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Abstract
We use data from the Cape Area Panel Study (CAPS) to examine self-perceived HIV/AIDS risk
among 4,108 black, coloured, and white South African youth living in Cape Town, South Africa.
We find there are significant racial differences in HIV/AIDS risk perception, HIV/AIDS risk
behavior, and familiarity with HIV/AIDS. Gender differences in these factors are generally
absent. Overall, participation in risk behaviors generally fails to predict perceived HIV/AIDS
risk in multivariate models. The only HIV risk behavior that is a consistent predictor of
perceived HIV risk is having ever had sex. We find a frequent mismatch between behavior and
perception; many youth who are not sexually active believe they are at risk of HIV infection, and
many sexually active youth feel they are not at risk. This mismatch varies by race, with whites

the most likely to exhibit to overestimate their HIV risk, and blacks the least.
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Self-Perceived HIV Risk among Youth in Cape Town, South Africa

HIV prevalence among young people is a critical health concern in South Africa.
Approximately 60% of HIV infections in South Africa happen before age 25 (Abt Associates,
Inc., 2000). At present, about 9.0% of 15- to 24- year-old South Africans are HIV positive
(Mandela Foundation/HSRC, 2002). Rates are even higher in the Western Cape, where
approximately 11.2% of 15 to 24- year-olds are infected with HIV. In this study, we examine
self-perceived HIV/AIDS risk among black (African), coloured (mixed race) and white youth in
Cape Town, South Africa. Self-perceived HIV/AIDS risk has been of considerable interest
because of its possible link to risk behaviors that may lead to HIV infection. Self-perceived risk
figures in a number of behavioral models, including the health belief model (Janz & Becker,
1984), the theory of reasoned action (Ajzen & Fishbein, 1980), and social learning or social
cognitive theory (Bandura, 1977).

Optimistic bias is an important theoretical consideration when studying HIV/AIDS risk
perception among adolescents. Optimistic bias refers to the tendency of individuals to view
negative events as less likely to happen to them than others and positive events as more likely to
happen to them than others (e.g., Weinstein 1980). Adolescents may be particularly prone to
optimistic bias because adolescence is a period characterized by a sense of invulnerability (e.g.,
Feldman & Elliott, 1990). Weinstein (1980) found more realistic perceptions of risk are
associated with events that are: less undesirable, thought to have a high probability of occurrence
in the general population, seen as controllable by an individual’s behavior, have no clearly
defined victim stereotype, and with which individuals have had some personal experience.
Supporting the notion of optimistic bias, studies in Africa have found low self-perceptions of risk

among individuals living in high prevalence areas (e.g., MacPhail & Campbell, 2001; Magnani
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et al., 2001; Maswanya et al., 1999). (For a study that found high risk perceptions in a low
prevalence area, see Miles et al., 2001.) Research that has considered the relationship between
self-perceived HIV/AIDS risk and risk behaviors also show evidence of optimistic bias. For
example, 29% of Moore and Rosenthal’s (1991) sample of Australian college students had
engaged in risky sexual behaviors but perceived themselves to be at low risk of contracting
AIDS within five years. In the Macintyre, Rutenberg, Brown, and Karim (2004) study of youth
in KwaZulu-Natal, South Africa, 20% of the respondents had engaged in risk behaviors but
believed they were at no risk for contracting HIV within the next twelve months. In both studies,
however, there were groups of respondents who had engaged in risk behavior and perceived
themselves to be at risk of HIV (28% of respondents in the Moore and Rosenthal study and 14%
of respondents in the Macintyre et al. study). While most of the respondents in Tillotson and
Maharaj’s (2001) study of black adolescent secondary school students in Durban, South Africa
did not acknowledge their own possible risk of HIV infection, the respondents claimed HIV
prevalence rates of 70 to 80% among young people in their province.

Relatively little attention has been paid to racial or ethnic differences in self-perceived
risk in African countries, including South Africa. Macintyre et al.’s (2004) study of self-
perceived HIV risk among adolescents living in two districts in the KwaZulu-Natal province of
South Africa included blacks, whites, and Indians, but not coloureds, who make up
approximately 8.9% of the overall population of South Africa, but whose presence is negligible
in KwaZulu-Natal (2001 South African Census). Further, race was not a focus of the Macintyre
et al. study. Racial differences are especially important to study in South Africa in light of the

country’s history of apartheid and subsequent on-going economic and social inequality.
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Studies of Self-Perceived HIV/AIDS Risk in Africa

Studies of perceived risk have examined the possible effects of background
characteristics, HIV/AIDS knowledge, actual or hypothetical contact with HIV infected
individuals or individuals with other illnesses, and risk behaviors. With respect to demographic
factors, Macintyre et al. (2004) found age had a positive relationship with perceived risk among
girls who had engaged in risk behavior and those who had not. Barden-O’Fallon et al. (2004)
found women and men (ages 15-44) in rural Malawi with no schooling had a lower perceived
risk of HIV infection and men with secondary schooling or more had a higher perceived risk.
Because there are racial differences in HIV prevalence in South Africa, with higher rates of HIV
infection among blacks (Karim, 2000), we might expect racial differences in adolescents’ self-
perceived HIV/AIDS risk. Macintyre et al. (2004), however, found no statistically significant or
marginally significant effects of race for they racial groups they examined (black, white, and
Indian/other). In contrast, Sarker et al. (2005) found ethnic differences in perceptions of HIV risk
among young living in rural Burkina Faso. Finally, research has found that the determinants of
risk perception among adolescents and adults differ by gender (e.g., Barden-O’Fallon et al.,
2004; Macintyre et al. 2004).

A number of studies have found knowledge about HIV/AIDS to be high but incomplete.
Sarker et al.’s (2005) study in Burkina Faso found few of the young women in their study had
incorrect knowledge about AIDS but a sizable portion had gaps in their knowledge about HIV
transmission. In South Africa, Simbayi et al.’s (2005) study of young women and men in a
Black township in Cape Town found AIDS knowledge to be high, but with important gaps in
knowledge (e.g., almost one-third or respondents believed that washing one’s genitals after sex

can help protect against AIDS and nearly 40% believed AIDS is caused by spiritual forces).
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Tillotson and Maharaj’s (2001) qualitative study of black male secondary school students in
Durban found that gaps in AIDS knowledge may be filled with myths and misperceptions, such
as the belief that traditional healers can cure HIV/AIDS. A positive association between
measures of HIV/AIDS knowledge and perceived HIV risk has been found (e.g., Sarker et al.,
2005). Barden-O’Fallon et al. (2004) found such an association for the women but not the men
in their study.

Research conducted in South Africa has found that being willing to have a person living
with AIDS as a friend was associated level of perceived risk among those engaged in risk
behaviors, but the direction of the association varied by gender (Macintyre et al., 2004). Also,
having a household member sick in the past 12 months was associated with higher risk
perception among girls who had engaged in risk behavior and those who had not. Barden-
O’Fallon et al. (2004) found no association between knowing someone with AIDS and self-
perceived risk of HIV infection. Finally, positive relationships between measures of risk
behavior and self-perceived risk of HIV have been found in multiple studies (e.g., Barden-
O’Fallon et al., 2004; Sarker, 2005).

In this study, we examine self-perceived HIV/AIDS risk among youth living in Cape
Town, South Africa. We are able to more fully examine the effect of race and the simultaneous
effects of race and gender on risk perceptions than most previous studies conducted in Africa.
We also consider the effects of background characteristics, contact with individuals afflicted

with AIDS, HIV/AIDS knowledge, and risky sexual behaviors on HIV/AIDS risk perception.
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Method
Data

To examine perceived HIV/AIDS infection risk among young South Africans, we used
data from Wave I of the Cape Area Panel Study (CAPS), a longitudinal study of youth and their
families. CAPS contains two major sources of data. The first is the household questionnaire,
which collected demographic data on the entire household. The second is the youth
questionnaire, which collected detailed data on schooling, employment, sexual behavior, and
fertility of household members between the ages of 14 and 22.

The target population of the survey is metropolitan Cape Town, an urban area of roughly
two and a half million people located in the Western Cape province. Roughly 26% of the
residents of metro Cape Town are black (African), 50% are coloured (mixed race), 22% are
white (European ancestry), and about 2% are Indian or other (Lam & Seekings, 2005). The Cape
Area Panel Study used a two-stage probability sample of households. The first-stage sample of
Census Enumeration Areas (EAs) was drawn using the 1996 Census as a sampling frame.
Because EAs in South Africa are highly racially homogeneous, EAs were sampled at different
rates by race to obtain the desired selection of households by race. (For further details about the
design of CAPS, see Lam & Seekings [2005].)

The second stage sampled households within each selected EA. All households
containing at least one resident between the ages of 14 and 22 were selected for inclusion in the
sample. Additionally, a subset of households with no 14-22 year olds was included for
comparison purposes. Upon recruitment into the survey, the household questionnaire was
administered to the person most knowledgeable about the household. Full-length youth

questionnaires were given separately to up to three young people (ages 14 — 22) in the
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household. The 2002 baseline wave of CAPS includes 5,256 households containing 22,631
residents (42.3% black, 43.7% coloured, and 14.1% white). Detailed interviews were conducted
with 4,752 young people (44.7% black, 39.5% coloured, and 15.7% white). Black and white
households were oversampled to obtain roughly equal numbers of black, coloured, and white
youth. Weights were used in the descriptive and multivariate analyses to correct for this
oversampling as well as for differential non-response rates of households and youth. Non-
response is of particular concern for whites, who have a growing reputation in South Africa for
being reluctant to participate in research. Whites also are more difficult to interview because they
are more likely to be in school, to be employed, or to otherwise be away from home when
attempts to contact them are made, and were more likely to live in areas (such as private gated
communities) that were inaccessible to fieldworkers. The response rate for white households
with youth in CAPS was low, 48.2%, though not unusually so for survey research on whites in
South Africa. The response rates were 88.8% and 82.3%, for black and coloured households with
youth, respectively. When households did participate in the survey, youth in those households
usually participated as well. The response rate for the youth questionnaire (conditional on
household participation) was high for all racial groups, ranging from 93.0% for blacks to 86.0%
for whites. Because of the low response rate for white youth, which largely resulted from the low
response rate for white households, caution is warranted when drawing conclusions from the
white youth sample. Additionally, results may not be generalizable beyond metropolitan Cape
Town.
Measures

HIV/AIDS risk perception. The main outcome variable, perceived risk of HIV/AIDS

infection, was measured by the question “Do you think you have no risk, a small risk, a moderate
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risk or a great risk of getting the AIDS virus?” Of the 4,737 respondents who answered the
question, 265 (5.59%) answered “don’t know” and were removed from the sample. An additional
six individuals (0.13%) volunteered that were already HIV positive and were also dropped from
the sample. After additional respondents were dropped for missing data or answering “don’t
know” on key variables, the final sample for analysis was 4,108. With respect to self-reported
perceived risk of HIV/AIDS infection, 2,651 (59.71%) reported that they felt they had no risk of
getting infected with the AIDS virus, 1,180 (26.58%) reported having a small risk of infection,
348 (7.84%) reported moderate risk, and 261 (5.88%) reported great risk. Following Prohaska et
al. (1990), Macintyre et al. (2004) and others, we collapsed this variable into a dichotomous
measure of any risk of HIV/AIDS infection, with “no perceived risk” (59.71%) forming one
group and small risk, moderate risk and great risk grouped into the category of “some perceived
risk” (40.29%).

HIV/AIDS knowledge. Respondent’s knowledge and familiarity with HIV/AIDS was
measured with four variables. First, they were asked “Do you personally know anyone who has
HIV/AIDS?” Second, they were asked “Do you personally know anyone who has died or you
think has died of HIV/AIDS?” Third, they were asked “Can a person do anything to protect
him/herself from getting HIV/AIDS?” All of these questions were coded as yes/no/don’t know,
with those who responded “don’t know” dropped from the sample for analysis. The fourth
variable of HIV/AIDS knowledge was measured by a question asking “How can people protect
themselves from getting infected with HIV/AIDS?” A list of 9 options (plus “other”) were listed,
but interviewers were instructed “Do NOT read out response options. Multiple answers possible.
Select all mentioned by respondent.” Thus, individuals could name as many as 10 different ways

to prevent HIV/AIDS infection. The list of possible answers were "Abstain from sex," "Non-
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penetrative sex/thigh," "Always use condoms," "Limit number of sex partners," "Have only one
sex partner," "Avoid sex workers," "Have sex with a Virgin,”1 "Use sterilised needles," "Require
partner to take blood test,” “Other,” and “Don’t know.” If the respondent answered “Other,” a
short description was written down. The majority of the “other” responses dealt with avoiding
contact with blood. The responses to this question were summed up to create a new variable
measuring the number of ways to prevent HIV infection the responded reported, which ranged
from zero to nine.’

HIV/AIDS risk behavior. Several variables were used to measure respondents’
participation in HIV/AIDS risk behavior. First, all respondents were asked “Have you ever had
sexual intercourse? (By sexual intercourse, we mean full penetration.)” This was recorded as a
dichotomous yes/no outcome, with only 38 respondents refusing to answer the question and two
responding “don’t know.”

An additional set of six questions was asked of respondents who indicated they were
sexually experienced. Respondents were asked “At what age did you first have sexual

intercourse?” and “Have you had sexual intercourse more than once in your life?”” A measure of

number of recent sexual partners was obtained by asking “With how many different people have
you had sexual intercourse in the last 12 months?” Whether or not the respondent used
protection at first sexual intercourse was measured with the question “The very first time you

had sexual intercourse, did you or the other person use any methods to prevent pregnancy or

" The option “have sex with a virgin” is potentially ambiguous. On the one hand, as a method of preventing HIV
infection, restricting sexual activity to sexually naive partners will greatly reduce or eliminate the risk of infection.
In South Africa, however, there is an alleged folk myth that having sex with a virgin will cure AIDS in an individual
who already has AIDS (e.g., Simbayi et al., 2005). In this context, “have sex with a virgin” is clearly an incorrect
response. However, because the question asks specifically about preventing infection rather than curing, this
response is counted as correct HIV/AIDS knowledge for the current analysis.

* Respondents were not given credit for “other” answers that were clearly incorrect ways to prevent HIV/AIDS
infection, such as “Not going near someone with the virus,” “Put salt in your hand,” and “Serve the Lord Jesus.”
These types of responses were the minority of “other” responses.
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sexually transmitted disease?” Lastly, two questions measured the presence or absence of genital
discharges or sores, which may increase the likelihood of HIV transmission and which may also
be proxies for other STDs: “Have you had abnormal genital discharge during the past 12
months?” and “Have you had an ulcer or sore on your private parts during the past 12 months?”

Sociodemographic control variables. A number of variables are used to control for
socioeconomic status and demographic background. First, all results are presented separately by
gender (male or female). Some analyses are performed with all population groups together;
others are performed separately for blacks, coloureds, and whites. (Only 27 respondents from the
entire sample, less than 0.6%, indicated their population group was Indian or Other.)
Additionally, we control for the respondents age (in years), whether or not the respondent is
currently enrolled in school or taking classes of any kind, and the highest grade the respondent
has completed. Household background variables include the household size, the highest
completed level of education in the household (in completed grades), and a five-level ordinal
variable indicating household income quintiles.

Results

Summary statistics for the variables used in the analysis are presented by race and gender
in Table 1. Significance values from ANOVAs comparing males and females with each racial
group are also presented, indicating whether there is a significant male/female difference. In
general, gender differences are small and significant only for perceived risk of HIV/AIDS
infection, which is higher among girls for blacks only. Girls have completed more schooling than
boys for both blacks and coloureds. The only other socioeconomic variable that shows a
marginal gender difference is household income, which is marginally greater for boys than girls

among coloureds. Gender differences are not widespread with respect to HIV/AIDS knowledge
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either. For both blacks and coloureds, girls are more likely than boys to report knowing
somebody who died of AIDS. For whites, boys are more likely than girls to know that you can
protect yourself from HIV infection. (This is the only significant gender difference observed for
whites on any variable.) For coloureds, girls can name more ways to prevent HIV infection than
boys.

HIV/AIDS risk factors and behaviors exhibit more gender variation, at least for blacks
and coloureds. No gender difference is observed for being sexually experienced or having had
sex more than once, but black and coloured girls report younger age at first sex, and fewer sex
partners in the past 12 months. Among blacks, girls are more likely to have used protection at
first sex, while among coloureds it is boys who are most likely to have used protection. Lastly,
abnormal genital discharges in the last year are more common for girls than boys among blacks
and coloureds, while no gender difference is observed for genital sores.

A few comments should be made on the differences between racial groups in some of the
key variables, although racial averages and p value for race are not shown in table. Perceived
HIV/AIDS risk is lowest among blacks (31.7%), moderate among coloureds (about 44.2%) and
highest among whites (about 61.1%), differences that are significant at p < 0.0001. Blacks are
the most likely to know somebody with AIDS and to know somebody who died of AIDS. For all
three groups, nearly all youth (more than 95%) realize that you can protect yourself from HIV
infection, and for each group more than 95% of youth can name one or more valid ways to
prevent HIV infection. These results suggest that most of the respondents know the basic facts
about HIV.

Despite knowing the facts about HIV, many of the respondents in the sample are

engaging in HIV/AIDS risk behavior. The majority of blacks (61.1%), and a substantial minority
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of coloureds (34.8%) and whites (29.5%), are sexually experienced. Of those who have had sex,
nearly all (> 93%) have had sex more than once, with whites exhibiting the highest rate (97.6%,
p = 0.0485). Respondents from each racial group report having had 1.5 sex partners in the past
12 months, with no significant difference across races (p = 0.9628). Blacks are the least likely to
use protection at first sex (46.3%), with coloureds intermediate (58.1%) and whites the most
likely (90.0%, p < 0.0001). Blacks are more likely than coloureds or whites to report abnormal
genital discharges or genital sores over the past 12 months, though overall rates for both
variables are fairly low for all groups (less than 10% for discharges and less than 5% for sores).
Overall, the youth in the sample engage in fairly high levels of HIV/AIDS risk behavior, with
substantial fractions of sexually active youth having sex with multiple partners and without
protection at first sex.

[Table 1 about here]

Following Macintyre et al. (2004), we calculated contingency tables of perceived
HIV/AIDS risk by risk behaviors. Table 2 displays crosstabulations of HIV/AIDS risk
perception by ever had sex for groups defined by gender (Panel A) and groups defined by race
and gender (Panel B). In these preliminary analyses, we use ever having had sex as our measure
of risk behavior. In later analyses, we will also use other measures of risk behavior (e.g., a scale
of number of risk behaviors). Looking first at Panel A, the majority of cases for males and
females fall along the diagonal, with perceptions of risk corresponding to risk behavior (i.e.,
people who have not engaged in sex perceiving no risk of HIV/AIDS and people who have had
sex perceiving some risk of HIV). However, approximately a quarter of both males and females

do not think they are at risk of HIV/AIDS even though they have had sex. The remaining 20%
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or so of males and females may be overestimating their risk of HIV. They have not had sex but
think there are at some risk of HIV.

The results in Panel B of Table 2 show important variations by race in the relationship
between ever had sex and perception of risk. The most striking difference perhaps is the much
larger percentage of white males and females who have not had sex but perceive some risk of
HIV/AIDS compared to the other groups. For example, 45.6% of whites males fall into this
category compared to approximately 30% of coloured males and females and less than 10% of
blacks males and females. Also striking is the difference across racial groups in the percentage
of respondents who have had sex but perceive no risk of HIV. Roughly one-third of black males
and females, 20% of coloured males and females and 10% of white males and females fall into
this category. Finally, within racial groups, one sees that the distribution of cases is fairly similar
by gender.

[Table 2 about here]

Table 3 presents multivariate logistic regression models of HIV/AIDS risk perception, by
gender. Model 1 uses the full sample, and includes the HIV/AIDS knowledge variable and one
risk behavior variable, a dummy for ever had sex. Personal education and highest education in
household are associated with greater probability of perceived HIV/AIDS risk for boys, but only
personal schooling level is significant for girls. Racial group is significant for both boys and
girls, with coloureds and whites perceiving greater probability of HIV/AIDS infection than
blacks. For boys, not one of the HIV/AIDS knowledge variables is significant. For girls,
knowing you can protect yourself from HIV/AIDS is associated with lower perceived likelihood
of HIV/AIDS infection risk. Lastly, for both boys and girls those who have had sex are more

likely to perceive themselves at risk of HIV/AIDS infection.
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Model 2 presents the baseline control variables with additional HIV/AIDS risk behavior
variables that apply only to respondents who have had sex. For boys, none of the risk behavior
variables are statistically significant predictors of HIV/AIDS risk perception. For girls, only one
variable is significant; girls who have sex more than once are more likely to think themselves at
risk of HIV/AIDS infection. Interestingly, while racial group remains significant for boys (with
coloureds having greater risk perception than blacks, and whites being marginally greater than
blacks), racial identity is not a significant predictor of HIV/AIDS risk perception for sexually
active girls.

[Table 3 about here]

Table 4 presents the same models shown in Table 3, done separately for each race and
gender group. For blacks (panel A, Model 1), knowing somebody with HIV/AIDS is a
significant predictor of HIV/AIDS risk perception for boys; none of the other HIV/AIDS
knowledge variables are significant for either gender. Having ever had sex is associated with
greater perceived HIV/AIDS risk for both boys and girls. For blacks who are sexually experience
(panel A, Model 2), the only HIV/AIDS risk behavior that is a significant predictor for boys is
the number of sex partners in the previous 12 months, which is associated with greater risk
perception. However, this result must be discounted because the overall model is not significant
for black males (model p = 0.219). For black girls, several of the HIV/AIDS risk behaviors are
predictors of HIV/AIDS risk perception; having had sex more than once and having had an
abnormal genital discharge in the past year are both significantly positive predictors, while

having used protection at first sex is a marginally significant negative predictor.
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For coloureds (panel B), the only HIV/AIDS knowledge variable that achieves statistical
significance is the number of ways reported to prevent HIV infection, which is positively
associated with HIV risk perception for males only. Being sexually experienced is a positive
predictor for males only as well. Among sexually experienced coloured youth (Model 2), none of
the additional HIV/AIDS risk behavior variables are significant for males (and the overall model
is only marginally significant, with p = 0.080). (Note: the genital sores variable was collinear for
coloured males and was dropped from the model.) For girls, several of the risk behavior
variables are significant. Having had sex more than once increases HIV/AIDS risk perception,
while increased number of partners in the last 12 months decreases HIV/AIDS risk perception (a
result that is counterintuitive). Additionally, genital sores in the previous year are a marginally
significant positive predictor of risk perception.

None of the models run for whites (panel C) achieved statistical significance for either
males or females (all p > 0.13). It appears that HIV/AIDS risk perception is not strongly related
to either sociodemographic background, HIV/AIDS knowledge, or HIV/AIDS risk behavior for
white youth in Cape Town.

[Table 4 about here]
Discussion and Conclusions

Our study shows important variation by race and gender groups in self-perceived
HIV/AIDS risk. White males and females were most likely to perceive themselves at risk of
HIV and black males and females were the least likely. Among blacks, females were
significantly more likely to perceive themselves at risk than males. Gender differences in
perceived risk not significant for the other racial groups. For each race and gender group, we

found evidence of optimistic bias, that is, individuals who had engaged in a risk behavior
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(defined as ever had sex in these preliminary analyses) but did not believe they were at risk for
AIDS. Rates of optimistic bias range from 38.5% of black males to 8.9% of white females in our
study. A noteworthy percentage of our respondents fell into the group that Macintyre et al.
(2004) refer to as the “worried well,” that is, individuals who had not engaged in a potential risk
behavior (i.e., had not had sex) but nonetheless believe they are at some risk of AIDS. The
percentage of respondents who were worried well ranged from 45.6% of white males to 5.5% of
black males. Taken together, the results indicate a mismatch between behavior and perceptions
for over 40% of black and coloured males and females and for over 50% of white males and
females.

Our multivariate models showed some effects of background characteristics on perceived
risk although the particular measures varied across models. Contact with someone who had
AIDS was significant only for black males and knowing someone who had died of AIDS had no
effect on risk perception. The effects of AIDS knowledge on risk perception were similarly
limited. Having ever had sex had a significant relationship with risk perceptions for males and
females in the full sample and for black males, black females, and coloured males in the analysis
by race and gender groups. Among those who have had sex, having had sex more than once was
the risk behavior most often associated with self-perceived HIV/AIDS risk. Other measures of
risk behavior among the sexually active typically were not significant.

Our multivariate results also showed important effects of race and gender. With the
exception of sexually active females, analyses based on the pooled sample of respondents (Table
3) showed that coloureds and whites had higher self-perceived HIV/AIDS risk than blacks. Our
models for groups defined by both race and gender (Table 4) were particularly poor predictors of

risk perception for the full (i.e., those who had had sex and those who had not) samples of
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coloured females and whites females and for sexually active black males, coloured males, white
males and females. Our lack of significant findings for sexually active white males and females
may be related to small sample sizes for these groups. It seems unlikely though that sample size
can account for the lack of significant findings for other race and gender groups.

In a number of ways, our findings are similar to those of previous studies on HIV/AIDS
risk perception among young people in Africa. We found limited effects of age and some effects
of education. Like other studies, we found that our respondents have some knowledge about
HIV/AIDS. Virtually all respondents knew that they could protect themselves from AIDS and,
on average, respondents could name at least one way to prevent AIDS. However, our study
could not adequately determine the gaps that may exist in adolescents’ knowledge about
HIV/AIDS. Similar to the Barden-O’Fallon et al. (2004) study, we found limited associations
between HIV/AIDS knowledge and self-perceived risk and virtually no association between
knowing someone with AIDS and self-perceived risk. (The relationship between knowing
someone with AIDS and risk was significant for the full sample of black males only.) Like some
previous studies in Africa, we also found evidence of a positive relationship between risk
behaviors and self-perceived risk of HIV. But in contrast to previous research (e.g., Macintyre et
al. 2004), we find stronger effects of race on risk perception. It should be noted though that
measures of HIV/AIDS risk perception vary across studies and this could explain possible
differences in findings. For example, the Macintyre et al. study only asked respondents about the
likelihood of becoming infected within the next twelve months. Our study was open-ended in
the sense that it did not give respondents a specific time frame to consider. In addition, cultural

differences by geographic region may influence risk perception.
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Our findings have a number implications. If racial group can be considered a proxy for
social and cultural factors, our findings indicate the importance of such factors to the formation
of risk perceptions. Both level of perceived risk and predictors of risk perception varied by race.
The lack of attention to social and cultural factors in models used to explain perceptions and
behavior related to HIV/AIDS has been noted elsewhere (Tillotson & Maharaj, 2001). Our
findings also indicate the importance of examining race and gender simultaneously. Within
racial groups, gender differences in level of perceived risk were not large, but there were gender
differences in the predictors of perceived risk. Thus, our findings suggest that different aspects
of social location jointly influence risk perception. Programs aimed at educating individuals
about HIV/AIDS and reducing risk behaviors need to take into account the social locations that
individuals occupy and the impact social location may have on knowledge, perceptions, and

behaviors related to HIV/AIDS.
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