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Abstract
Disparate rates of HIV/STIs transmission to African American women
through heterosexual sex persist. Behavioral scientists do not know
how African American women perceive sexual risk; thus, efforts
continue to gain better understanding. Qualitative methods were
used to discern how linguistics used by African American women
may indicate perceptions of minimized value of sex. Interviews
with 30 eligible African American women who were 18-29 years,
sexually active, and substance users took place during emergency
department visits. Interviews were professionally transcribed,
coded, and organized into themes. Inter-coder reliability was
assessed (Cronbach’s Alpha=0.723). The term ‘just’ was noted 89
times; 22/30 women used ‘just’ in a way that minimized the perceived
value of sex when describing sexual experiences. Quotes included
statements that minimized sex as a tool for physical pleasure, an
adrenaline rush, a way to avoid boredom, a temporary fix, and a way
of escaping stressful realities. Identification of a minimized value of
sex among African American women is important and can empower
healthcare providers through improved cultural competency when
engaging them in sexual discussions.
Keywords
Minimized value of sex; African American women; Sexual risk;
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Introduction
The overall risk of acquiring HIV from heterosexual transmission
has declined over time. Yet, the risk of contracting HIV and/
or STIs through heterosexual transmission remains higher for
African American women than women in every other racial/ethnic
group (Centers for Disease Control and Prevention) [1,2]. In 2015,
African American women experienced an HIV diagnoses three
times more often than Caucasian women and four times more often
than Hispanic/Latino women [2]. A report of 18,561 HIV cases in
Houston, Texas and Harris County (the largest county in the Houston
metropolitan area) since 1999 positions this geographical area as 11th
in the nation for incident HIV infections [3]. A content analysis by
gender and race revealed that 36% were women, of which 71% were
African American [3]. In fact, 88% of African American women in
Harris County with HIV become HIV positive through condomless
sex [4]. When substance abuse is added to the equation, HIV risk for
African American women who engage in condomless sex worsens.
The rate of illicit drug use among African Americans ages 12 and older
in the US was higher (12.4%) than the 2016 national average (10.2%)
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and binge drinking within this cohort (21.6%) was comparable to the
national average (23%) [5]. Seventy percent of women treated for drug
abuse report an early onset of physical and sexual abuse [6]. These
women reported use of illicit drugs, lower self-esteem, and delinquent
behaviors more often than other women [6], including transactional
sex and a vast scope of sexual activities that is often perceived as
promiscuous [7].
The compounded HIV risk from heterosexual contact and
substance use is an important driver of HIV risk among African
American women and is possibly related to coping strategies and
perceptions whereby the value of the sexual act is minimized. This
requires targeted prevention interventions based on theoretical and
research approaches. Existing efforts that have targeted African
American for HIV prevention offered varied perspectives explaining
why African American women continue to acquire HIV/STIs at
increased rates. The variables that served as the foundation for tested
theoretical and research approaches ranged from structural and/or
societal factors, to cultural influences and interpersonal factors [8-21].
These reasons for disparate HIV/STI incidence rates are important;
however, more evidence is needed to discover effective intervention
strategies with capacities to decrease HIV incidence rates among
African American women and subsequently eradicate the HIV
epidemic. Understanding why high incident HIV rates persist among
African American women requires inclusion of intrapsychic and
perceptual perspectives. A qualitative study of 24 African American
women identified five themes to better understand issues that should
be addressed in sexual risk-reduction interventions for women
[22]. Those themes were self-esteem, social influences on behavior,
relationship fidelity, sexual risk behavior, and partner’s sexual
behaviors. In a separate qualitative study among 60 HIV negative
heterosexual women in the South, two primary themes surfaced:
1. Contradictions between relationship expectations and personal
desires and circumstances that challenged ideals.
2. Challenges within the relationship were discovered [17].
Together, findings of these qualitative studies provide insight
into the contextual and sociocultural factors that interact to shape
perspectives of individuals who engage in behavior that will either
increase or decrease their risk of contracting HIV. However,
important questions remain. How might some African American
women perceive and/or conceptualize their value of their own sexual
experiences? How does this value compare to their perceived personal
risk of acquiring HIV? If some African American women perceive
themselves as at risk for HIV, what behaviors might they engage in
to mitigate this risk? Answers to these three pivotal questions are
needed to develop, adapt, and implement tailored strategies for HIV
prevention for African American women. Deducing those answers
from language and theory is a practical and scientifically sound
approach that is capable of discovering indicators of sexual behaviors
or sexual risk among African American women.
Language is a mechanism that provides insight into a person’s
understanding of the world around them and can provide insight
into their life experiences with the world [23]. Life experience is
a major determinant of a person’s sexual script; thus, by studying
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African American women’s language, qualitative researchers can
identify factors that may indicate some African American women’s
perspectives on sexual behavior and/or sexual risk. Robin Lakoff
identified gender differences in language that she suggested stemmed
from cultural role assignments whereby women had subservient
roles in comparison to men’s important roles [24,25]. Evidence of
the cultural norm whereby women have subservient roles and less
perceived power in sexual decision making is clearly demonstrated in
the language used by women when describing the value of the sexual
act. A quote used by a woman describing how sex happens in the
absence of a committed relationship reads: ‘Well, people don’t date
like they used to. They used to date a long time (ago). Now, it’s not
even considered a bad thing if you meet somebody and two, three
days later you have sex with them. It used to be, you know, you didn’t
do that. You were considered, you know, nasty or whatever, but now
it’s the thing. You meet somebody, it’s like an instant attraction, so
you like them, you don’t even think about this might not work. You
try to put everything aside that you already see that is wrong, red
flags jumping up, and you just hit the bed. There is no dating and
dinner, and flowers, and candy, and it’s nothing like that, no planning
whatsoever, no finding out about their background, it’s let’s get it on [17].
The authors used the secondary theme ‘sex just happens’ when
describing some African American women’s sentiments that sex
is an act that occurs by chance. However, the language used when
describing the sexual act requires the attention of HIV prevention
researchers and interventionists because it reflects the perspective
of the individual before engaging in the act. This trivialized value of
sex increases chances that the minimized behavior will occur with
minimal consideration given to the woman’s personal sexual health. A
well-established theoretical model, The Health Belief Model (HBM),
also lends insight into the answer. The HBM fosters understanding of
the connection between beliefs and behavior.
The HBM proposes that individuals will take action to prevent an
illness/disease when four conditions are met:
1. They perceive the disease as undesirable or severe enough to avoid,
2. They perceive themselves as at risk for acquiring the disease,
3. They see more benefit than risk to taking action, and
4. They see few barriers to taking action [26,27].
In the case of HIV, actions to prevent this illness/disease include
consistent condom use, routine HIV testing, discussing sexual
history with partners before engaging in sexual activity, and (more
recently) uptake of pre-exposure prophylaxis [28-30]. Although the
persistent stigma of HIV among some African-Americans declares
an HIV positive diagnosis as highly undesirable and the HIV positive
individual as worthy of avoidance, some African American women
perceive themselves as being at lower risk of becoming HIV positive
than White women [10,31-35] According to the HBM, an individual
will only engage in actions to prevent an HIV diagnoses when they
perceive themselves to be at risk for HIV. In the absence of perceived
risk, consistent adoption of preventive actions or behaviors to prevent
an HIV diagnosis remain dismal. Qualitative research findings infer
a disconnect between perception and actual HIV risks among some
African American women, as descriptions of personal sexual acts
routinely involved high risk sexual behaviors [17,22,36]. If a woman’s
sexual behaviors are associated with her perceptions of morality,
it is logical for her to reject personal assumptions associated with
stigmatized sexual behaviors [31,37,38].
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Engaging patients in fact-based discussions about sexual activity
is important. However, such discussions have the potential to be
an unpleasant experience for patients for reasons indicated above.
How then might providers approach risk discourse with patients?
What signals could prompt clinicians to further explore a patient’s
assumptions and perceptions related to a minimized value of the
sexual act? Specifically, how do we engage African American women
in scientifically-informed, non-judgmental, culturally-empathic
conversations about their sexual behaviors? We suggest that
healthcare providers do this by carefully attuning to the language that
some African American women use when discussing sexual behavior
and sexual decision making, even in atypical patient settings like the
emergency department (ED).

Focus of the Current Study
African American women who are at risk for HIV and STIs
frequently present to the ED for primary care. The ED is a clinical
environment where high rates of STIs are routinely reported at the
national level [39-44]. Of 14,093 patients who were tested in a Houstonbased hospital’s ED, 262 (1.9%) were found to be HIV positive [45]. Of
those, 80 (0.6%) did not previously know that they were positive. As
such, it would be worthwhile for ED clinicians to consider potential
underlying factors that continue to drive the disproportionate burden
of HIV risk to African American women. This study builds on tested
theoretical and research approaches of seasoned HIV prevention
researchers and introduces language as an important factor for
consideration when designing HIV prevention interventions for
African American women who acknowledge both substance use and
condomless sex. Though physician-patient interaction in the ED is
brief, we propose that there are certain conversational cues that may
signal perceptions whereby value of the sexual act is minimized,
which we suggest aligns with underestimating the risk of HIV/STI
transmission associated with their sexual behavior. The primary
aim of this research is to present healthcare providers, including ED
clinicians, public health practitioners, and health interventionists,
with a simple language-based cue of minimized value of the sexual
act: the use of the term ‘just’.

Method
Research design
This is a focused analysis of data gathered from a larger qualitative
study that investigated a sample of 30 young African-American
women’s sexual experiences, ideals, and decision-making processes.

Participants
A total of 30 female African American women were enrolled from
both a private (n=15) and public (n=15) ED in the Houston metropolitan
area in the United States. They participated in an in-depth interview to
discuss matters related to their sexual decisions and experiences.
Participants were 18-29 years of age, had a non-emergent
condition, and self-reported current sexual activity and active
substance use (including alcohol and/or illicit drugs). Substance use
was not distinguished from abuse or dependence per DSM-5 criteria
[46]. The screening process was initiated to determine participant
eligibility. We collected basic demographic data, including age,
marital status, race/ethnicity, chief complaint, and social histories
with high risk behaviors, including substance use (type of substance
and frequency of use) and sexual activity (currently active (Y/N);
number of partners) [11,12,36,47].
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Instruments
Semi-structured interviews were facilitated using an adapted,
validated in-depth interview tool [48]. Interviews were tailored to
participant’s responses. There was with some flexibility in standard
question administration to elucidate factors that contributed to
either engagement in high risk sex or STI prevention behaviors. All
interview questions posed were related to the Sexual Script Theory
and/or the Theory of Gender and Power [20,49-59]. Topic foci
were feelings about sex, descriptions on the development of sexual
intimacy, detailed description of subject’s first penetrative intercourse
experience, gender differences, details on sexual history, knowledge of
partner’s sexual activities, sexual risk taking, and protective practices.
Interviews were semi-structured; thus, a bank of questions from a
validated instrument were asked.
The interview protocol was derived from the team’s training
and qualitative research experience, with significant influence by
the qualitative approaches of research conducted among African
American women at risk for HIV [22]. The interview tool was piloted
as part of student research training prior to data collection. Students
used the tool to perform two mock interviews. The interview protocol
began with the question, “What does sex mean to you?” Based on the
response, questions about emotions related to sex (i.e., “What do you
feel when you have sex?”), sexual history (i.e., “Please describe your
first sexual experience.”), and the physical nature of sex (i.e., “What
are your expectations of pleasure during sex?”) were explored next.
Interviewee responses were the primary influence to the direction
of questions asked in each interview. Interviews were fluid and were
tailored to the subject’s comfort level on varied sensitive topics.
For instance, if a subject responded negatively to a question about
transactional sex, all follow-up questions related to decision-making
and risk assessment as it pertained to engagement in transactional sex
were skipped in the interview, and the next main interview question
was presented.

Procedures
The study was approved by the institutional review board at
the University of Texas Health Science Center at Houston (HSCMS-14-0819). Research-credentialed staff completed and submitted
a screening and waiver for recruitment form to screen medical
records through research-level access at select hospitals. These
records were reviewed and patients were screened on the basis of
specific demographic and medical data (see Participants section
above). Personal health information was accessed; however, only
de-identified data was collected and entered into Microsoft Excel.
Eligible women were approached for study participation in private
rooms of the ED by trained researchers. To confirm screening
information, eligible subjects were asked, ‘Do you currently use any
substances, including alcohol and/or illicit drugs like marijuana,
cocaine, methamphetamine, heroine, or any other substances?’
All women acknowledged active substance use and, in some cases,
substance use was captured by the triage nurse and confirmed by the
researcher in the electronic medical record under social history. After
eligibility confirmation, each woman was given more detail about
the nature of the qualitative study and offered the opportunity to
participate. After informed consent was ascertained and enrollment
began, participants completed a 20-40 min interview. Interviews were
conducted by trained researchers in private rooms within the ED over
a seven month period (September 2015-April 2016).
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Interview questions were viewed and audiotaped using an iPAD
application (Voice Recorder by TapMedia Ltd v2.1) with subject’s
permission and consent. The PI outsourced transcription of interviews
to professional transcribers. Accuracy of transcriptions was verified
by comparing the taped audio to the typed version. Each participant
received a $25 gift card at the conclusion of the interview for their
participation. Clinical care was not interrupted for any patient that
participated. Further methodological details and primary results can
be found in previous publications [11,36].

Analysis strategy
A content analysis was used. Field notes were taken and content
was coded independently by each interviewer. Units of analysis were
based on the verbiage used by study subjects. Transcribed audio
were analyzed to categorize and identify relevant codes and themes
using content analysis. A trained coding team (n=4) consisting of a
research faculty member, an experienced qualitative research fellow,
a research coordinator, and one undergraduate student analyzed
the data. The team collectively coded quotes from one interview to
create the codebook, ensuring consistency of the coding strategy
used. Each interviewer reviewed and coded the transcribed interviews
independently. The remaining transcripts were coded by the team
once the codebook was set. Codes were organized into themes
by the group during face-to face meetings. Codes were collapsed
into themes informed by Wingood’s focus of Connell’s Theory of
Gender and Power on the powerless of African American women in
sexual decision making and Stephen and Phillip’s focus on female’s
sexual script development research of African American women
[15,17,20,50,59,60-68]. Decision trails for independent coding were
kept in a Microsoft Excel spreadsheet where the code, quoted text,
and location of the text were documented. When coders disagreed on
the meaning of and/or the application of codes, discrepancies were
discussed during face-to-face meetings. In some cases, discrepancies
were resolved and in other cases, coders agreed to disagree. The
research team then conducted a frequency analysis on emerging
themes using NVIVO11. Data were matched among coders to
assess agreement and/or disagreement using reliability statistics (i.e.
Cochran’s Alpha).
During transcription of the original interviews, the coding team
discovered the code ‘just’, as the term ‘just’ was consistently used
when describing sexual acts and decision-making. Once coding for
the term ‘just’ was determined, the research team then conducted a
frequency analysis on the ‘just’ code using methods described above.
When performing the reliability assessment, IBM SPSS 24.0 was used
to organize study data for quantitative analysis using qualitative data
from the transcribed text identified by the code ‘just’ in NVIVO 11.
Specifically for coding of ‘just’, an Excel spreadsheet was created
for each coder to discern.
1. Frequency of use and
2. Correlations of term use with a minimized value of the sexual
act (‘just’ group).
All qualitative quotes were presented by women who were
stratified to the ‘just’ group. In some cases, the term ‘just’ was used
in other contexts (e.g., as referring to fairness, objectivity, or as a
discourse marker). Use of the term ‘just’ in ways that did not minimize
the value of the sexual act was excluded from the ‘just’group. A
comparison group was developed and was comprised of women who
did not use the term just as well as women who used the term ‘just’in
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a way that did not minimize the value of the sexual act. This group
was labeled as the ‘comparison group’. After examination, data were
matched among coders to assess agreement and/or disagreement.
Regarding the ‘just’ code, reliability statistics were assessed using IBM
SPSS v24.0, revealing a Cronbach’s Alpha of 0.723, demonstrating
good agreement between the coders’ assessments of the term ‘just’ as
representative of minimized value of the sexual act.

Results
Basic demographic information was collected on enrolled
subjects, which revealed a normal distribution of age, marital status,
and chief complaint category across both study sites (Table 1). Most
women (86.67%) were ages 18-25 years, single (90%), and sought
primary care in an ED setting (76.67%). A descriptive comparison was
performed between women (N=22) who used the term ‘just’ versus
women (N=8) who did not use this term when describing sexual acts.
Although no significant differences were identified, findings revealed
that women who used ‘just’ in sexual descriptions were more likely to
report an experience with physical abuse, condomless sex, a previous
sexually transmitted infection, receipt of a previous HIV test, and
perceptions that their sexual partner was unfaithful (Table 2).

Qualitative Findings Relative to the ‘Just’ Code
Use of the word ‘just’ to describe sex as merely a physical
experience
In some cases, women responded to general questions about
how they conceptualize sex and sexuality by focusing solely on the
associated physical pleasure. When a woman was asked about what
sex meant to her, she replied that sex was “just something to please
the body”. The primary focus for her was pleasure. When another
woman was asked about what she sought when she had sex, she
initially replied “orgasms”, with laughter. When the interviewer
prompted her to reflect on her thoughts and feelings during sex, her
response was: “Well I don’t be thinking about nothing. You just think
about the feeling because it feels good and you rather stay there for a
while. Like euphoria. That’s it.”

1. The physical pleasures of their sexual experience

In another instance, a woman described her perception of sex as
encompassing more than the physical aspect, she further suggested
that individuals who seem more motivated by the physical aspect
might suffer from a sexual disorder. While her thoughts may be
viewed as controversial, her response provided a contrast to the
aforementioned participant’s responses. She used the word ‘just’ to
describe undervaluing the capacity of what sex entails. When asked
about what sex meant to her, she indicated: “Strong emotional and
spiritual connection with your significant other, not just having free
form sex just because you feel like having it. (Interviewer: Free form
sex?) Some people problem with just….nymphos they just have a
problem with having sex. It’s not like that with me. You have to have
a connection like words, communication feelings things like that”;
similarly, another participant compared the pleasure experienced
with her current partner with her previous partners, suggesting that
her heightened pleasure was related to the depth of their emotional
connection. She said: “It feels good….it …it’s not just good it’s great.
I guess maybe because it’s with that one special person because doing
things with other people don’t always feel the same… well before I got
with him now, I was just like I wish it would hurry up and get it over
with because I guess I was really…I don’t think I was attracted to that
person or nothing like that.”

2. The adrenaline rush associated with impulsive sex

Use of the word ‘just’ to describe sex as an impulsive act

3. Engagement in high risk sexual behaviors despite conflicting
internal perceptions

Similar to the focus on the physical function of sex, some women
focused on the “thrill” of sex, the use of sex as recreation or to reduce
boredom, and spoke about engagement in sex with individuals
without forethought. For example, one participant indicated that in a
recent encounter with a new partner, she “automatically just jumped
for it like I normally do.” Another normalized impulsive sex as “just
a thing everyone do.”

Discovery of the ‘just’ code
Sexual scripts was one of the primary themes described in the
original study. This theme reflected stereotypical or traditional
gender-specific sexual attitudes and behaviors [11]. Within this
theme, 22/30 participants who engaged in discussions about sexual
scripts were identified as using the code ‘just’ in a minimizing way
when describing their sexual behavior.

Analysis strategy of the ‘just’ code
Women discussed their sexual behaviors in ways that seemed
to reflect their underestimation of the value of the sexual act and/
or focus on the benefits of engagement in sexual activity rather than
any associated risks in-the-moment. Specifically, African American
women in this sample reflected on:

4. Sex as a way of escaping other stressful realities.
Table 1: Sociodemographic profile of study subjects.
Variables

Emergency Departments
Private (n=15)

Public (n=15)

18-21

6

6

22-25

6

6

26-29

3

3

Single

13

14

Married

1

1

Missing

1

0

15

15

Primary Care

12

11

Dental Care

0

1

Pregnancy Related

2

3

Age

Marital Status

Race/Ethnicity
African American
Chief Complaint
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One participant described that she required her partners to
have the ability to maintain her attention, with no mention of other
requirements for the sexual encounter. When asked about her
thoughts and feelings during sex, she noted “they have to keep my
attention span because I am very to the point where I just uh I get
bored real easy…within 5 min if you can’t keep my attention for five
minutes then.” Sex was described as an occurrence taking place on
its own, with no active decision making by the study participant. In
response to a question about whether she usually talks about sexual
history and safe sex preferences before engaging in sexual contact
with a partner, she replied “um, yeah. Not most of the time though.
Like one time it happened, just you know, just happened, it wasn’t
planned.”
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Table 2: Descriptive comparison of women who used the term ‘just’ versus women who did not use the term ‘just’.
Descriptive Variables
Subcategories

‘Just’ group
(N=22)

Comparison group Pearson’s
(N=8)
χ2 test

N

N

%

%

Number of sex partners
0-6

2

9.1

20-100

1

4.5

100+

1

4.5

‘I’ve had quite a few sex partners’

1

4.5

Unknown

1

4.5

Not reported

16

72.7

8

1

<13

1

4.5

0

2

13-14

4

18.2

3

37.5

3

15-16

8

36.4

3

37.5

4

17-18

5

22.7

1

12.5

5

19

2

9.1

1

12.5

6

Not reported

2

0

--

Abused

4

18.2

0

0

Not reported

18

81.8

100

100

Engaged in condomless sex

12

54.5

5

62.5

Not reported

10

45.5

3

37.5

100

Age at sexual debut

.791

Experienced physical abuse

.195

Condomless sex

.697

Sexually transmitted
infection (STI) history

.407
Had an STI

8

36.4

3

37.5

Have not had an STI

4

18.2

0

0

Not reported

10

45.5

5

62.5

Involved with <1 sexual partnership

7

31.8

1

12.5

Sexual concurrency

.570
Not involved <1 sexual partnership

2

9.1

1

12.5

Not reported

13

59.1

6

75.0

HIV tested

10

45.5

1

12.5

Not reported

12

54.5

7

87.5

Perceived sexual
partner as unfaithful

6

27.3

1

12.5

Perceived sexual
partner as faithful

5

22.7

1

12.5

Not reported

11

50.0

6

75.0

HIV testing history

.098

Perceived partner’ infidelity

.472

This participant’s disengagement in her sexual decision making
appeared to reflect her disengagement in the sexual act. When asked
about her definition of sex in general, she responded: “Just sex…Um,
it’s pleasure for the time being…. Good emotion… But it’s also, it’s a
bad thing I feel sometimes. Sometimes it’s all somebody wants. And
then you’re just like an object or tool, just there…. It makes you feel
useless sometimes.”

Uses of the word ‘just’ to describe the decision to participate
in sex despite internal conflict
A participant described the way she processed the internal
conflict faced while engaging in sex with a romantic partner. In spite
of her discomfort with doing so, she portrayed her perspective of his
engagement as emotional manipulation. She ultimately rationalized
that having sex with this partner was obligatory and a relational
benefit to which her partner was entitled based on the nature of their
relationship. She described her thought process in the following way:
“Nothing…just telling me what I wanted to hear and I just went for it
Volume 1 • Issue 2 • 1000105

P-values
.742

because we together so, I feel like I have to trust you if we together.”
Another participant reflected on her physical and emotional feelings
during and after sexual encounters when she described her internal
thought process. In response to a question about her thoughts and
feelings when she is having sex, one woman replied that: “Sometimes…
it’s just… I don’t have a feeling like that. I mean like when, of course
when you’re climaxing or when you coming or something like that,
that part feel good. But then I think back like “Do I even like him?” or
some stuff like that, that I just want to get it over with already.”
Similarly, a participant described the disconnect between physical
sensations and her emotional experience during sex as something
that was undesirable. In response to a question about what she was
looking for when she has sex, she replied: “To feel good…Um, to
feel some type of way towards the person, I guess. Because you don’t
want to just have sex with a person and then you don’t feel nothing
about them.” A participant engaged in a similar reflection about the
relationship between the physical, emotional, and relational aspects
of sex when asked the same prompt question above, stating: “Um,
• Page 5 of 9 •
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well when I was younger, I used sex to try to find love. Now I just
do it just, you know, pleasure my boyfriend or something. (laugh)…
Um, well, my thoughts when I was looking for love was, like, you
mean during sex? (Yes) Well I was young but I’ll try to remember.
I know it was more like the feeling of being wanted by that person.
Like, feeling like you know special to that person at that point in time
because they putting their all into you. That’s what you feel you know,
and then you feel all their emotions, it’s emotional. But when you
realize it’s not about that when it’s all said and done, then it’s just like,
it was just sex it was never nothing more.” When asked to describe
her best and worst sexual encounter, a woman replied, “I know it’s
just I never think about these things, it’s so funny. Best or worst, oh
my gosh…Okay. The best time, uh, was when, um, or can I speak,
like, generally. So me personally I would say the best time was when
I felt like it was with the right person. So the connection was there,
the chemistry was there, the love was there, the respect was there.
Um, nothing was being forced or wasn’t aggressive, wasn’t, like, I
didn’t feel uncomfortable doing it. The worst time it was, like, too
aggressive. I didn’t feel the connection, I felt like, um, I was doing it
just to do it, not doing it because I wanted to do it. I wasn’t really all
in so it wasn’t enjoyable.”
The internal conflict in each of these cases related to the feeling
of disconnect relative to the physical sexual act from the emotional
connection that these women expected during sex. The emotional
connection is not required in order for the women to engage in the
sexual act. However, the presence of an emotional connection seems
meaningful to women enrolled. Choosing to engage in sexual acts
that they deem meaningful suggests a willingness to do what feels
good to oneself. This has the potential to translate to willingness to do
what is good for oneself (ie. sex with condoms).

Use of the word ‘just’ to describe sex as a distraction
Lastly, one participant described sex as an escape from reality. In
response to the question about her thoughts and feelings during sex,
she replied “it’s just drifting you off in another land somewhere… a
pleasant land.”

Discussion
Merriam-Webster defines the term ‘just’ as an adjective and an
adverb. ‘Just’ as an adjective is defined as:
1. A basis in or conforming to fact or reason.
2. Conforming with what is morally upright or good.
3. Legally correct [69].
Conversely, ‘just’ as an adverb is defined as:
1. Exact or precise.
2. By a very small margin.
3. Only or simply.
4. Quite or very; perhaps or possibly.
Although the term ‘just’ has varied definitions, the context in
which the word was used within this sample of African American
women was uniform. To our knowledge, this is the first manuscript
that explores how some African American women may use the
word ‘just’ during sexual health discourse as a signal of minimized
value of the sexual act. A previous interview-based qualitative study
explored relationship dynamics and sexual decision making among
Volume 1 • Issue 2 • 1000105

60 HIV negative, African American women. Sex just happens was
discovered as a secondary theme [17]. Research findings presented
here strengthens former research by further exploring the frequent
use of the term ‘just’ in a way that signals minimized value of the
sexual act when African American women communicate about their
sexual behaviors and sexual decision-making process. This routine
description of the sexual act is of concern because heterosexual
contact is the primary mode of HIV transmission for African
American women [2]. However, some African American women
seem to lack concern about being at risk for HIV and likely do
not perceive themselves as being at risk for HIV, a serious health
condition that would have a direct effect on them and their quality of
life [22-70]. Additionally, some African American women are aware
of their sexual partner’s concurrent relationships and continue to
engage in condomless sex with them [15,71]. Collectively, a negligent
value of the sexual act may contribute to a willingness to engage in
condomless sex with partner’s in concurrent partnerships. This point
of view worsens the inherent risk afforded to African American
women by race and gender [47]. Review of participant responses
revealed a focus on physical elements of the sexual encounter. A more
in-depth qualitative analysis exposed a social norm where some of
the African American women enrolled routinely used the word ‘just’
to limit the value of sex as a purely physical act that is impulsively
performed and/or used as a tool for distraction.
Moreover, some African American women used ‘just’ in ways
that allowed them to engage in sex with partners while ignoring
their own internal conflict. Preliminary evidence of internal conflicts
demonstrated among women who used the term ‘just’ when
describing sexual acts showed up in several ways that included a
higher prevalence of experience with physical abuse, condomless sex,
a previous diagnosis of a sexually transmitted infection, a previous
HIV test, and perceptions that their sexual partner was unfaithful.
Findings of this study provide a meaningful contribution to the
literature on social determinants of sexual health, as it demonstrates
the importance of paying attention to descriptive words used and
adds an important yet unnoticed element to the ongoing discussion
on innovative strategies for HIV prevention interventions.
Interview responses indicated that some African American women
may not have the tools needed to discern the conflict between their
expressed values of health preservation compared to their behaviors
and decisions to engage in behaviors that undermine their goals of
having sexual health. If this is the case, then healthcare providers will
do well to engage patients in reflective listening and gently present
the conflict between patients’ stated values and behaviors (e.g., their
stated goal of avoiding HIV/STI infection as juxtaposed with their
engagement in risky sexual behaviors). If time permits, providers
should consider highlighting the patient’s incongruence and offer a
safe space in which to consider a different perspective.
Prior research indicated that dissonance-based health
interventions, or those that induce some amount of internal discomfort
by highlighting the mismatch between beliefs and behavior, have
been effective in changing health-related attitudes and behaviors
[72]. Considering the cognitive processes in which women engage to
assess their own sexual risk is important. Recently, the Perceived Risk
Hierarchy Theory posited that young adults between 18 and 24 years
utilize a framework for survival and success to prioritize risk [10].
In order for young adults to connect with prevention practices and
behaviors, the priority risks must be acknowledged and addressed in
a satisfactory way. Priority risks for some African American women
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may include use of excessive force by police, community assaults
and acts of violence, environmental factors, and homelessness and
unstable housing [10]. Until the immediate needs are met, cognitive
processes to trivialize sexual risk may manifest as temporary survival
tactics. The Perceived Risk Hierarchy Theory addresses an important
critique of the Health Belief model, which is that it seems to overlook
the role that environmental or social factors has on influencing
behavior [10,73]. In one participant’s example, she minimized her
discomfort about engaging in sex with her partner due to the social
expectation of sex as a required relational norm.

of their patient populations. These realities are paramount to their
effectiveness in decoding what information is being communicated
between themselves and the patient. By considering the language that
people use to communicate with healthcare providers about their
sexual behavior, clinicians may be better positioned to:

In a social environment where being in a partnership elevates
one’s social status and those who do not successfully attain and/or
maintain long-term romantic or sexual partners are lambasted, it
could be the case that some African American women are very well
aware of the dangers of serial monogamy, partner concurrency, and
other behaviors. However, some African American women continue
to internally minimize the potential costs of their sexual behavior
by magnifying the benefits that come with partnership [10]. Astute
providers should be aware of the social pressures for partnership
among some African American women in their respective
communities, as they empathetically discuss risk behaviors with
patients.

3. Encourage the adoption of a new perspective on the value of
the sexual act coupled with tools to implement comprehensive HIV
prevention strategies.

It should be noted that this was a sample of African American
women who also engaged in substance use along with sexual risk
behaviors, thus, other personality or psychiatric factors could be
underlying a tendency to minimize the value of the sexual act and/
or associated health risks. Specifically, those who are more sensationseeking than risk averse may be more open to engaging in impulsive
and potentially dangerous behaviors such as substance use and
risky sex. Impulsivity is a central diagnostic feature of many mental
health disorders, including bipolar disorder, borderline personality
disorder, and post-traumatic stress disorder [74,75]. Our use of the
phrase “minimized value of the sexual act” does not imply that sex
is only valid if it occurs for some purpose other than pleasure. Sex is
a physically pleasurable experience, and can be enjoyed without an
emotional or relational goal to fulfill.
Research has suggested that women tend to engage in less
protective practices as their level of commitment to or emotional
investment in the relationship increases [76,77]. Women may even fail
to engage in sexual protective behavior despite their acknowledgement
that their male partner is not committed to sexual monogamy, with
the hope that he will at least engage in protective practices with
extra-relational partners [12,17,60,78]. As patients may interpret the
provider educating them about the relative risk associated with their
behaviors as an attempt to shame them for their sexuality, providers
may consider taking a “sex-positive” stance. Providers should not
seek to discourage sexual expression, but to balance pleasure seeking
with self-care. Good sexual self-care is having accurate information
about why the sexual act should be valued, inherent sexual risks, and
consistently engaging in practices that minimize those risks. Safety
and sexual health are as important as physical and mental pleasure
and satisfaction.
Findings of this qualitative study substantiate the importance of
healthcare providers, including physicians, nurses, social workers,
and public health practitioners, to be attentive to the words their
patients use to describe their sexual encounters and sexual decisionmaking processes, including the seemingly mundane. A need exists
for healthcare providers to further their understanding of cultural
norms, diversity of language, and the cultural morals and values
Volume 1 • Issue 2 • 1000105

1. Identify patients who minimize the value of the sexual act and
may be at risk for HIV and STIs,
2. Engage them in conversations about why sex should be valued
while inquiring about their risk perceptions, and

The importance of these considerations are made clear with
evidence suggesting that modifying one’s appraisal of risk may
positively impact intentions and behavior, especially if anticipatory
emotions or perceived severity are engaged, self-efficacy is increased,
and response costs (i.e., barriers to taking action) are reduced.

Limitations and Conclusions
A primary limitation of the study is the small sample size. Due
to sample size, the findings cannot be generalized to other groups
of African American women who report substance use and sexual
activity. Lack of cultural awareness and knowledge by the professional
coding team contributed to minimal transcription errors that
were easily corrected by study team members through review and
correction [79]. This pilot study should be replicated with a larger
sample size and at other EDs. This was a sample of young, African
American women who engaged in substance use and sexual risk
behaviors, thus, findings should not be generalized to all young African
American women. Lastly, the population is not representative of the
general population in the Houston area, as there was undocumented
diversity in the sample based on education and health care access.
Some participants expressed (although the information was not
systematically captured) that they were in college or had completed
college and had a usual source of medical care. These limitations
challenge the generalizability of study findings by demographics,
such as income and education, within the subpopulation of African
American women. However, this pilot study paves the way for
additional research in this area [80].
Finally, this study was an analysis of qualitative data designed
to assess a different theoretical question, namely the factors that
influence young African American women’s engagement in either
protective sexual behavior or “risky” sex. As such, the semi-structured
interview was designed to prompt more in-depth discussions of
certain designated topics, while missing chance opportunities to
more thoroughly engage participants in other sexual health related
discourse. The researchers’ discovery of the frequent use of the term
‘just’ as a conversational signal of minimized value of the sexual act
was an unintentional finding. As such, interviewers did not have the
opportunity to inquire directly to participants about whether or not
their use of the term ‘just’ truly signaled a minimized value of sex.

Future Research
Future qualitative researchers are encouraged to use a flexible
interview approach in studies of sexual risk perceptions among
young African American women. Interviewers should be trained to
notice whether participants use the word ‘just’ in a way that reflects
minimized value of the sexual act. Researchers should explore this
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line of thinking with women directly. This inquiry could be as simple
as engagement in reflective listening. For example, a researcher could
say, “When you described sex a moment ago, you stated, ‘it’s just a
thing that everyone does.’ Help me to understand what you intended
to communicate by using the word just.” Engagement in direct
questioning will prevent researchers from imputing unintended
meaning. These tailored questions will improve the data quality
substantially. Findings of future research studies that explore utility
of the word ‘just’ in this way would substantiate or challenge the
premise of this manuscript and contribute to the body of research
on sexual perspectives. This will improve the evaluation of future
findings related to how African American women communicate their
engagement in and value of sexual activity.
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