americans and Latinos are disproportionately affected by HIV/AIDS, race/
ethnicity was assessed.3®

Recruitment took place from 2009 to 2010 via study fliers placed in participating public
health departments, HIVV/AIDS organizations, and university hospitals or clinics. Eligible
mothers were also recruited from a research cohort of HIV-infected women by telephone
contact. Of the 116 parents who expressed interest in participating, 90 met the eligibility
criteria and completed the study. Interviews took place in private rooms in parents’ homes,
medical clinics, and HIV-related organizations, and lasted approximately 1.5 hours. During
this time, parents completed a family tree (15 minutes), an in-depth interview (1 hour), and a
structured questionnaire (15 minutes). Parents were told their responses would be
confidential and received $30 compensation for their time.
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Interview and Questionnaire Data

Interview data examined parents’ underlying rationale for talking about HIV prevention,
what facilitated or hindered communication, and what impact (if any) they felt their HIV
status had on HIV-related talks. A life span interview approach was used, with parents
reporting on their cumulative experiences discussing HIV-related topics with each of their
adolescents.36:37 Interviews were audio-recorded, transcribed, and analyzed using
qualitative data analysis software (NVivo).38

The questionnaire included demographic characteristic information, an item assessing
whether parents had disclosed their HIV status to “none,” “some,” or “all”” of their
children,3° and 3 scales measuring the overall frequency, content, self-efficacy, and
perceived importance of parent-adolescent communication about HIV-related topics. Scales
were adapted from measures of sexual communication in the broader parent-adolescent
population because of a lack of validated scales for HIV-infected parents.13 Final measures
were reviewed by HIV content professionals and experts in behavioral research and
instrument design; they were then pilot tested on 5 HIV-positive parents. A description of
each scale is provided in the following (see Edwards*® for detailed study methodology and
measures).

Frequency and content—These dimensions were assessed using a modified version of
the Parent-Adolescent Communication Scale.4! The original scale (Cronbach a|=|0.88—
0.90) included 5 items on how often parents and adolescents talked about sex, condoms,
sexually transmitted diseases, HIV/AIDS, and pregnancy in the past 6 months. Response
options ranged from 1 (“never”) to 4 (“often”). Four items were added to assess
communication about drug use, sexually transmitted disease testing, HIV testing, and
parental HIV/AIDS status. The modified (9 item) version of the scale had high internal
reliability in this sample (a|=]0.94). These items also formed the basis for the self-efficacy
and perceived importance scales.

Self-efficacy—This scale assessed how confident parents were discussing the 9 content
items with their adolescent(s). Wording and response options were created to be congruent
with previous measures of parental self-efficacy about sexual communication.*2 Item
responses ranged from 1 (“not sure at all”) to 4 (“completely sure”) that parents could talk
about the various topics (al=|0.91).

Perceived importance—The perceived importance scale assessed how much parents
wanted their adolescents to know about the 9 content items (a|=|0.92). Item responses
ranged from 1 (“not at all important™) to 4 (“very important”).

Qualitative and Quantitative Analyses

Initial coding proceeded using a grounded theory approach, a systematic method for
identifying recurring themes.#3 Approximately 25% of the transcripts were coded by 4
coders to generate a comprehensive list of barriers and facilitators identified by parents;
these codes were then grouped into larger themes. Codebooks were created for each theme,
including the code definition, when to use versus not to use the code, and example quotes.*
One coder returned to the transcripts and analyzed all 90 according to the codebook
definitions. Interrater reliability checks were performed by a faculty expert on a random
10% of examples in each code. Frequencies for themes were tabulated, and Cohen's k*° was
calculated at 90% or greater for all themes.

Data were compared by race/ethnicity, parent and child gender, child age, time since parent's
HIV diagnosis, and HIV disclosure. The impact of having both HIV-positive and HIV-
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negative children on parent's communication about HIV was also analyzed. Pearson's 2 test
or Fisher's exact test was used to compare categorical variables on disclosure to children.
The independent t-test was used to compare dichotomous variables (including parental
facilitators, barriers, and being HIV positive) on HIV-related communication scales. The
Kruskal-Wallis test was used to examine associations between child gender, child age, self-
efficacy, and importance; an analysis of variance was used to examine associations between
disclosure and frequency. Mediation analysis was conducted to determine the relationship
between disclosure, self-efficacy, and frequency of communication.*

Parents’ mean (SD) age was 45.5 (7.6) years. More than 90% had been living with HIV/
AIDS for at least 5 years, with an average time since diagnosis of 12.6 (5.5) years. Most
were mothers (69%), African American (77%), and had a high school education or less
(90%). Collectively, these parents cared for 317 children, with a mean of 3.6 children per
family (range|=|1-9). Of the 317 children, 155 were HIV-negative adolescents aged 10 to 18
years.

Most parents (80%) lived with their adolescent(s). There were slightly more female
adolescents (54%) than male adolescents, with a mean age of 14.6 (2.5) years. Almost 8% of
parents also had an HIV-positive child (6% infected by childbirth and 2% by the child's own
sexual risk behavior). Demographic characteristic information is shown in Table
1[ID]TBL1[/ID].

HIV Prevention Communication

Parents reported moderate to high levels of communication with adolescents about HIV-
related topics (mean 27.2 [7.9], range|=|9- 36). Most reported that they sometimes or often
talked about sex (86%), drugs (78%), condoms (67%), and protection from sexually
transmitted diseases (82%), AIDS (81%), and pregnancy (77%). Similarly, many parents (|
80%) felt confident they could discuss these various topics with their adolescent(s).

Parents also reported high levels of perceived importance of HIV prevention communication
(mean 34.9 [3.1], range|=|12—36). The majority (=|90%) reported that it was very important
to them that their adolescent(s) know about prevention-related content. Table 1 presents
communication variables stratified by parent and child demographic characteristics. Of
special note, no parent or child gender differences were found in terms of frequency, self-
efficacy, or perceived importance of talking about HIV prevention. Significant differences
were found for HIV disclosure status (parents with older adolescents [x2|=|6.40; df|=|2; P|=].
041] or those who also had an HIV-positive child [x?|=]4.39; df|=|1; P|=|.036] were more
likely to disclose to all of their children), for frequency (parents with older adolescents were
more likely to report frequent communicatio: [F,g7)=[3.57; P|=|.032]), and for self-efficacy
(parents who had been HIV-positive <|6 years reported greater confidence discussing HIV-
related topics [t17|=|3.40; P|=|.003]).

Facilitators of Communication

The 3 most frequent facilitators of HIV-related conversations included (1) utilizing support,
(2) focusing on the benefits of communication, and (3) having a previous relationship with
one's child. Example quotes are shown in Table 2[ID]TBL2[/ID].

Utilizing support—Parents relied heavily on social and informational support to help

make communicative interactions more manageable. Social support was provided by family
members, friends, health care providers, therapists, and church personnel. Levels of support
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ranged from completely relying on others (to communicate for them) to merely having
another person present during conversation. HIV support groups led to several opportunities
to discuss HIV and prevention in a supportive environment. Parents were also assisted by
various types of informational resources, including books, pamphlets, brochures, television,
radio, and the Internet.

Focusing on the benefits of talking—Many parents believed it was easier for them to
talk about HIV if they focused on the potential benefits of open communication. Benefits
especially salient in this sample were (1) the desire to protect one's child (from harm or from
misinformation), and (2) fulfilling one's parental duty (by having conversations that fostered
adolescent well-being). Parents expressed a deep desire to protect their children from HIV
infection, along with the hope that circumstances would be “different” for their children than
it had been for them.

Having a previous relationship with one's child—Parents felt it was easier to
establish supportive relationships with adolescents in general before moving on to sensitive
topics. Once broad communication patterns were established, specific conversations about
sex, drug use, and HIV became less difficult. This focus on establishing close relationships
was especially salient for parent-child relationships that were disrupted by absence or
substance abuse.

Barriers to Communication

The 3 most frequently reported barriers to conversation were (1) fear and focusing on
disadvantages, (2) living in denial, and (3) lacking a communicative role model. Example
quotes for these themes are shown in Table 3[ID]TBL3][/ID].

Fear and focusing on disadvantages—~Parents expressed fears of the unknown
situations or topics that might arise if they talked about HIV with their children. Three fears
were especially prominent: (1) concern for the welfare of their child, (2) fear of damaged
self-image, and (3) fear of awkward conversations. These parents feared that information
shared during prevention conversations, including disclosing their HIV status, might worry
their children or place an unnecessary burden on them. Parents also explained the tension
between wanting to use their personal experiences (e.g., previous risky sex or drug use) as a
learning tool for adolescents, yet worrying that revealing such information could portray
them in an unfavorable light. Conversations about parents’ past experiences brought up
isolated instances of HIV risk behavior and also brought up deeper family issues like sexual
abuse, extramarital affairs, and sexual orientation. Parents were not sure they knew how to
best explain these complicated and often uncomfortable topics.

Living in denial—A number of parents viewed denial as a barrier to having productive
HIV-related conversations with adolescents. Living in denial was defined as a parent's
inability or difficulty accepting reality, usually in terms of their HIV status or related risk
behaviors. Parents emphasized that it was important to have time to cope with their
diagnosis before sharing information about prevention with their families.

Lacking parental role model—Most parents (78%) were unable to recall a parent or
guardian who talked to them about sex or prevention of sexually transmitted infections.
More than 20% of parents reported that lacking a role model who talked about sex
contributed to their own difficulty conversing with adolescents about sexual activity.
Although parents generally felt the current generation was more open about topics like safe
sex and HIV/AIDS, it was difficult to let go of the contexts they were raised in and embrace
a more open approach to conversation.
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Role of Parental HIV Status and Disclosure

Being HIV-positive—Approximately one third of parents spontaneously brought up their
HIV status as either a facilitator (27%) or barrier (7%) to HIV-related talk. When
specifically asked how their HIV status affected parent—adolescent communication about
HIV prevention later in the interview, 59% of parents reported their status made HIV-related
conversations easier, 28% believed their HIV status did not affect these discussions, and
13% thought it made them harder.

Parents who viewed their HIV status as a facilitator believed being HIV-positive helped
conversations because (1) they were more aware of the risks of contracting HIV, (2) they
had better quality knowledge to share with their children (as a result of living with HIV
infection themselves), and (3) HIV was more visible in their everyday lives and thus more
likely to emerge as a topic of conversation.

Parents who viewed their HIV status as a barrier felt HIV-related conversations were more
complicated because (1) they felt compelled to explain HIV in more detail, (2) conversations
could end up focusing on their own status, and (3) they believed their children might not
understand the information, already had negative attitudes about HIV, or would react
negatively to HIV-related discussions. Example quotes from parents who reported their HIV
status as a facilitator versus a barrier are shown in Tables 2 and 3, respectively. Parents who
believed their HIV status made preventive talks easier reported more frequent HIV-related
conversations and higher self-efficacy (Table 4[ID]TBLA[/ID]).

HIV disclosure—Over half (63%) of parents reported disclosing their HIV status to all of
their children, 20% to some, and 17% reported that none of their children knew. Parents who
did not disclose their HIV status to all of their children reported less frequent
communication about HIV prevention with adolescents (F 2 g7)|=|5.73; P|=|.005); self-
efficacy only partially mediated this relationship. Parental disclosure was not related to the
content discussed or to parents’ perceived importance of talking about HIV prevention.

Finally, few differences emerged between disclosure status and parents’ reported facilitators
and barriers to preventive conversations. Parents who did not disclose their HIV status to all
of their children were more likely to report lacking a parental role model who communicated
about sexual topics (x?|=|4.67; df|=|1; P|=|.031) and to view their HIV status as either not
affecting HIV prevention conversations or making conversations more difficult (x2/=|14.06;
df|=|1; P|=|.001; Table 4). Parents who reported focusing on the benefits of talking reported
higher self-efficacy (tgg|=|2.23; P|=|.028) and perceived the importance of HIV-related talks
(ts6/=]2.85; P|=|.006).

DISCUSSION

This study provided new information about what helped and prevented HIV-infected
parents’ from engaging in preventive conversations with youths. Our findings added to
previous estimates that 48% to 95% of HIV-infected parents discussed preventive topics
with their uninfected children?”:30 and provided the first descriptions of such discussions in
the central United States. In addition, we offered insight on the role of fathers and examined
how HIV disclosure might affect parent-child talks.

In response to the quantitative scales, parents reported communicating frequently about
prevention, believed parent-child discussions were vital to adolescent health, and were
generally confident they could talk to their children about prevention-related content. During
the qualitative interviews, however, a more nuanced picture of family communication
emerged. Even parents who reported frequent talks in the past 6 months by questionnaire
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described factors that hindered their communicative efforts across various times. These data
were consistent with previous studies indicating that at least a subset of HIV-infected
parents found preventive conversations difficult; such parents expressed fears that their
children would react negatively to conversations and might be less likely to initiate
discussions if they had younger adolescents (10-13 years old) or had not disclosed their HIV
status to their children.27:30 In addition, parents in our sample reported communication
challenges that arose from personal difficulties accepting their HIV status and from lacking
a parent who talked to them about sexual health. These barriers have not yet been reported in
the literature on HIV-infected parents.

No data currently exist on the extent to which HIV-infected parents desire or rely upon
support when discussing preventive topics with their families, although 44% of the parents
in our sample emphasized the importance of social, informational, and professional support
in making HIV-related conversations more manageable. In line with previous research, our
findings indicated that parents would be appreciative of programs that are sensitive to how
living with HIV/AIDS might affect family communication dynamics.3% Most parents in our
study believed their HIV status had a positive impact on HIV-related discussions with their
children. Those who believed their HIV status facilitated conversations reported more
frequent discussions and greater confidence discussing sexual health. A programmatic focus
on fostering a positive parental self-image and highlighting how living with HIV might
provide constructive opportunities to educate family members about sexual safety (e.g.,
more opportunities to discuss prevention, the ability to share firsthand knowledge) is
recommended.

The role of parental HIV disclosure was examined in 1 previous study, which also found
that mothers of children who knew their HIV status were more likely to report frequent talks
about HIV.27 Our study extended this finding by indicating that parents who did not disclose
their status to all of their children might have lower confidence in their ability to talk or less
opportunity to talk about prevention in a family context. Because most of the preventive
conversations take place at home with siblings present,2’ guidance from practitioners might
be needed to help parents employ alternative, effective strategies for communicating with
children of different ages, different levels of knowledge about HIV infection, and different
stages of awareness of their parent's HIV status.*’

Although mothers are often regarded as the primary source of sexual health information for
adolescents,*8 we found no differences in communication by parent or child gender. This
child gender finding was similar to 2 previous studies.2”-2% The only other study to include
HIV-infected fathers also indicated fathers were active in providing preventive
information.28 It might be that the salience of HIV in HIV-infected fathers’ lives overcomes
more traditional barriers that might prevent fathers from discussing sexual topics with their
children. These preliminary findings indicated a need for further research on fathers and
future programs that both encourage fathers to communicate and provide them with
guidance on how to do so effectively.

Although our findings offered a deeper understanding of HIV-related communication
between HIV-positive parents and their children, they must be taken in context. The
viewpoints of a convenience sample of predominantly African American parents who were
living with HIV infection for a number of years might be unique within the overall
population of HIV-infected parents. Future studies with larger samples are needed for more
complex quantitative investigations; however, our data indicated that parental HIV
disclosure, child age, having an HIV-positive child, length of time since HIV diagnosis, and
parental beliefs about the role of their HIV status in preventive conversations merit further
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study. Because this research relied on parental self-report, future work should also
investigate adolescent or dyadic reports of HIV-related conversations, including how
communication might vary by child in families with multiple adolescents. Finally, we did
not assess other protective parenting practices like parental monitoring or supervision,
parenting style, or overall quality of the parent-adolescent relationship, which are known
predictors of adolescent risk-taking behavior,20:49.50

Looking toward implications for the future, our data suggested that existing HIV prevention
programs could be effectively tailored to meet the needs of parents living with HIVV/AIDS,
and that current HIV care programs could benefit by increasing their focus on prevention
communication within families. Some of the facilitators cited by parents in this study were
already components of existing HIV prevention interventions2%21 and had a strong
theoretical basis in the health behavior, family studies, and communication literature,25:52:53
Despite the substantial day-to-day challenges HIV-positive parents face, most reported they
would be open to receiving preventive communication training and would welcome
attention from HIV care professionals with regards to their parenting concerns. Given the
recent success of HIV disclosure programs in increasing parental disclosure to
adolescents,>* programs that also seek to either begin or maintain this communication in the
form of preventive conversations with youths hold promise for future investigation.

Acknowledgments

This study was supported by the National Institute of Mental Health (grant F30MH086364), the Sherri Aversa
Memorial Foundation, Arnold P. Gold Foundation, and the University of Illinois Graduate College, Department of
Communication, and College of Medicine. Some of the data in this article were collected by the Chicago site of the
Women's Interagency HIV study, which is funded by the National Institute of Allergy and Infectious Diseases
(NIAID; grant U01-Al-34994; principal investigator, Mardge Cohen) and co-funded by the National Cancer
Institute and National Institute of Drug Abuse. K. Weber is also funded in part by NIAID (grant P30-Al082151).

We would like to thank the families and HIV organizations that helped with recruitment and the students of CHLH
393 and SPCM 492 who assisted with data transcription. We also extend our deepest gratitude to Dale Brashers
(1959-2010) for his various contributions to this project.

References

1. Furstenberg FF, Moore KA, Peterson JL. Sex education and sexual experience among adolescents.
Am J Public Health. 1985; 75(11):1331-1332. [PubMed: 4051074]

2. Leland NL, Barth RP. Characteristics of adolescents who have attempted to avoid HIV and who
have communicated with parents about sex. J Adolesc Res. 1993; 8(1):58-76.

3. Lehr ST, Dilorio C, Dudly WN, Lipana JA. The relationship between parent-adolescent
communication and safer sex behaviors in college students. J Fam Nurs. 2000; 6(2):180-196.

4. Fox, JL. The family's role in adolescent sexual behavior.. In: Ooms, T., editor. Teenage Pregnancy
in a Family Context. Temple University Press; Philadelphia, PA: 1981. p. 73-130.

5. Fisher TD. Family communication and the sexual behavior and attitudes of college students. J Youth
Adolesc. 1987; 16(5):481-495. [PubMed: 12268940]

6. Pick S, Palos PA. Impact of the family on the sex lives of adolescents. Adolescence. 1995; 30(119):
667-675. [PubMed: 7484350]

7. Hadley W, Brown LK, Lescano CM, Kell H, Diclemente R, Donenberg G, Project STYLE Study
Group. Parent-adolescent sexual communication: associations of condom use with condom
discussions. AIDS Behav. 2009; 13(5):997-1004. [PubMed: 18841462]

8. Baumeister LM, Flores E, Marin BV. Sex information given to Latina adolescents by parents.
Health Educ Res. 1995; 10(2):233-239.

9. Leland NL, Barth RP. Characteristics of adolescents who have attempted to avoid HIV and who
have communicated with parents about sex. J Adolesc Res. 1993; 8(1):58-76.

AmJ Public Health. Author manuscript; available in PMC 2014 August 01.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Edwards et al.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

Page 9

Perrino T, Gonzalez-Soldevilla A, Pantin H, Szapocznik J. The role of families in adolescent HIV
prevention: a review. Clin Child Fam Psychol Rev. 2000; 3(2):81-96. [PubMed: 11227063]

Chabon B, Futterman D, Hoffman ND. HIV infection in parents of youth with behaviorally
acquired HIV. Am J Public Health. 2001; 91(4):649-650. [PubMed: 11291384]

Lee MB, Lester P, Rotheram-Borus MJ. The relationship between adjustment of mothers with HIV
and their adolescent daughters. Clin Child Psychol Psychiatry. 2002; 7(1):71-84.

Cederbaum, JA. The Influence of Maternal HIV Serostatus on Mother-Daughter Sexual Risk
Communication and Adolescent Engagement in HIV Risk Behaviors. University of Pennsylvania;
Philadelphia, PA: 2009. [dissertation]

May S, Lester P, llardi BA, Rotheram-Borus MJ. Childbearing among daughters of parents with
HIV. Am J Health Behav. 2006; 30(1):72-84. [PubMed: 16430322]

Murphy DA, Herbeck DM, Marelich WD, Shuster MA. Predictors of sexual behavior among early
and middle adolescents affected by maternal HIV. Int J Sex Health. 2010; 22(3):195-204.
[PubMed: 21998620]

Leonard NR, Gwads MV, Cleland CM, Vekaria PC, Ferns B. Maternal substance use and HIV
status: adolescent risk and resilience. J Adolesc. 2008; 31(3):389-405. [PubMed: 17707902]

Mellins CA, Brackis-Cott E, Dolezal C, Meyer-Bahlburg HF. Behavioral risk in early adolescents
with HIV+ mothers. J Adolesc Health. 2005; 36(4):342-351. [PubMed: 15780790]

Mellins CA, Dolezal C, Brackis-Cott E, Nicholson O, Warne P, Meyer-Bahlburg HF. Predicting
the onset of sexual and drug risk behaviors in HIV-negative youths with HIV-positive mothers: the
role of contextual, self-regulation, and social-interaction factors. J Youth Adolesc. 2006; 36(3):
265-278.

Miller KS, Fasula AM, Dittus P, Wiegand RE, Wyckoff SC, McNair L. Barriers and facilitators to
maternal communication with preadolescents about age-relevant sexual topics. AIDS Behav. 2009;
13(2):365-374. [PubMed: 17985227]

Dittus P, Miller KS, Kotchick BA, Forehand R. Why parents matter!: the conceptual basis for a
community-based HIV prevention program for the parents of African American youth. J Child
Fam Stud. 2004; 13(1):5-20.

Dilorio C, Pluhar E, Belcher L. Parent-child communication about sexuality: a review of the
literature from 1980-2002. J HIVV AIDS Prev Educ Adolesc Child. 2003; 5(3-4):7-32.

Bastien S, Kajula LJ, Muhwezi WW. A review of studies of parent-child communication about
sexuality and HIV/AIDS in sub-Saharan Africa. Reprod Health. 2011; 8(1):25. [PubMed:
21943095]

Dilorio, C.; McCarty, F.; Pluhar, E. Talking about HIV and AIDS: a focus on parent-child
discussions.. In: Edgar, T.; Freimuth, VVS.; Noar, SM., editors. Communication Perspectives on
HIV/AIDS for the 21st Century. 1st ed.. Lawrence Earlbaum Associates; New York, NY: 2008. p.
169-192.

Miller KS, Lin CY, Poulsen MN, et al. Enhancing HIV communication between parents and
children: efficacy of the Parents Matter! program. AIDS Educ Prev. 2011; 23(6):550-563.
[PubMed: 22201238]

Guilamo-Ramos V, Jaccard J, Casillas E. Parent-adolescent communication about sexual
intercourse: an analysis of maternal reluctance to communicate. Health Psychol. 2008; 27(6):760—
769. [PubMed: 19025272]

Brackis-Cott E, Mellins CA, Block M. Current life concerns of early adolescents and their
mothers: influence of maternal HIV. J Early Adolesc. 2003; 23(1):51-77.

O'Sullivan LF, Dolezal C, Brackis-Cott E, Traeger L, Mellins CA. Communication about HIV and
risk behaviors among mothers living with HIV and their early adolescent children. J Early
Adolesc. 2005; 25(2):148-167.

Corona R, Cowgill BO, Bogart LM, et al. Brief report: a qualitative analysis of discussions about
HIV in families of parents with HIV. J Pediatr Psychol. 2009; 34(6):677-680. [PubMed:
19028715]

Marhefka SL, Mellins CA, Brackis-Cott E, Dolezal C, Ehrhardt AA. Perceptions of adolescents’
sexual behavior among mothers living with and without HIV: does dyadic sex communication
matter? Arch Sex Behav. 2009; 38(5):788-801. [PubMed: 18188687]

AmJ Public Health. Author manuscript; available in PMC 2014 August 01.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Edwards et al.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45,

46.

47.

48.

49.

50.

5L

52.

Page 10

Murphy DA, Roberts KJ, Herbeck DM. HIV-Positive mothers’ communication about safer sex and
STD prevention with their children. J Fam Issues. 2012; 33(2):136-157. [PubMed: 22368316]

Green, JC. Mixed Methods in Social Inquiry. Jossey-Bass; San Francisco, CA: 2007. Adopting a
mixed methods way of thinking.; p. 17-30.

Kanekar A, Sharma M, Wray J. Review of qualitative studies of HIV related sexual practice among
college students and adolescents: directions for research. Calif J Health Prom. 2009; 7(1):99-110.

Pequegnat, W.; Page, B.; Strauss, A., et al. Qualitative inquiry: an underutilized strategy in AIDS
research.. In: Pequegnat, W.; Stover, E., editors. How to Write a Successful Research Grant
Application: A Guide for Social and Behavioral Scientists. Plenum Press; New York, NY: 1995. p.
97-112.

Kaiser Family Foundation. [August 31, 2011] Talking with kids about tough issues: a national
survey of parents and kids. Available at: http://www.kff.org/youthhivstds/1460-index.cfm.

Centers for Disease Control and Prevention. [August 31, 2011] HIV in the United States: at a
glance. Available at: http://www.cdc.gov/hiv/resources/factsheets/us.htm.

Baltes PB. Theoretical propositions of life-span developmental psychology: on the dynamics
between growth and decline. Dev Psychol. 1987; 23(5):611-626.

Nachshen JS, Woodford L, Minnes P. The Family Stress and Coping Interview for families of
individuals with developmental disabilities: a lifespan perspective on family adjustment. J Intellect
Disabil Res. 2003; 47(4-5):285-290. [PubMed: 12787160]

NVivo [computer program]. Version 8.0.. QSR International; Cambridge, MA: 2008.

Sowell RL, Seals BF, Phillips KD, Julious CH. Disclosure of HIV infection: how do women
decide to tell? Health Educ Res. 2003; 18(1):32—-44. [PubMed: 12608682]

Edwards, LL. HIV Prevention Communication in Families Affected by HIV/AIDS. University of
Ilinois at Urbana-Champaign; Champaign, IL: 2012. [dissertation] 2012

Sales JM, Milhausen RR, Wingood GM, DiClemente RJ, Salazar LF, Crosby RA. Validation of a
parent-adolescent communication scale for use in STD/HIV prevention interventions. Health Educ
Behav. 2008; 35(3):332-345. [PubMed: 17200099]

Dilorio C, Dudley WN, Wang DT, et al. Measurement of parenting self-efficacy and outcome
expectancy related to discussions about sex. J Nurs Meas. 2001; 9(2):135-149. [PubMed:
11696938]

Charmaz, K. Constructing Grounded Theory: A Practical Guide through Qualitative Analysis. Sage
Publications; Thousand Oaks, CA: 2006. p. 42-71.

MacQueen KM, McLellan E, Kay K, Milstein B. Codebook development for team-based
qualitative analysis. Field Methods. 1998; 10(2):31-36.

Cohen J. A coefficient of agreement for nominal scales. Educ Psychol Meas. 1960; 20(1):37-46.
Baron RM, Kenny DA. The moderator-mediator variable distinction in social psychological
research: conceptual, strategic, and statistical considerations. J Pers Soc Psychol. 1986; 51(6):
1173-1182. [PubMed: 3806354]

Murphy DA. HIV-positive mothers’ disclosure of their serostatus to their young children: a review.
Clin Child Psychol Psychiatry. 2008; 13(1):105-122. [PubMed: 18411869]

O'Sullivan LF, Meyer-Bahlburg HF, Watkins BX. Mother-daughter communication about sex
among urban African American and Latino families. J Adolesc Res. 2001; 16(3):269-292.

Croshy RA, DiClemente RJ, Wingood GM, Lang DL, Harrington K. Infrequent parental
monitoring predicts sexually transmitted infections among low-income African American female
adolescents. Arch Pediatr Adolesc Med. 2003; 157(2):169-173. [PubMed: 12580687]

Miller BC, Benson B, Galbraith KA. Family relationships and adolescent pregnancy risk: a
research synthesis. Dev Rev. 2001; 21(1):1-38.

Rotheram-Borus MJ, Lee MB, Gwadz M, Draimin B. An intervention for parents with AIDS and
their adolescent children. Am J Public Health. 2001; 91(8):1294-1302. [PubMed: 11499122]
Fishbein, M.; Triandis, H.; Kanfer, F., et al. Factors influencing behavior and behavior change.. In:
Baum, A.; Revenson, T.; Singer, J., editors. Handbook of Health Psychology. 2nd ed.. Erlbaum;
Mahwah, NJ: 2001. p. 3-16.

AmJ Public Health. Author manuscript; available in PMC 2014 August 01.


http://www.kff.org/youthhivstds/1460-index.cfm
http://www.cdc.gov/hiv/resources/factsheets/us.htm

1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Edwards et al.

Page 11

53. Goldsmith, DJ. Communicating Social Support. Cambridge University Press; New York, NY:
2004. p. 25-51.

54. Murphy DA, Armistead L, Marelich WD, Payne DL, Herbeck DM. Pilot trial of a disclosure
intervention for HIV+ mothers: the TRACK program. J Consult Clin Psychol. 2011; 79(2):203-
214. [PubMed: 21355637]

AmJ Public Health. Author manuscript; available in PMC 2014 August 01.



Page 12

"(asay Joy paniodal ale sanjeA uelpaw) abe pjiyo pue Japush pjiyo 1daoxs sonsiialoeleyo |je Joj sanjea :mm_\,_n

‘9 0] 6 WoJ) pabuels a[eas yoes uo $8100s alaissod,,

. (T'18) 28 . . . .
¥

(8'%¢) 18 x (892) 28 (L'v6) ¥§ (8'%8) 82 (1'16) 28 9l<[sws]
(8'se) 8 :8_5 8 (91€) 8 (€9 ¢ (zsT) s (68)8 G-0[sws]
AIH UM BUIAL] SIea A
(6'7¢) 28 (T'1€) €8 (z'22) 28 *Q.BV 0s *sodmm (z'z6) €8 ON[sws]
9vg) 2 ve) L (0'82) L L2 L L00 I soAlswa]
PI1y aAIIsod-AlH sey 0S|y
(0'9) ev 08 er LB EY [6L9)€e [E0e)or @©1v) ep (K 81-vT) JoplO[sws]
(0'98) 52 (0'¢e) 52 (6125 [8eaer [roeet ©12) 52 (K 81-07T) poxin[swa]
(09¢) 12 (s1€) 22 :G_mmv e *a.md " *@_mmv " (r'v2) 2e (A €T-01) 486UNOA[SWS]
oUBIPIIY 4O aby
(0'9e) 92 (0'7e) 92 (6'22) 92 (8'62) LT (€126 (6'82) 92 paxin[sws]
(09¢) 52 (g€g) 9z (592) 9z (8'62) LT (€226 (6'82) 92 Ajuo speN[swa]
(0'9¢e) 8¢ (gee) 8¢ (e'12) 8¢ (rov) €z (g'sp) oT (z'zw) 8 Ajuo srews[sws]
uaJp|Iyd Jo Japuss)
(9ve) 82 (8'18) 82 (e'12) 82 (8'62) LT (eee) 1T (T'18) 82 ale[swsa]
(0's€) 19 (z'1€) 29 (z'22) 29 (z'0L) oy (£99) 22 (689) 29 8ewsa[swsa]
uaJed Jo Japuss)
(8%€) 12 (918) T2 (022) 12 (822 et (zv2) 8 (e€2) 12 Jayo[swa]
(6'7€) 89 (r'1€) 69 (€'22) 69 (10 vy (8's2) 52 (£'92) 69 UBdLIBWY UBdLY/[swa]
Anoiuyie/aoey

f%_cw N Ag%_B N
Jo ues |)) "ON ‘souelodui | Jo ues ) "ON ‘Adeoiy3-4pS (uea ) "oN ‘Aouenbaig | (%) ON ‘IIV | (%) 'ON BwoseuoN | (%) ON ‘B|dwes [Ind a1s18108 RBYD

guoeaIunWWod patepy-AlH UB IP|IYD 018INS0ESIq

Edwards et al.

0T0Z-6002 ‘Sa1elS Paliun I1SSMPIIA :SansLisloeseyD ajdwes Aq s8[eds UOHEIIUNWWIOD paje|ay-AlH
T379vL

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

AmJ Public Health. Author manuscript; available in PMC 2014 August 01.




Page 13

Edwards et al.

‘10SId
X ¥

S0'lsld
.

'$9109s Aouanbaiy uo Ajpueaiyiubis JagIp 10U PIP UBIPJIYD J3PJ0 SA pabe paxiw yim siuated (TO'|=ld) uap|iyd 1apjo sA
19BUNOA yum siualed usamiag pue (S0°|=|d) uaip|iyo abe paxiw sA 1aBunoA yim syuased usamiag Aouanbaiy Ul SaoUBIaIP JURIIUBIS PAMOYS S1S8) ddUBIBHIP aouedlyubis-1ses] a0y 1sod adueLeA Jo m_m>_mc<o

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

AmJ Public Health. Author manuscript; available in PMC 2014 August 01.



Page 14

Edwards et al.

“IN0gE ¥|e] 01 JaISed )l apew
11 ‘yeak oS "1eyl ybnoayy ob aw mes Asyl ‘Mouy NOA ,.cUMeIp poojq Tey [1e 186 01 aney noA op AYpn,, (se p,AayL) ‘SHSIA 10300p
asayl |1e " * 'sBUIMS poow JUIaIP aYl 8aS pIn0d A3y 9as 0} WAy} 40} alay) J[e sem 1] * * * *(a1s) Buiaq (Ajpusdas suonedljdwod

Saly wouy Aeme passed oym pepdais J1ays) Awwi] Uaas anAsy “puey-1siij 11 Uaas an,Aayl asnedaaq (3[e1 01 Jaises S;)|) JaYI0N ssau||i Jo Anpigisia[swia]
“([e1 01) WOOJ 818313 S0P 11 {uly) | 0S "ybBnoayy ob noA yeyy sBuiyy JuaIayIp sy} ‘swordwAs
‘MOUY NOA "M INoge Mouy Asy) yeym ‘aousiiadxa J1ay} aseys ued Asuy Jeu} [98) | puy/ "aseasip aul yum AepAIana aAl| 03 S|9a)
11 Moy mouy| Ay 0s 1 yum Buidod a1,hay L * * * -abpajmous aiow aAey Ayl 1eyr qulyl | ‘asessip AIH 8yl Yim Buial st uosiad ayy §| JBYI0N abpajmous Jenag[swia]
"aseme AJaA awedaq | asnedaq Way) 0} X[e PINOM | * * * 'SNOIINED 310w 8g aw apew ey}
0S "} YuMm BUIAIl Uy} JusJayIp SI 1 Inoge Buimous ‘aseasip ayl Inoge mouy| [|e am yBnoyl uana asnedaq ‘U Jo Jabuep ay: JO SNo1aSuod
aq aw apew aAnsod Buiwodaqg Ing “aAnIsod usaq 1ou pey | JI aseasip ay) INOQe Way) 0 Pa|el ARy PINOM | 41 MOUY| J,Uop | J8YI0N ssauaeme st pauaiybiaH[swa]
+AIH Buteg
‘wiayl yum sbuiyy op euuob a1,Aay ‘sadejd wiay) axel euuob a1,A3y L ) Inoqe
way} |181 euuoh a1,A8us asnedag “snuIA siy} Buiab Jou J0 89UBYD J8NBY B 8ABY ,SPIX 8S0Y) * * "9JUBIBHIP B SaxeW Jey L "Wayl Yum
11 op syuated ayy ‘Buiop ate Aayy Jansjeym - * "a41| 4184 Ul Siuased ‘paul]diosip-jjam aq 031 106 Ay ‘(aouaasajope Ajies) abe eyl 1 Jayreqd | piyo yum diysuonrelas snoiasid BuineH
Ainp Aw s yeys 984 | ‘plIYd Aw uo aney | Jeyy abipajmou| ayi Jo 0] e edwi 01 Jayre4 Ainp [eyuaured Buljiynd[swa]
*131Se3 10| 8]OYM B 11 Saxew 11 Jayloue
10 Aem auo Ul ,‘ajl s,uosiad siyy aAes 03 uosiad ay3 aq 03 aAey YBIW | [|aMm,, 1] 31 Je Y00] | Usym asnedaq (el 01) pJey 1l puils ,uop | J8Y10N pIyo Bunoaoid[swsa]
UOITeIIUNWWIOY JO SHYaUaq uo Buisnao4
‘wiy poy 1snl | os ‘19algns ayy uo Apealje sem 1| aAIsod AIH sem | Jeyy wiy pjoy 1snl | puy .. 'xas ybnoiyl pue
slasn Bnup yum sajpaau Burteys ybnoayl,, ‘pres | .iAIH 186 NoA op MoH,, payse uos AN * * * “wa, pjol pue uo uam isnl | 0s ‘(AIH) (Srerarew JeuoneoNpa
11 In0oge uo Buiylawos sem alay) pue ‘o1pes ayl 01 BUIULISI] 31am am pue ‘ydainyd woly Buiwod a1am apn "Jed 8y ul 81am am Aep suQ JENGIN ‘elpaw) sa24nosal anoddng[swa]
‘(1oddns) s Ajiwey Aw pey sAempe
an " wiayl 1191 3sn( | “Buiyiou 1e02-1ebns 3,uop | "8]qeHOoHW0d W,]—IN0 SaW02 Isnf 1 ‘SpI AW 03 X[l aM pue Jay YN W] UBYA (s1ap1noud aied yijeay ‘spually
"J0] B 8W P|0} AYS pue ‘aw 1o} a1ay) sAempe sem ays ‘dn Builwiod sem | uaym asneaaq ‘4aIsIs AW YIIM W,| UBYM JBISea Yyonwl Sawod 3 J3YI0N ‘Aliwrey) s1ay1o anioddng[swa]

yoddns Buiziinn

uolreiond ajdurex3

Juafed 10 juewlloju|

Jjorell|oe4

0T0Z-6002 'S31e1S Paliun 1SSMPIA UOITEIIUNWILOY JO SI0JEl|I19e 10} sa1ond) ajdwexg pue saway L

¢3714avl

NIH-PA Author Manuscript NIH-PA Author Manuscript

NIH-PA Author Manuscript

available in PMC 2014 August 01.

Am J Public Health. Author manuscript



Page 15

Edwards et al.

"${9e10 (pare[al-AlH) 81| apew aney Ay} * - "op SpI} 8y} " * “ajdoad +AIH psemol apniiie anneBau e aney Asy asnedaq (Japuey s1) JBYI0ON
“(AIH ARy | eyl Wy} [183 L,uop |) ajdwexa ue se 4|asAw asn 1,uop | asnedaq pJey s . [nNJased ad,, wayl |181 snf | Jayre4
‘anmisod AIH W] eyl mouy wayy Juem Juop isnl | - - - ‘porsad ‘mou 03 way} Juem Juop 1snl | asnedaq Japrey s JaYIo0N
"M\OU S0]9 [234 21,9/\\ "18SO[D a1aM aM ‘SWLI0LS Ayl 4O || YBnoayl Juam am Jaje ‘Ajfeniusas uay “dn awed AJH INoge SUOKBSIBAUOD UBYM
SN Ynum aq 03 Buiob si Apogou pue AemAue BulAp 81,n0A,, (0 10] &) pue uoI||agal JO 10| B SeM 843U} asnedsq ‘U UM yanw os ybnoay Juam
1snl a/n 31 Inoge Buiyiawos Aes pIp | Usym SpI SNoIj|agal J0 10] B pey | * * * *|1e1ap aiow ui 31 urejdxa 03 106 aA,noA (asnesaq) Japiey s JBYI0N annisod-AIH Buieg
«Teyy atoubi 03 Buloh isnl 81,8/, 81 Sem 1] * * * “Jenxasiq Bulag Aw pue Alijenxas Ajjeioadsa ‘sBuly 4o 10| € ssnasip
1,UPIP 3M 3WoY umo Aw uj * * * "yBnoyl anssi [12120S 10U S;}| "NOA Uaea) A18190S 19] 10 ‘peal 03 300q e noA aAIb 03 uem 1snl syuased aghew
MNuIy: | “[e1uap ol o 10— Inoge BuiyiAIana ssnasip 01 Apeal 81,9M pue SIsINg 131s1|g 8y [1un sBnp 1o Aljenxas’ “Inoge el ,uop s\ Jayre4
‘peq st siy,, se dn 18s BuiyiAians 106 NoA usym s1ealunwLIod o} pley Ajjeal
S puy “Jo} yinow ayy uj paddod 196 pjnom am ‘aw syse Ageq eyl suonsanb ay} asnedaq * * *a1043g 3 INOCe W YIIM $saidXa pue aw yum
>[e1 01 a|qe usaq pey siuated Aw (Ajuo) 41 . 'ou-ou e SI S1y3,, NOA 01 paure|dxa aA,| asnedaq U Inoge Y[el 03 dARY 0] UOSeal AUe JaAau S,218)
0S . 'Op LUop NoA siy1 ‘poob si Ss1y) ‘peq Si S1Ys,, P|03 3JaM NOA ‘spix Aw pasied | Aem ay) pue pasies sem | Aem ayl ‘yinii ayl noA |13 01 |13 J8YlIoN |opow 3joJ [eyuated Buiyoe
“J1ayuny Aue
06 uea noA a1048q alay) 196 01 anrY NOA JuIY) | “J[9SAW JO a1ed aye) 0} papasu | mMauy Isnl | 1ybnoyy ajdoad yeym aed LupIp | JjesAw Jo
ased Bupyey pue sdnoib 1oddns 03 Buiob sem | 8oU0 pue ssau||l 8y} INOge paules] | 83uo Ing aw 19alai euuob atam ajdoad ybnouyy | “Auip
Sem 31 3ybnoyl |—I1 Jo paweyse Sem | "M parey | pue sutsA Aw ybnoay) Butuuni sem ssauj|i 8y Jey 10} 8y} puels L,Upinod | “Feyl ax1| J,usem
| ButuuiBag ayy Ul ‘ass ‘asnedag " * * *[eIuap Ul 8¢ 10U 0} PasU A3y | "SOA[ISWAY} UM 3]GeLIOLLO0D aq 0} aAeY Sluated ayl [|e O 1S114 [[9A J9YI0N Je1uap ui BUIAI
"Wy} 03 X[e} 03 JuBM J,uop Asy1—xas Inoge Spiy J1ay} 03 ¥|e} 0] sjualed JO 10| B 40} B|GeLIojWoduN ISNf S UIYY |~ * "dw
J04 1red 153661q 8y S,1eyl 1SB9] 1 "UBIP]IYI UMO INOA UIIM X3S JO anssi ay) Yyiim Buijeap ajgenoswoaun isnl s 1 (asnedaq puey) s ssanb | JayreS SUOITBSIAAUOD premymy[swa]
‘P 418y} AQ paz1oe.iso ag 03 Juem ,uop Aay} 0S “wayl unys Aew
pif 418y quiyy Aew sjuaed awos asneoaq Si eyl Aes | uoseal ay | "uaIpjiyd J1ay: yum uado ou are (syuased) Asyr asnesaq (paey i) quiyp | Jayreq | abewi-yjas pabewep Jo Jea-[swa]

P

Aue U0 Jeyy YsIm Lupinom | puy "ybnoays of o1 way Jo} Buiyy pappe auo isnl s3] "Jo Yuly} 03 ajgeleaqun 1snl | ‘1eyl a1 sbulyy ‘ainssaid
J9ad :ybnoayy ob Ay 1ey sBuiyy eaIxa ay) |[e Yyum spiy JnoA uo (AIH) reyrind o * * * “Jeay [|ns sV pue AIH Ul pareonps ate oym ajdoad
ey} ANSSI U. SI SIY} MOUY | pUY "Wy} In0 ssaw ay) Buiseds 1snl yum [eap 031 aw 1oy pJey s 0S * * * *an0] pue aA1bioy 1snl 03 Ayjigeur siyy
aney |1ns Aay} ‘aJe noA Juaied e JO 8]q1II0Y MOY 81eD J,UOp | “'Yey} 81| pood ale SpIy * * * "Wayl A1JOM 0} JUBM J,UOp | 1Byl SI Jeay AW |9

PIIYD JO 8ey|aM 10} UIBaU0D[SWa]

safejuenpesip
uo Buisnaoy pue Jea4

uoireiond a|durex3

Jue fed o juewlloju|

sllireg

0T0Z-6002 ‘Sa1€1S PaliuN ISAMPIA UOITeIIUNWWOY 0] SiaLieg Jo) sa1ongd) ajdwexg pue sawsay L

€3714avlL

NIH-PA Author Manuscript NIH-PA Author Manuscript

NIH-PA Author Manuscript

available in PMC 2014 August 01.

Am J Public Health. Author manuscript



Page 16

Edwards et al.

T0°/5d
.

S0'lsld

*

*

*10)e1[198} s1y3 Lodal 10U pIp oym sjuated 10} €'yE|=[a100s uean

J0yel[19ey siy3 Lodal Jou pip oym siuased Joy £'0g|=[2109s ues|y

q

‘9€ 01 6 WOy pabuel 3[eas Yyoea Uo $a109s alaissod,,

"9AIISNBYX? aJe sa1106a1ed annisod-A|H Bulaqg ‘sa11068189 aAISNERYXS 10U BB SIBLLE] PUB SI03eM |19 "D10N

(6've) 98 [008) ¢ (670 L8 (E9D ST L (T'TH) 28 1034Je 10U S30p/13pIRY X[e} seelN[swa]
(67€) €5 Jreees Je80¢Es LD LT (8'89) €9 sa1sE3 X[e} saeIN[swe]
anmsod-AlH Buteg
(v'se) 8T (18 81 (z'92) 81 JovDe JEETT (T'T2) 61 [3pow ajo1 [ejussed xoeq[swis]
(L'5¢) 8T (T°€e) 6T (8°22) 6T (9v2) vT (z81) 9 (zea) oz [etusp ut Buini[swe]
(1°58) 92 (8'18) 92 (8'92) 92 (e'92) a1 (rr9e) 2T (008) L2 safiejueApesIp uo sndoj/rea[sws]
sisllreg
(8'7¢€) 6T (8'2e) 6T (0'82) 6T (1101 (e'08) 0T (zze) oz P11y yum diysuomejas snonsid[sws]
0, 8'5E) 9E fs_ma % (5'82) 9¢ (6'ev) 52 (roe) et (T'TY) L YI[E} JO s)iyauag uo Buisnood[swie]
(5gg) 6€ (6'7¢) 6€ ('82) 6€ (Tzy) ve (s'8p) 9T (vp) o uoddns Buizinn[swa]
sioren|1oe

(Uea ) 'ON (Uea ) 'ON (uea ) 'ON (%) 'oN (%) oN ‘(06

‘(06l=u) soueyodui | ‘(06l=u) Aoeoiy3-4es | ‘(06l=Iu) Aouenbe 14 (%) 'oN ‘(28l=Iu) v ‘(egl=|u) swospuoN |=|u) &1dures |in4

Uo!eolunuiwod perepy-AlH

Us Ip[IyD 018nsopsiq

0T0Z-6002 ‘S31e1S Pallun 1SaMPIA :SaInseaA UOIeIIUNWWOo Palejay-AlH AQ SisLieg pue siojel|1oe [ejualed

NIH-PA Author Manuscript

¥ 37avl

NIH-PA Author Manuscript

NIH-PA Author Manuscript

AmJ Public Health. Author manuscript; available in PMC 2014 August 01.



