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This study investigated sexual risk behaviors of at-risk males and females in the Philadelphia and 
Hartford Research and Education on Sexual Health and Communication (Project PHRESH.comm) study. 
We employed the Theory of Planned Behavior and sexual scripting theory to understand sexual risk 
behaviors of 18 to 25 year-old Hartford, Connecticut (CT) African Americans. Focus group and sexual 
relationship life history interviews were coded and analyzed for themes. Seven themes emerged: 
factors that informed condom use decisions; condom use negotiation; spontaneity and condom use; 
emotion and sex without condoms; resources and condom use; condom use infractions and partner 
informing; and knowledge and condom use efficacy. The study revealed that love or concern for a 
partner’s feelings might alter sexual scripts and intentions to use condoms. Difficulty reconciling 
condom use with intimacy needs led to sex without condoms. Very importantly, an information deficit 
seemed to interfere with consistent condom use across relationship types, and among pregnant women 
in precarious sexual situations suggesting the need for education and re-education about condom use 
among African American young adults. 
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INTRODUCTION 
 
Human immune deficiency virus/acquired immune 
deficiency syndrome (HIV/AIDS), sexually transmitted 
diseases (STDs), unintended pregnancies, and abortions 
remain serious public problems for African American 
young adults. The sexual trajectory for African Americans 
begins early; 15.2% report un-coerced sex by age 13, 
compared with 3.4% of White youths

 
(Youth Risk 

Behavior Surveillance-United States, 2009), which poten-
tially increases the numbers of their sexual partnering 
relationships, subsequent sexual and reproductive 
morbidities, unintended pregnancies and abortions, and 
early parenting. In 2009, in Hartford, Connecticut, the site 
 

from which the sample was drawn,for African Americans 
compared with Whites, gonorrhea rates were nearly 
3.50:1; syphilis rates were nearly 3.50:1; and chlamydia 
rates were 2.50:1. From 2005 to 2009, the HIV/AIDS rate 
among Hartford African Americans was 44%, although 
they represent only 13.3% of the population

 
(Connecticut 

Department of Public Health AIDS and Chronic Diseases, 
2010). Complicating the sexual and reproductive health 
morbidities are STD infections that increase the potential 
for contracting HIV

 
(Fleming and Wasserheit, 1999). 

Much higher abortion rates also have been reported 
(32.5%  versus 8.5% per 1,000, respectively)  for  African  
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American young adults compared with their White peers 
(Pazol et al., 2009).Risky sexual behaviors have been 
associated with social and cultural influences. Semi-
closed sexual networking systems, whereby African 
American people have sex primarily within their ethnic 
group, has been implicated as a causative factor for their 
HIV/STD burden, given the heavy concentration of 
HIV/STDs in African American communities (Laumann 
and Youm, 1999). Lower marriage rates

 
(Goodwin et al., 

2009), greater rates of sexual relationship concurrency 
and non-monogamous sexual partnering (Adimora et al., 
2007), along with the challenges of negotiating safe sex 
across a range of sexual relationship types (Singer et al., 
2006) increase sexual health risk. Secrecy among men 
who have sex with men and who also have unprotected 
sex with female partners (Montgomery et al., 2003), and 
HIV- and AIDS-related stigma interfere with disclosure as 
well as involvement in HIV-related preventive and health 
seeking behaviors (Radcliffe et al., 2010).  

To date, barring abstinence or being in a long-term, 
mutually monogamous relationship with an uninfected 
partner, the key to most successfully protecting oneself 
against HIV/STDs and unintended pregnancy is 
consistent condom use (Workowski and Berman, 2006). 
Nonetheless, consistent condom use can be challenging, 
particularly in circumstances of multi-partnering and in 
non-monogamous relationships as compared with 
monogamous ones (Hock-Long et al., 2013). Although 
relationship type can influence sex risk behaviors, 
interpersonal relationship factors remain under-
examined. The crux of the matter (consistent condom use 
from the beginning to the end of sex) may be in the 
interplay of not only social and cultural factors but also 
interpersonal affective dynamics in sexual and romantic 
relationships.  

Within relationships, human beings of both genders 
experience and respond to each other’s emotions of love, 
spontaneity in sexual expressions, passion, and physical 
desire; and sex without condoms is considered more inti-
mate and, thus, more satisfying. Such intimate affective 
relationship factors can influence sexual behaviors, 
including condom use.  

In light of the unyielding public health dilemma of high 
HIV/STD rates and unintended pregnancies and resulting 
abortions in African American communities, and given the 
preventive benefits that consistent condom use can 
provide, we seek to understand what factors are 
associated with condom use among heterosexual African 
American young adults in Hartford, Connecticut. We use 
the theory of planned behavior (Ajzen, 1991) and sexual 
scripting theory (Simon and Gagnon, 1986) to understand 
condom-use behaviors, and given the backdrop of 
poverty within which sex-risk behaviors occur for these 
participants, consider the findings in a structural violence 
context.  

Weathers et al.           197 
 
 
 
Theoretical perspective 
 
Sexual risk behavior has cognitive and interpersonal 
affective attributes, and behaviors occur within social 
contexts. As noted, we use the theory of planned 
behavior (Ajzen, 1991) and sexual scripts (Simon and 
Gagnon, 1986) to explain the risk behaviors of partici-
pants in this study. The theory of planned behavior (TPB) 
has been used to understand sexual behavior from a 
cognitive perspective. TPB posits that “attitude toward a 
behavior”, a favorable or unfavorable appraisal of beha-
vior; “subjective norm”, social pressure to perform or not 
to perform a behavior; “perceived behavioral control”, 
actual behavioral control whereby an individual has the 
resources, opportunity, and ability to perform a behavior; 
and “intention” to perform the behavior, are antecedents 
that predict behavior that is under a person’s volitional or 
actual control.  

While social pressures and actual control both 
influence attitude, the more favorable the attitude toward 
performing the behavior, the greater is the intention and 
potential to perform that behavior. However, mere 
formation of an intention is insufficient to predict behavior. 
Although people have a tendency to perform behaviors 
that they perceive will produce desirable outcomes, a 
critical predictor of the performance of a behavior is the 
presence of actual control. A high level of actual control 
wherein the individual has the requisite opportunities, 
resources, and ability to complete the behavior increases 
the potential of performing that behavior. TPB is sup-
ported by empirical evidence that shows that intentions 
and their antecedents are related to safe-sex behaviors 
(Sheeran and Taylor, 1999). The theory has received 
much support for its usefulness when studying health 
behaviors (Godin and Kok, 1996), including condom use 
in Black populations (Giles et al., 2005). TPB helps the 
understanding of cognitive aspects of sexual behaviors; 
however, this framework does not fully explain how 
affective dynamics (Dutta-Bergman, 2005) that occur 
within ‘interpersonal’ sexual and romantic relationships, 
for example emotions of love, caring, or the desire to 
sexually please oneself or a partner, can bear upon safe 
sexual behaviors despite people’s intentions.  

Sexual scripting is a metaphor for understanding sexual 
behaviors. Sexual scripting theory posits that mediators 
of sexual behavior patterns are located within the 
‘cultural’, or social collective; the ‘intrapsychic’, or 
personal values and desires; and the ‘interpersonal’, 
where individuals participate in scripting their sexual 
experience together (Simon and Gagnon, 1986). These 
scripts subconsciously guide individual sexual behavior, 
couple interaction, and the ways in which the broader 
society evaluates such behavior. It is at the interpersonal 
level that an individual must reconcile personal values 
and  desires  with  those  of the other. Sexual scripts  can 
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influence safe-sex behaviors, and the concept has been 
used in research to examine sex-risk behaviors (Bowleg 
et al., 2004), including condom use among heterosexual 
African Americans.  

Condom use as a preventive measure has become an 
important part of people’s sexual scripting; however, its 
use is inconsistent across relationship types. A potentially 
problematic aspect of sexual scripting in regard to 
condom use is that it interferes with intimacy and sexual 
pleasure (Bowleg et al., 2004). A strategy to help reduce 
sexual and reproductive health disparities among African 
American young adults may be developed once we 
understand the complexity of sexual scripts and sexual 
behaviors that happen not just as individual phenomena 
but also within sociocultural and interpersonal contexts. 
In this study, TPB and sexual scripting inform the 
understanding of sexual risk behaviors related to condom 
use among high-risk urban African American young 
adults in sexual and romantic interpersonal relationships.  

We report findings on sociocultural and interpersonal 
factors related to condom use among African Americans 
from Hartford, Connecticut, where 38% of the population 
is African American and over 18% live below poverty 
level (Poverty, 2011). Both of these factors, which have 
been strongly associated with higher HIV/STDs and rates 
of unintended pregnancy and resulting abortions, limit 
access to effective preventive and curative health care. 
The burden of these health risks is particularly 
problematic for sexually active Black young adult males 
and females between the ages of 15 and 24

 
(Centers for 

Disease Control [CDC], 2008).  
 
 
METHODOLOGY 
 
This study is based on qualitative data from the CDC-funded study 
Philadelphia and Hartford Research and Education on Sexual 
Health and Communication (Project PHRESH.comm), a five-year 
qualitative and quantitative, multi-method study (2004 to 2008). The 
study investigated the context within which African American and 
Puerto Rican young adults communicate sexual values and 
negotiate barrier contraception. The study included focus group 
discussions, in-depth individual sexual and romantic life history 
interviews, sexual behavior diaries, and structured interviews, which 
enables triangulation (Crabtree and Miller, 1999). Purposive 
sampling was used to recruit participants through street-outreach 
strategies and from family planning and STD clinics, community 
colleges, youth and young adult programs, and parks and 
recreation sites.  

Following approvals from the CDC, University of Connecticut, the 
Hispanic Health Council in Hartford, Connecticut, and the Family 
Planning Council of Philadelphia Institutional Review Boards, 
individuals who met the study criteria (age 18 to 25, self-identified 
African American or Puerto Rican, had sex with a member of the 
opposite sex in the last year) were invited to participate, and 
informed consent was obtained from each participant. Recruiters 
were African American and Puerto Rican males and females. All 
interviewers were bilingual females. Focus group discussions 
(FGDs), which were used to elicit information on cultural norms for  

 
 
 
 
communication concepts, sexual behaviors, relationship types, 
communication strategies, and patterns of negotiation, were 
conducted separately with African American and Puerto Rican 
participants. Sexual relationship history interviews (SRIs) were used 
to elicit sexual life histories through open-ended individual 
interviews that lasted one to two hours. For these interviews, a 
written guide and open-ended techniques were used to elicit 
information about the participant’s self-identified most important 
sexual and romantic relationships, the contexts of these 
relationships, sexual history, and communication and negotiation in 
regard to prevention patterns across sexual relationships.  

In this study, data from the Hartford African American FGDs of 
males and females who comprised four groups (two male and two 
female) for a total 42 people (15 males and 27 females), as well as 
data from the 29 open-ended SRIs of 14 males and 15 females 
were analyzed. The combination of these two methods, the 
individual-level SRI and group-level FGD fortify the understanding 
of sexual risk behaviors and condom use among African American 
young adults. Of the focus group participants, 8% also took part in 
the SRIs. Participants received the equivalent of $15 per hour for 
their time, and bus tokens were provided as needed.  
 
 
Analysis 
 
An interpretive approach (Crabtree and Miller, 1999) was used to 
understand factors that influence condom use among African 
American participants. FGDs and SRIs were tape recorded, 
transcribed verbatim, and coded for major themes in ATLAS.ti, a 
software program for managing and analyzing qualitative data. 
Each participant also completed a two-page form that collected 
basic demographic and sexual and reproductive information. Small 
teams analyzed the data through engaging in close, multiple 
readings of all the text data (about 2,000 pages of text), coding the 
text, reviewing code summaries across cases, and triangulating 
themes between methods FGDs and SRIs. Of the text material, 
10% was coded by two independent raters to assess intercoder-
reliability. Ninety percent reliability (number of agreements/number 
of agreements + disagreements) was achieved (Schensul et al., 
1999).  
 
 
Participant characteristics  
 
The mean age of participants in both the FGDs and SRIs was 20 
(range = 18 to 25). Nearly all (95%) were unmarried and lived in 
economically disadvantaged inner city areas in single-mother-
headed homes. Approximately three-quarters (75% of males and 
70% of females) had moved one or more times in the last year, 
40% had dropped out of high school, and only 38% were currently 
employed. Approximately 33% already had one or more children. 
Of both men and women, 45% reported having had five or more 
lifetime sexual partners and almost half had ever had an STD.  

In a prior publication from this project (Singer et al., 2006), a 
hierarchy of sexual partnering relationships that were casual 
(primarily sexual) or committed (sexual and romantic), and that 
were either concurrent or serial was described. Different 
relationship types were embedded in a social strategy that spread 
access to resources (for example, things, emotional fulfillment, 
access to children, access to preferred sexual behaviors) over a 
network of intimates. Due to the instrumental nature of some of the 
kinds of relationships, committed sexual and romantic relationships 
carried a heavy risk of perfidy or being conducted with concurrent 
sexual relationships (Singer et al., 2006).  

In   casual   relationships,   participants   engaged   sexually  with 



 

 

 
 
 
 
strangers and acquaintances or with friends for various reasons. 
Within the relationship hierarchy, condoms were deemed normative 
with casual partners but were soon abandoned in committed 
relationships. However, actual condom use was inconsistent across 
all relationships because it was dependent on the actual context 
(physical and emotional) of the sex act. Although most participants 
idealized a loving, monogamous relationship, disenchantment set in 
after infidelity (Abraham et al., 2011).  

In this paper, we addressed seven emergent themes from the 
Hartford, Connecticut, sample of the Pittsburgh Hill/Homewood 
Research on Eating, Shopping and Health (PHRESH) study that 
shape condom use behavior: factors that informed condom use, 
condom use negotiation, spontaneity and condom use, emotion and 
sex without condoms, resources and condom use, condom use 
infractions and partner informing, and knowledge and condom use 
efficacy.  
 
 
RESULTS 
 
Factors that informed condom use  
 
Within the range of sexual and romantic relationships 
described above, participants described methods used to 
determine whether the partner was “clean” (HIV/STD-
free). A male participant stated that he would ensure that 
his partner was clean by way of olfactory and visual 
checks that, if passed, would justify sex without condoms. 
   
“Look, I got my angle close to smell it (the vagina) and I 
was just like, look. I was like, okay. Ain’t got no green 
stuff, no yellow stuff coming down. I’m trying to smell, 
right. That’s how it gets done with any female”.  

 
HIV/STD-free status was ascertained through documen-
tation of a partner’s sexual health status in clinic visits. 
These visits, often done together upon the urging of one 
partner or mutually agreed on, served the purpose of 
relationship building and of confirming and disclosing 
sexual health status to determine whether condom use 
was necessary. This behavior occurred in a variety of 
relationship types, including sexual relationships that 
were intended to be monogamous, or when the intention 
was to protect oneself while conducting concurrent 
sexual relationships. As one young woman stated: 
 
“I showed him my papers, and he was like, ‘Oh, you 
really clean, you ain’t had nothing.’ Actually, we both 
made sure we were safe. We went to the clinic.” 
 
Feeling invincible, a cognitive marker of youth that has 
behavioral ramifications was a factor in the non-use of 
condoms. A male participant who contracted an STD 
during late adolescence explained:  
 
 “I couldn’t believe it, like, damn, I got a STD. That shit 
shocked me, like, ‘cause, you know what I’m saying;  you  
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never think you can get anything. But, really, anybody 
can get anything, so. It was like that. It was crazy”. 
 
Thus, participants’ situation-dependent reliance on semi-
scientific methods and clinic test results to assess 
partners’ risk of infection suggests a degree of pragma-
tism while operating from a basis of relative ignorance in 
regard to prevention of sexually transmitted infections, 
HIV, and pregnancy. The use of testing, at times, sig-
naled the hope to begin a serious relationship risk-free, 
but continued partner concurrency, along with random 
condom use, undermined this approach.  
 
 

Condom use across partners 
 
It was not unusual for sexual partners to move in and out 
of relationships or sometimes to resume sexual relation-
ships with prior partners. Some participants protected 
themselves against HIV/STDs with condom use, at least 
during the initial stage of their renewed involvement. As 
one female participant stated:  
 
“We used condoms because we haven’t been together in 
a while, and I don‘t know who he’s been messing with, I 
don’t know what he got.” 
 
Trust in regard to sexual fidelity factored into the use of 
condoms use, particularly in situations where its use was 
discontinued and a partner later requested resumption of 
condoms use. This is seen in a female participant’s 
narrative: 
 
“Sometimes I would tell him to use a condom and then it 
would be an argument because now, since I told him to 
stop using it once, and when I tell him to put on one, he is 
like, who you fucking?”  
 
Some participants reckoned with the importance of 
condom use when aware that they and their partners 
were having concurrent sexual relationships, and this 
factored into being intentional about using condoms. One 
female participant stated: 
 
“I know I wasn’t the only person that he was having sex 
with, and he knew that he wasn’t the only person that I 
was having sex with. But with everybody I have sex with, 
I use a condom. And him, it was just, like, you need to put 
a condom on, yo, because I don’t be around you all the 
time, and I know I’m not the only person that you’re 
having sex with. So . . .” 
 
Whether to use condoms also hinged upon a particular 
partner’s attitude. A lackadaisical attitude suggests that a 
person may not be  using  condoms  regularly  with  other 
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partners and, therefore, condom-less sex may present a 
health risk, as this young man indicated: 
  
“Some females that I mess with [have sex with], they just 
don’t say nothing [do not request condom use]. So if I’m 
about to stick it in there, and they don’t say nothing, I’ll 
put a condom on just for that purpose”. 
 
Avoidance of pregnancy only, not of HIV/STDs, was at 
times, the impetus for condom use. A male participant 
stated: 
 
“I was 20, and, at the time, I was like ‘I don’t want no kids’ 
‘cause I grew up raising other kids. So I was like, ‘I don’t 
want no kids.’ So I always used a condom, regardless”.  
 
For some females, however, sex without a condom was 
not negotiable. Thus, they ensured that condoms were 
used during sex.  
 
“No, it’s like automatic, it’s automatic, cause it’s like, I feel 
like it’s awkward to be, like, “well you know, ahm, you 
need to put on a condom.” No, cause if I feel like if you’re 
not putting it on, or you’re not gonna put it on, or you’re 
not putting it on fast enough, I would do it myself. I don’t 
wanna talk about it; we already know what’s going on. 
Hello!” 
 
In these situations, condom use is dependent either on a 
“blanket-policy” approach to universal condom use with 
all partners, which was relatively rare, or on a delicate 
negotiation based on the relationship dynamics of the 
specific relationship. In the latter, the outcome was open 
to repeated negotiations over time as the relationship 
evolved. 
 
 
Spontaneity and condom use 
 
Both male and female participants discussed how 
condom-less sex occurred as a result of the spontaneous 
nature of sex and the desire for sexual gratification. In 
these instances, spontaneity complemented by a lack of 
intention to use a condom resulted in no active measure 
for HIV/STDs or pregnancy prevention by either party. 
This is seen in this female participant’s narrative: 
  
“It happened so fast, like, you know what I’m saying? And 
I thought he was going to put one on just by me not even 
saying nothing. He didn’t even put one on, and I know I 
should’ve said, “Put a condom on,” but I didn’t even tell 
him. So, it just [happened]-everything just happened so 
fast. That’s what happened.”  
 
Another   female   participant  acknowledged  her  role  in 

 
 
 
 
dissuading her partner from using condoms during sex 
with her. 
 
“He felt more safe using a condom, but it’s like, when 
you’re so in the heat of the moment, I didn’t want him to 
use one. I pressured him not to use condoms . . . we just 
get in the moment, have sex, forget about the condom. 
No, honestly, it was more like a forgetful moment. When 
we remember, we put them on.”  
 
As explanation for not using a condom, a female 
participant stated: 
 
“I don’t think he liked using the condom. If he had them 
right there, he’d use it. But if they weren’t right around, 
because he knew I was on the pill, he wasn’t really 
worried about it, so . . .” 
 
As a further explanation for not using a condom, a male 
participant stated: 
 
“A condom, no, I’m sorry, I wanted that ass. That’s it.”  
 
Another male participant explained how both his own as 
well as his partner’s desire for sexual gratification 
superseded condom use.  
 
“I can’t feel nothing. She was like, “I can’t feel nothing 
either.” I mean I can, but I can’t feel like I want to feel it. 
So she was like, “Just take it off.” I wanted to feel 
everything. I wanted her. I wanted her to feel me, and I 
wanted to feel her.”  
 
Despite contracting an STD as a result of unprotected 
sex, another male participant described how he 
continued to take the health risk of having condom-less 
sex. 
 
“I got real scared [about contracting an STD], but then, 
when you get horny, you’re not scared and that fear goes 
away.”  
 
Other male participants provided similar explanations. 
These narratives highlight some basic human responses 
as barriers to condom use and to sexual spontaneity and 
are dilemmas in many human sexual relationships. The 
apparent challenge is to maintain sexual and 
reproductive health efficacy that includes condom use 
while preserving sexual spontaneity. 
 
 
Emotion and sex without condoms 
 
Consideration for a partner’s feelings can negate 
people’s    intentions   to  use  condoms,  as  can  lack  of 



 

 

 
 
 
 
availability in the moment. A participant explains how his 
partner’s emotional response influenced his intentions not 
to use condoms. 
 
“No, ‘cause I didn’t want to hurt her feelings. And ‘cause I 
didn’t want to say, “Oh, I went to get a condom because I 
don’t know what you got. You might have AIDS or 
something. Not to scare you, but I’m just saying I didn’t 
know what kind of virus and germs and bacteria you got.” 
 
Similarly, consideration for a partner’s feelings in the 
process of relationship building often influenced the 
choice not to use condoms.  
 
“To them [girls], it’s more like, it shows them that they’re 
the only girls that you’re shagging, so it’s really no need 
for no condom. It’s more like you’re my number one. 
That’s all it is.”  
 
Having a personal history of few sexual partners or the 
belief that a new partner has a history of few sexual 
partners is also rationale for condom-less sex, as the pre-
sumption is that one is not likely to be HIV/STD-infected. 
In such situations, participants are unwilling to suggest 
condom use to avoid imparting the judgment of sexual 
multi-partnering and thereby diminishing the meaning of 
the newness of the experience of sex together. This 
combination of faulty risk assessment and the desire to 
preserve meaning are summed up in this male 
participant’s statement: 
 
“You’re young, and I haven’t even had that many 
partners, and she was like, “Yeah, that’s me.” So, I didn’t 
want her to, like, think of anything [that there is a per-
ception that she had many sexual partners], when I just 
be like, “Yo, let’s put on a condom.” ‘Cause we didn’t do it 
at all with a condom. I didn’t want to go through all that”. 
 
Another male participant described a similar line of 
reasoning for not using condoms: 
 
“Cause with her, she only shagged one other dude other 
than me. Like her first and then right after she broke with 
her first, she met me. So, it’s like, I don’t know. I didn’t 
really think. I just did it. That was crazy. I wasn’t thinking 
she was a whore [had many sex partners] or anything, so 
STDs wasn’t on my mind.” 
 
Complacency that the relationship is mutually 
monogamous tended to occur early in sexual and 
romantic relationships and resulted in non-use of 
condoms. In this circumstance, sex without condoms was 
unplanned and predicated upon sexual desire but also 
indicated emotional commitment to the relationship. A 
male participant stated: 
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“The second week I was like, ‘I don’t have any condoms. 
I’m horny.’ We had sex.” 
 
For some participants, contracting an STD served as a 
warning of the consequences of unprotected sex even 
within committed relationships, which roused them to 
engage in regular condom use. After contracting an STD, 
this male participant took note, stating: 
 
“That’s when it just hit me like, yo, you got to use a 
condom all the time.” 
 
 
Resources and Condom Use 
 
Poverty and the inability to initiate healthful preventive 
behaviors converged in the following statement, similar 
versions of which were made by other participants. A 
male participant stated: 
 
“Sometimes you don’t have them [condoms] there, and 
you don't have money for them.”  
 
This causes one to consider that a lack of resources may 
interfere with access to condoms. Although free condoms 
are often available in marginalized communities, 
knowledge of their availability and access to them is not 
assured. Moreover, many participants spoke on the issue 
of serendipitous sexual encounters that occur in 
overcrowded housing conditions. 
 
“When you have the opportunity to be alone, you may not 
be in a place that has condoms (for example, the school 
bathroom, under the bleachers, in the park, at a friend’s 
house, in a car)”.  
 
This was especially the case for participants during their 
early adolescent years, when most of them began having 
sex, and for those who already had children of their own. 
Finding a place to have sex can be difficult when people 
live in extended family situations in which there is almost 
always someone home. 
 
 
Condom use infractions and partner informing 
 
Both male and female participants discussed infractions 
related to consistent condom use, which interfered with 
their efficacy to protect themselves from HIV/STDs and 
unintended pregnancies. A female participant described 
the challenge of ensuring that her partner wore a condom  
during sex and her being oblivious that he had removed 
the condom. 
 
“And then when he does not put it on,  like, I  would  have  
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to put it on [his penis] myself. And then when I do put it 
on, and we be like doin’ it [having sex], it’s like he’ll take it 
off, and I wouldn’t know the difference because I’m 
already so wet. So I wouldn’t know, and when I’m done 
then he’d be like, “Oh, I came in you.” I be like, “What are 
you talking about?” 
 

Another participant contracted an STD that she attributed 
to her partner’s removal of the condom during sex without 
her knowledge. 
 

“So, but I didn’t know that he was not wearing it. Like, 
he’ll put it on when we’re gonna have sex, but like when 
we’re done it’s not on anymore. Like he’ll take it off. He’ll 
try to be funny and take it off. That’s when I knew I 
caught something [STD].” 
 

A female participant explained males’ and females’ 
motives for condom use infractions: 
 

“Boys don’t trust girls with handling condoms ‘cause girls 
be popping holes in condoms, trying to get pregnant and 
stuff like that. They don’t trust girls, but I don’t trust boys, 
I know every dude I’ve been with talk about, ‘yeah you 
will have my baby.’ Like Joseph, he broke a condom on 
purpose cause he wanted me to have a baby with him.”  
 

In non-committed sexual relationships and in cases in 
which participants had concurrent relationships, 
maintaining lines of communication was problematic for 
structural reasons related to poverty (for example, dis-
connected phones, lost cell phones, frequent residence 
change) and prevented informing partners that an STD 
might have been acquired or transmitted. A female 
participant stated: 
 

“I didn’t get to talk to him because when I did call to let 
him know [I was infected], the number was disconnected. 
There was no way for me to reach him, and I ended up 
giving it [STD] to my baby’s father, who I’m with now. And 
I told him [my baby’s father] everything.” 
 

In discussions laced with angry undertones, participants 
describe instances of contracting an STD during condom-
less sex with partners who had concurrent sexual 
relationships. Out of revenge, this female participant did 
not inform the partner she suspected of infecting her. As 
she stated: 
 

“I left him alone. I didn’t even tell him nothing. The next 
person I had sex with, we got tested together [before 
sex].” 
 
 

Knowledge and condom use efficacy  
 

Although   most   participants   were   broadly  aware  that  

 
 
 
 
condom use could be an effective preventive measure 
against HIV/STD and unintended pregnancies, their 
practices highlight errors in their knowledge of how to use 
a condom. For example, the use of a new condom from 
start to finish of each sex act was not always practiced, 
as indicated by this male participant: 
 
“I may use the same one [condom] again, it depends.” 
 
Condom use from the beginning to the end of sex was 
inconsistent because partners did not internalize the 
message that HIV/STDs or unintended pregnancy could 
occur. A female participant stated: 
 
“When we have intercourse, like, he’ll put it in and then 
he’ll take it out. Then when he felt he was about to bust 
[have an orgasm] he’ll put a condom on.” 
 
Some participants were not mindful of the HIV/STD risk 
that exists from unprotected genital-genital contact, 
whether or not their partners reached orgasm during 
intercourse, or of the risks associated with oral-genital 
sex. They also were not mindful of the ineffectiveness of 
the withdrawal method as a protective mechanism 
against pregnancy. As one male participant stated: 
 
“You’ve not come [have not ejaculated], or if the male 
removed his penis before ejaculating, you’re not in me 
[when you ejaculate], so [because you pulled out] it 
wouldn’t matter.”  
 
Another male participant explained:  
 
“After I ejaculated, she put her mouth there [on a 
condom-less penis] and she took it. I didn’t ask her to. I 
didn’t ask her to do nothing. I mean, she did it. She took it 
upon herself  saying “I’m gonna drink him up and I’m 
gonna swallow it.” So I said [to myself]: “Okay, well . . . 
just gonna let her do it.” 
 
In regard to the risky sexual activity of “running train” (one 
woman having sex with a number of men in succession), 
a participant explained his choice for sexual gratification 
when condoms are not available. It was clear that he did 
not recognize that HIV/STDs could be transmitted via an 
oral-genital mode of contact. 
 
“Most of the time, if you ain’t have no condom, you would 
just get some head (oral-genital sex).”  
 
He further explained his reasons in regard to condoms 
while running train on a female, before or after other 
males.  
 
“I don’t know which one of them  nine  niggers  is  holding  



 

 

 
 
 
 
[has HIV/STDs], so I ain’t messing with it [no penile 
penetration of the vagina without a condom]. If it’s me 
first, I don’t care [may not use a condom], but if I’m going 
after two or three people, oh no. I’ll be downstairs like, yo, 
who’s got a condom. Let me get that. Let me see that for 
a minute.” 
 
Few studies have addressed condom use by pregnant 
women, although they, of course, are also at risk for 
HIV/STDs. A female participant failed to consider her 
susceptibility to these infections despite her awareness 
that her partner did not regard their relationship as 
monogamous. 
 
“When I got pregnant, I went, ‘I don’t want to use 
condoms no more. I’m pregnant. I’m not using no 
condoms.’”  
 
In this uncommitted relationship in which the young 
woman was impregnated by a different sex partner from 
the current one, and with the knowledge that the current 
sexual partner had other sexual partners, she was neither 
mindful of the potential for transmitting HIV/STD and 
agreed to sex without condoms. As the current male 
partner explained, because pregnancy, a fait accompli, 
was the major risk in their minds, condoms were 
considered superfluous.  
 
“The first night, we was doing [it], we had a condom on. 
But like halfway through, it was, like, take that shit off. 
That shit don’t make no sense. When she told me to take 
it off I just took it off. I wanted to take it off. One, she was 
pregnant already. She can’t get pregnant twice. So, it 
was like she was already pregnant.”  
 
Thus, misinformation about the transmission of HIV/STDs 
and how to use a condom effectively still contributes to 
STD risk despite years of public health interventions to 
improve knowledge about these topics in marginalized 
communities. The overall low educational achievement of 
the participants also may hamper full understanding of 
the reproductive system and the biological risks of STDs 
and pregnancy.  
 
 
DISCUSSION 
 
This qualitative study used TPB and sexual scripting to 
examine condom use among urban African American 
young adults in Hartford, Connecticut. Seven themes 
emerged from the data: factors that informed condom 
use; condom use across partners; spontaneity and con-
dom use; emotion and sex without condoms; resources 
and condom use; condom use infractions and partner 
informing; and knowledge and condom use efficacy.  The  
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findings of this study call attention to an association 
between factors in the affective domain, specifically 
emotions that occur in interpersonal relationships that 
can influence sex risk behaviors. Although there are 
indications that condom use varies according to the type 
of interpersonal relationship, affective responses that 
commonly alter people’s sexual behavior and that 
influence condom use remain understudied.  

Despite acknowledging the usefulness of condoms in 
preventing HIV/STDs and unintended pregnancies, both 
male and female participants used condoms incon-
sistently from the beginning to end of sex in all sexual 
and romantic relationship types. Their appraisal of the 
utility of condoms was therefore, not at issue, nor was the 
broader social norm of condom acceptability. In 
particular, participants’ intention to use condoms, and to 
execute condom use across the variety of sexual and 
romantic relationships, was impeded by the difficulty in 
effectively broaching the subject of condom use across 
relationship types. Their participation in concurrent 
relationships with self-assigned hierarchical emotional 
levels (Singer et al., 2006) interfered with the intention to 
use and the actual control of the use of condoms 
consistently across relationships and throughout the act 
of sex. Therefore, while TPB explains that the intention to 
perform an act in addition to having actual control to 
perform that act increases the potential for that act to be 
performed, other factors may influence condom use.  

Our finding that emotional and interpersonal factors in 
regard to wanting to establish a relationship and to 
maintain trust and intimacy influence condom use 
corroborates that of other research (Corbett et al., 2009). 
Research has shown that the use of condoms is 
challenging in sexual relationships that are inconsistent, 
when there are concerns about trust and fidelity, and 
when there is reluctance to use condoms on behalf of 
one of the partners in a relationship (Hock-Long et al., 
2013). 

However, actual control of the use of condoms correctly 
and consistently, despite the range of affective influences 
present in various interpersonal relationship types, was 
an important challenge for most participants. In the 
process of building sexual and romantic relationships, 
participants often did not initiate condom use, thus 
preventing their use. Participants had difficulty using 
condoms where there was concern that a partner may 
feel rejected or insulted. Reconciling condom use with 
intimacy desires brought on fears of obliterating inter-
couple closeness, and issues of trust in regard to rela-
tionship fidelity arose when condom use was requested, 
even more so in relationships perceived to be committed 
ones. A lack of condom availability in the heat of the 
moment was also an important reason for non-use, as 
many who have experienced the passion of youth can 
attest.   Interpersonal  behavioral  factors  interfered  with  
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efficacious condom use even in the presence of proactive 
intentions when there was awareness or suspicion of 
concurrent sexual partnering or to prevent HIV/STDs and 
unintended pregnancies. Both males and females 
reported impairing the integrity of condoms by putting 
holes in them, thus rendering them potentially ineffective 
against HIV/STDs and unintended pregnancy.  

Another significant finding was that an information 
deficit in regard to condom use was apparent in several 
areas. While pregnant, women did not use condoms even 
with partners known to be in concomitant sexual relation-
ships. Participants reported using olfactory and visual 
checks to rule out HIV/STD infections. They also reported 
giving or receiving oral-genital sex, and participating in 
penile-vaginal and penile-anal sex without protective 
devices such as condoms, where there is skin-to-skin or 
genital-mucosal contact. Similar to the findings of other 
studies, participants also reported reusing condoms 
(Crosby et al., 2002). Dual methods of contraception, for 
example, the use of condoms for the purpose of 
preventing HIV/STDs by women already taking oral con-
traception, was often not considered. These experiences 
occurred against the backdrop of structural factors of 
poverty that can obscure the procurement of condoms. 
These structural factors delay knowledge and impede the 
use of free condom sources, which affects intentions to 
use and actual control of the use of condoms. 

Unmitigated HIV/STD rates and high unintended 
pregnancy rates heighten the importance of examining 
diverse contributory factors, particularly in view of the 
complexity of African American lives and their impact on 
sex risk behaviors. Additionally, poverty, which is more 
frequently experienced in African American communities 
(Poverty, 2012), remains the single most important 
demographic factor associated with HIV infection rates 
among heterosexual inner-city residents (Denning and 
DiNenno, 2010). These structural violence factors 
promote the marginalization of African Americans through 
their perpetuating the cycle of poverty that has been 
linked with risky sexual behaviors and which results in 
high rates of HIV/STDs and unintended pregnancies’ 
occurring across generations.  

Although not explicitly examined in this study, these 
issues that facilitate risky sexual behaviors are common 
among urban African Americans. However, locating 
findings related to sexual health risk behavior within the 
unique structurally violent environment in which they 
occur for African American young adults would not only 
help us understand these behaviors but also can serve 
as the contextual basis for developing more effective 
preventive measures. Altering ineffective sexual scripts 
through education and re-education about correct con-
dom use and improving strategies to normalize condom 
use in African American communities are needed to in-
crease condom use in the face of  interpersonal  affective 

 
 
 
 
challenges inherent in various relationship types. 
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