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“Save yourself a transatlantic airline fare to a developing country. Just come to Mississippi....” 

�&UDLJ�7KRPSVRQ��'LUHFWRU��2I¿FH�RI�+,9�67'��0LVVLVVLSSL�6WDWH�'HSDUWPHQW�RI�+HDOWK��LQWHUYLHZ�

with Human Rights Watch

Abstract This paper examines explanations for the current HIV/AIDS epidemic in the Deep South United States. 

7KH�¿UVW�VHW�RI�H[SODQDWLRQV�LV�FDWHJRUL]HG�DV�VRFLDO�GHWHUPLQDQWV�RI�KHDOWK�DQG�LQFOXGHV�VRFLDO�DQG�HFRQRPLF�IDFWRUV�

WKDW�LQÀXHQFH�SXEOLF�KHDOWK�FDUH�VXFK�DV�SRYHUW\�UDWHV��KLJK�VFKRRO�JUDGXDWLRQ�UDWHV��DQG�H[LVWLQJ�KHDOWK�LQIUDVWUXFWXUH�

LQ�WKH�UHJLRQ��7KH�VHFRQG�VHW�RI�H[SODQDWLRQV�H[DPLQHV�WKH�LQÀXHQFH�RI�OHVV�YLVLEOH�EDUULHUV�WR�KHDOWK�FDUH��DQG�LQFOXGHV�

studies related to shared communal narratives of conspiracy theories and stigma.  The paper employs a quantitative 

analysis of social and economic data from four states, Alabama, Mississippi, Oklahoma, and Ohio, to demonstrate 

that social and economic data alone cannot explain why the HIV/AIDS epidemic is growing so rapidly in the Deep 

South but not in other regions of the country. The results from the data analysis conclude that cultural factors, such 

as conspiracy theories and stigma, may carry greater explanatory power than what is generally assumed. This paper 

concludes with implications for future research into the impact of stigma and conspiracy theories on public health and 

the HIV/AIDS epidemic in the Deep South. 

Introduction

 The HIV/AIDS epidemic in the United States started in 1981. After contracting HIV a person 

can go eight years before symptoms appear. This makes the HIV/AIDS virus particularly hard to track. 

Throughout the 1980s the HIV/AIDS virus spread mostly in the northeast and western areas of the 

country. That has since changed. Now HIV/AIDS rates are increasing most rapidly in the six states 

that make up the Deep South (Alabama, Georgia, Louisiana, Mississippi, North Carolina and South 

Carolina). From 2000 to 2003, the number of new reported AIDS cases increased 35.6% in the Deep 

South, and only 4.0% in other Southern states (Florida, Kentucky, Tennessee, Texas, West Virginia, 

and Virginia) and 5.2% nationally (Reif, Geonnotti, Whetten 2006, 971). This presents a challenge to 

public health policymakers. Given the advances in the development of antiretroviral drugs, surveillance 

methods, and stopping the spread of the disease in other parts of the country since 1981, what is 

UHVSRQVLEOH�IRU�WKH�LQFUHDVH�LQ�+,9�$,'6�UDWHV�LQ�WKH�'HHS�6RXWK"

The Deep South states share several common factors, in addition to their rising HIV/AIDS 

rates. These states share a common history of an agrarian economy based on plantations and slave 
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labor. In addition, they have a 30% Black population compared to 12% nationally (McKinnon 2000). 

Nationally, African-Americans bear a disproportionate burden of 44% of HIV/AIDS cases, and this 

is especially true in the Deep South where 70% of the reported cases are African-Americans (Reif, 

Geonnotti, Whetten 2006, 971)

Identifying the barriers confronted by marginalized groups is essential for effective public 

health care. The rapid rate of the spread of HIV/AIDS creates an urgent need for more research into the 

factors explaining its increase. This paper will examine the role socio-economic and cultural barriers 

have in the rural Deep South’s HIV/AIDS epidemic, and the need for greater research and attention to 

less visible communal narratives, what one might be tempted to called “cultural” factors. Both socio-

economic and cultural approaches are important. However, cultural barriers are hard to quantify and 

consequently are often over looked. 

It is important to understand what the word culture means. In past social science research 

cultural relativism has been used to advance the idea that because every culture is unique, the 

inequalities within that society must be respected as an inherent part of that culture. Poverty, inequality, 

and structural violence are confused as endemic parts of a different culture.  “Culture difference is used 

to explain away assaults on dignity and suffering instead of focusing on the national and international 

PHFKDQLVPV�WKDW�>SHUSHWXDWH�LQHTXDOLW\@´��)DUPHU��������������&XOWXUH�ZKHQ�XVHG�LQ�WKLV�SDSHU�UHIHUV�

WR�WKH�LQWDQJLEOH�LQÀXHQFH�RI�FRPPRQO\�KHOG�LGHDV�ZLWKLQ�D�FHUWDLQ�FRPPXQLW\��

6SHFL¿FDOO\��WZR�FRPPRQO\�KHOG�LGHDV�DUH�H[DPLQHG�ZLWKLQ�WKH�$IULFDQ�$PHULFDQ�FRPPXQLW\���

conspiracy theories and stigma. Conspiracy theories refer to beliefs within some parts of the African-

American community that government programs, including medical programs, are purposefully 

designed to harm and repress African-Americans. Stigma refers to the perception of HIV/AIDS as a 

mark or sign of disgrace, or even a manifestation of sin for sexual misbehavior.  These ideas, however, 

are very much linked to and caused by state and national actions. Conspiracy theories are the legacy 

of narratives within the Black community that are the result of distrust and fear caused by a history 

of violent and repressive actions taken by the state against its own people. Stigma persists because of 

a failure by state health institutions to recognize the need for addressing it through adequate public 

health education or outreach campaigns. 

The paper will examine the question, what is causing the increase in HIV/AIDS rates in the 

'HHS�6RXWK"�7KH�SDSHU¶V�IRFXV�ZLOO�EH�FRQ¿QHG�WR�WKH�GLVHDVH¶V�VSUHDG�LQ�WKH�ODVW����\HDUV��ZKHQ�WKH�

VKDUS�LQFUHDVH�LQ�+,9�$,'6�UDWHV�LQ�WKH�'HHS�6RXWK�ZDV�¿UVW�UHSRUWHG���7KH�SDSHU�EXLOGV�RQ�VHYHUDO�

decades’ worth of literature on the structural barriers to health care in the Deep South. It also examines 

literature on imbedded conspiracy theories and stigma found in the Black community and their 

implications for HIV/AIDS.

Literature Review

A lot has been written about structural factors that create barriers to healthcare. Different 

PRGHOV� KDYH� EHHQ� GHYHORSHG� LQ� WKH� ¿HOG� RI� KHDOWK� HGXFDWLRQ� WR� GHWHUPLQH� ZK\� DQ� LQGLYLGXDO� LV�

prevented from accepting preventative medical care. The Social Determinants of Health Model says 

that a person’s choices affect their health. Their choices are shaped by the socio-economic structures 

surrounding them (World Health Organization 2008). Social determinants of health, factors such as 
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the level of poverty in the surrounding population, income, and level of education, are useful predictors 

RI�GLVHDVH�UDWHV��+RZHYHU��D�SHUVRQ¶V�EHKDYLRU��DQG�WKHUHIRUH�KHDOWK��LV�DOVR�LQÀXHQFHG�E\�RWKHU�EHOLHIV�

and attitudes he or she holds. As the physician-sociologist Paul Farmer wrote, to understand the 

dynamics and distribution of suffering “one must imbed individual biography in the larger matrix of 

culture, history, and political economy” (Farmer 2005, 41). An ecological model outlook suggests that 

to adequately explain some behavior it is necessary to study the environment in which the behavior 

took place and, especially, the information that connects a person to their environment. A person’s 

environment entails the cultural perceptions and expectations that shape an individual’s worldview.

 The issue of treating HIV/AIDS in the Deep South is compounded by the region’s unique 

SUREOHPV��'RFWRUV�$QGHUVRQ��&KDQGUD�DQG�0RVKHU��������QRWHG�WKH�GLI¿FXOW\�RI�WUHDWLQJ�+,9�$,'6�

in rural areas in 2005. 42.2% of the Deep South population lives in rural areas, compared to 24.8% 

nationally. Males living in rural areas, however, are only 41.6% likely to get tested for HIV/AIDS, 

compared to 49.3% in urban areas (Anderson et al. 2005, 15). Nationally, males in the Deep South are 

among the least likely to get tested (46.3%) compared to a high of 48.5% in the West (Anderson et al. 

2005, 15). Delayed diagnosis and treatment increases the likelihood of the disease spreading, and an 

under-counting of HIV/AIDS cases further complicates healthcare providers’ allocation of resources 

and their response.

 Another factor that must be examined in understanding the disease’s spread is the region’s 

high incarceration rate and the possibility of infection of the general population through released 

prisoners. This was examined by Hammett and Drachman-Jones in 2006. Incarceration rates in the 

South (790 per 100,000) are the highest in the country (Hammett and Drachman-Jones 2006, 17). 

Additionally, approximately one fourth of all people in the United States who are living with HIV or 

AIDS in a given year pass through a correctional facility that same year (Hammett and Drachman-

Jones 2006, 17). The South has the highest overall number, though not rate, of HIV infections among 

correctional releases (Hammett and Drachman-Jones 2006, 19). Patterns of incarceration may 

mirror the emerging racial pattern of infection. Blacks and Latinos are vastly overrepresented among 

correctional inmates. Blacks make up approximately 13% of the U.S. population but over 40% of jail 

and prison inmates (Hammett and Drachman-Jones 2006, 20).

 In 2006, Reif, Geonnotti, and Whetten wrote the most comprehensive review of statistics 

explaining the spread of HIV/AIDS in the Deep South. They expanded on the unique problem posed by 

the Deep South’s rural population by describing several interlocking, multifaceted health indicators that 

leave the region more vulnerable to disease and poor health. They note that the Deep South states are 

ranked at the bottom of nearly every national health index, including diabetes, stroke, infant mortality, 

and sexually transmitted infection (STI) rates. A population already in poor health is particularly 

vulnerable to the HIV/AIDS epidemic. Five of the ten states with the highest rates of chlamydia and 

four of the ten states with the highest syphilis rates were in the Deep South (Reif, Geonnotti, Whetten 

2006, 971). They note that STIs have been consistently found to facilitate HIV transmission. 

Another factor is the endemic poverty of the region. Poverty has been recognized as a barrier 

to health care that inhibits access to preventive services and treatment. The Deep South states contain 

the highest rates of poverty in the country. Reif, Geonnotti, and Whetten (2006) extend their argument 

to explain the health disparities between Whites and Blacks. In the Deep South African-Americans rank 

far lower, compared to Whites, on measurements of income and poverty rates, and are therefore more 

Menefee



American University’s Clocks and Clouds, Volume 1, Spring 2012 

22

vulnerable to poor health. Nationally, half of African-Americans rank 200% below the poverty line 

(Reif, Geonnotti, Whetten 2006, 972). However, if STDs, poverty, and rural population were the only 

factors responsible for HIV/AIDS, then similar HIV/AIDS rates should be seen across the Midwest, 

which is not the case. The authors conclude, “There may be an association of disease with the unique 

history and culture of the Deep South” (Reif, Geonnotti, Whetten 2006, 972).

 The Anderson (2005), Hammett and Drachman-Jones (2006), and Reif, Geonnotti, and 

Whetten (2006) articles explain the structural barriers that must be overcome to receive care and 

illustrate social determinants of health that are conducive to the infection’s spread. However, a 

healthcare provider’s response based solely on the above articles would only have the intended effect if 

the healthcare provider could assume that prevention measures and the disease itself were perceived 

in the same way by everyone. Without taking into account the psychological, cultural, and inherent 

“submerged” barriers to healthcare access, healthcare providers will be hindering their own efforts. 

How the disease is perceived by different groups of people living in the Deep South when placed in 

the context of their life experiences, daily interactions, and religious beliefs must also be taken into 

account. 

 In the Deep South the perceptions of HIV/AIDS is different and how information about it is 

received, differs depending on race. Across all groups, stigma is associated with HIV/AIDS. However, 

in the African-American community HIV/AIDS is associated with government conspiracy theories and 

more strongly tied to stigma. Writing in 1991 before the HIV/AIDS rate skyrocketed in the Deep South, 

Thomas and Quinn (1991) believed that the HIV/AIDS epidemic’s effect on the Black community could 

QRW�EH�H[SODLQHG�ZLWKRXW�WDNLQJ�LQWR�DFFRXQW�WKH�PLVWUXVW�RI�KHDOWK�RI¿FLDOV�UHVXOWLQJ�IURP�WKH�7XVNHJHH�

Syphilis Study. They contended that this mistrust fueled government conspiracy theories about HIV/

AIDS, creating another barrier to care.

 The Tuskegee Syphilis study was conducted in Tuskegee, Alabama over the course of 40 

years, from 1932 to 1972. During the study 399 Black men with syphilis were examined for 40 years 

and prevented from receiving medication, even after penicillin became available, or being told of 

their disease. The study was conducted by the Center for Disease Control, the Alabama State Health 

Department, and the Macon County Board of Health. The authors note that even as late as 1969:

The CDC convened a blue-ribbon panel to discuss the Tuskegee study. The group reviewed 

all aspects of the experiment and decided against treating the men. This decision ended 

debate on the Tuskegee study’s future: It would continue until ‘end point’ (Tomas and Quinn 

1991, 1501).

 

When it was exposed in 1972 the study sent shock waves across the country. Thomas and 

Quinn (1991) contend the study has had a devastating impact on how the African-American community 

views healthcare providers by fueling conspiracy theories that HIV/AIDS is a weapon of genocide 

against the Black community. The authors observed that in presentations at public health professional 

meetings and in interactions with Black community based-organization staff members, “the Tuskegee 

Study is used to undermine trust and justify AIDS conspiracy theories” (Tomas and Quinn 1991, 1502). 

Though the fear in the Black community of professional healthcare providers is misplaced, its origin 

is legitimate. Indeed, “It must be acknowledged that public health research and practice operate in an 
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HQYLURQPHQW�LQÀXHQFHG�E\�VRFLHWDO�YDOXHV�DQG�SROLWLFDO�LGHRORJ\´��7RPDV�DQG�4XLQQ��������������$V�

HIV/AIDS disproportionately infects the Black population, understanding the context in which Black 

Americans perceive the disease will be essential so that an effective response can be given.

 The Tuskegee Syphilis Study affected not only how African-Americans trusted healthcare 

providers, but also how African Americans participated in high-risk sexual behavior.  In 2006, Ross, 

Essien, and Torres examined the legacy of the Tuskegee Syphilis among four racial groups using a 

questionnaire and a random street sample in Houston. Participants were asked if “AIDS is an agent of 

genocide created by the United States government to kill off minority populations” (Ross, Essien, and 

Torress 2006, 2). The study found that widespread beliefs in HIV conspiracies occur across different 

racial and ethnic groups, but was most evident in African-Americans (Ross, Essien, and Torress 2006, 

3). Also, genocidal conspiracy beliefs among African American men were associated with a reduction in 

condom use (Ross, Essien, and Torress 2006, 3). 

 A similar study, conducted by Williams and Sallar (2010) in Mississippi, also found a 

correlation between conspiracy theories and condom use. The researchers examined how myths, 

misconceptions, and prior knowledge of HIV/AIDS impacted sexual behavior among African American 

men in both a rural and urban setting. The study “revealed that the overall respondents’ HIV/AIDS 

knowledge did not translate into positive attitude or behavior” (Williams and Sallar 2010, 1147). Their 

knowledge did not translate into the predicted behavior, which led the researchers to conclude that 

other myths or beliefs were being taken into account. Among participants from the rural Mississippi 

Delta, who were relatively well informed about HIV/AIDS prevention and causes, more than “40% 

of the rural men responded negatively to the use of condoms at any time during sexual intercourse” 

�:LOOLDPV�DQG�6DOODU���������������0DQ\�RI�WKH�SDUWLFLSDQWV�GLG�QRW�H[SUHVV�DQ\�FRQ¿GHQFH�LQ�FRQGRPV¶�

ability to prevent HIV.

 In addition to conspiracy theories, various studies have demonstrated that stigma in the 

Deep South is associated with STIs and HIV/AIDS, which is compounded in rural communities. In 

Sutton, Anthony, Villa, and Weidle’s 2010 survey of health care clinics, participant healthcare providers 

were asked to list perceived barriers to health care.  A common response was perceptions of patients’ 

ODFN�RI�WUXVW�LQ�V\VWHP�SULYDF\�DQG�FRQ¿GHQWLDOLW\�DQG�WKHLU�FRQFHUQ�DERXW�+,9�UHODWHG�VWLJPD��6XWWRQ�

HW�DO���������)UHH�UHVSRQVHV�UHYHDOHG�WKDW�WKHUH�LV�D�ORW�RI�SRWHQWLDO�IRU�EUHDFKHV�RI�FRQ¿GHQWLDOLW\�WKDW�

may occur when a health department is located in a small town or rural community. Patients were 

FRQFHUQHG� DERXW� EHLQJ� LGHQWL¿HG� HQWHULQJ� RU� H[LWLQJ� DQ�+,9� WHVWLQJ� IDFLOLW\� RU� EHLQJ� UHFRJQL]HG� E\�

health department staff.  Healthcare providers also reported that efforts to heighten HIV awareness, 

education, and prevention were sometimes hindered by religious and moral objections to HIV education 

(Sutton et al. 2010).

 Lichtenstein, Hook III, and Sharma’s 2005 survey of households in the Bible Belt state of 

Alabama explored how stigma is associated with STIs, which we can expect to be similar to stigma 

associated with HIV/AIDS and different across gender, race, and church attendance. The survey 

revealed a gap in perceptions between the African-American community and other ethnic groups. This 

gap does not bode well for HIV/AIDS prevention among the African-American community. African-

Americans and church-goers (regardless of race) who attend church regularly were the two groups 

most likely to see STIs as a sign of immorality (Lichtensetin, Hook III, and Sharma 2005, 48).  African 

Americans were more frequent churchgoers than Whites (81 % versus 60%) (Lichtensetin, Hook III, 
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and Sharma 2005, 50).  Stigma discouraged and impeded two common disease tracking and prevention 

PHWKRGV�� SDUWQHU� QRWL¿FDWLRQ� DQG� FRQWDFW� WUDFLQJ�� $OPRVW� KDOI� ������ RI� DOO� UHVSRQGHQWV� �$IULFDQ�

$PHULFDQV�DQG�:KLWHV��VDLG�WKH\�ZRXOG�EH�UHOXFWDQW�WR�UHSRUW�QDPHV�IRU�SDUWQHU�LGHQWL¿FDWLRQ�WR�WKH�

health department, but African-Americans were more likely than Whites to say that they would not 

seek treatment at all (Lichtensetin, Hook III, and Sharma 2005, 50).  

  Greater stigma among African-Americans warrants greater investigation, which means the 

investigation arrives at the doorstep of the Black Church. In the Deep South, the church is the heart of 

the Black community. When Foster, Cooper, Parton, and Meeks (2011) interviewed Alabama pastors 

about the role the Black Church could play in spreading HIV/AIDS awareness, many pastors said that 

they personally were interested in such a project, but they felt that they were prevented from doing so 

because stigma continued to be an issue for their congregations. One pastor related; “People are afraid 

to address HIV/AIDS because it may put a dark cloud over your ministry…people will gossip and say, 

what they talking about that for, they must have a member who is infected” (Foster et al. 2011, 325).

 These articles explore possible causes for the vulnerability of the African-American 

population to the spread of HIV/AIDS. They approach the issue from two very different viewpoints. 

7KH�¿UVW�VHW�RI�DUWLFOHV�HPSOR\�D�OLWDQ\�RI�VWDWLVWLFV�WR�OLVW�WKH�EDUULHUV�SUHYHQWLQJ�DFFHVV�WR�KHDOWK�FDUH�

for the individual, while the second set of articles places the individual within the context of their 

community’s perceptions and cultural worldview. The structural barriers of poverty and poor health 

infrastructure prevent people from reaching the health care they need, but the intangible presence of 

misinformation and stigma channels the disease through a person’s networks and relations, fueled by 

silence and distrust. 

Hypothesis

I hypothesize that race will be the most important variable in predicting the spread of 

HIV/AIDS. The HIV/AIDS virus has devastated minority populations. The U.S. African-American 

population is concentrated heavily in the Deep South. 54.8 percent of the total U.S. African-American 

population lives in the Deep South and 18.8 percent lives in the Midwest (The Black Population 2000). 

The literature suggests the culture and history of the Deep South, including conspiracy theories and 

VWLJPD�LQ�WKH�$IULFDQ�$PHULFDQ�FRPPXQLW\��LQÀXHQFH�WKH�VSUHDG�RI�WKH�GLVHDVH�

Methodology

In order to discern the effects of various social determinants on the spread of HIV/AIDS 

in poor rural communities, a quantitative correlative analysis of selected statistics of variables at the 

county level was conducted.  The dataset employed contained different socio-economic variables and 

HIV/AIDS rates for counties from four states, two representing the Midwest and two representing the 

'HHS�6RXWK���,Q�RUGHU�WR�EXLOG�D�GDWDVHW�WKDW�JHQHUDWHG�VWDWLVWLFDOO\�UHOHYDQW�UHVXOWV��D�VXI¿FLHQW�QXPEHU�

of counties were necessary. The dataset combined counties from all four states instead of analyzing 

WKHP�DV�WZR�VHSDUDWH�GDWDVHWV�EHFDXVH�LW�ZDV�WKH�RQO\�PHWKRG�LQ�ZKLFK�D�VXI¿FLHQW�QXPEHU�RI�FRXQWLHV�

were achieved. 
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There is a problem with only using counties from the Deep South because rural counties in 

the Deep South are heavily segregated along racial and economic lines; White counties are far richer 

compared to Black counties. In the Mississippi Delta and in the Alabama Black Belt, counties are nearly 

70 % to 80% African-American and among the poorest in the country. Counties from the Midwest were 

chosen because it was the only other region in the United States where equally poor, rural counties were 

found that were not uniformly African-American, thus facilitating the statistical analysis. 

The quantitative method used is based in part on a paper by Song, Hall, Harrison, Sharpe, 

Lin, and Dean (2011). Their study developed a system demonstrating how correlation and partial 

FRUUHODWLRQ�FRHI¿FLHQWV�FDQ�EH�XVHG�WR�PHDVXUH�WKH�LPSDFW�RI�VRFLRHFRQRPLF�IDFWRUV�RQ�$,'6�GLDJQRVLV�

rates in certain geographic areas nation-wide. Out of 12 variables, they found the AIDS diagnosis rate 

was highly correlated with the distribution of race, population density, and marital status in an area 

(Song et. al. 2011). The study concluded that area-based measures of socioeconomic variables can be 

used to identify risk factors associated with AIDS. In the course of their study they noted that while 

correlation analysis is used to identify risk factors, confounding from other variables must be taken 

into account.

Data Sources

 The American Community Survey.  While the U.S. Census provides demographic information 

once every ten years, the U.S. Census American Community Survey provides data every year depicting 

a variety of subjects. The information is down to the census tract level and captures demographic and 

socio-economic information including variables such as age, education, employment, housing, income, 

mobility, country of origin, language spoken at home, and poverty (American Fact Finder). Information 

provided was from the 2005-2009 American Community Survey 5-Year Estimates dataset.  The 2005-

2009 dataset is more accurate for small population levels.

 Geographic area. Four states, Alabama, Mississippi, Oklahoma, and Ohio, were chosen for 

analysis, two representing the Deep South and two representing the Midwest. Mississippi was chosen 

because of its particularly high HIV/AIDS rate, and Oklahoma was chosen because its per capita 

income is comparable to Alabama and Mississippi’s (United States and States, Median Household 

,QFRPH��������7KH�RWKHU�VWDWHV�ZHUH�FKRVHQ�EDVHG�RQ�WKH�HDVH�RI�¿QGLQJ�SXEOLFO\�DYDLODEOH�+,9�$,'6�

data released by their respective state health departments.

The county level was chosen to best capture the impact of the socio-economic variables 

because demographic make-up can vary widely from one part of a state to another. Additionally, cities 

can distort data and this research focused only on rural populations. Counties with more than 50,000 

SHRSOH�ZHUH�GHVLJQDWHG�XUEDQ�DQG�H[FOXGHG�IURP�WKH�GDWD�VHW��7KLV�ORRVH�GH¿QLWLRQ�ZDV�GHULYHG�IURP�

WKH�GH¿QLWLRQ�XWLOL]HG�E\�WKH������8�6��&HQVXV�������&HQVXV�8UEDQ�DQG�5XUDO�&ODVVL¿FDWLRQ�DQG�8UEDQ�

Area Criteria). 

HIV/Aids Surveillance Data. The spread of HIV/AIDS was measured by incidence rate. 

,QFLGHQFH�UDWH�LV�GH¿QHG�DV�WKH�QXPEHU�RI�QHZ�+,9�LQIHFWLRQV�LQ�D�VSHFL¿F�SRSXODWLRQ�LQ�D�JLYHQ�\HDU���

This is uniformly measured at a rate per 100,000. State Health Departments receive funding from the 

Centers for Disease Control and Prevention (CDC) to compile and report all incidents of HIV/AIDS 

infection (HIV Surveillance Report). The data for each individual county was compiled by visiting each 

state’s representative state health department website.  HIV/AIDS incidences from 2008 and 2009 
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were used for Alabama and Mississippi, and from 2009 for Oklahoma and Ohio, with the discontinuity 

D� UHVXOW� RI� WURXEOH� ¿QGLQJ� SXEOLFO\� DYDLODEOH� GDWD� �3XEOLF� +HDOWK� $UHDV� -DQXDU\�� 'HFHPEHU� ������

Mississippi HIV Rates 2006-2010, Harris 2009, 2009 HIV Public Surveillance Data For Ohio). County-

level rates per 100,000 were not provided by the Ohio Health Department. These rates were calculated 

using the 2005-2009 American Community Survey Population data. In sparsely populated areas there 

may be too few data points causing HIV/AIDS incidence rates to vary widely from one year to the next. 

To prevent against this for Mississippi and Alabama counties, an average of the 2008 and 2009 HIV/

AIDS incidence rates per 100,000 was compiled. Due to a lack of available data this operation was not 

repeated for Oklahoma and Ohio. 

Data Analysis

 First, data from the 2005-2009 American Community Survey 5-Year Estimate was used to 

measure relevant social determinant health variables. Except for per capita income, all of the variables 

were compiled as percentages. For example, the percent of the population 25 years and older with some 

college education was calculated by dividing the number of people 25 years and older with some college 

education by the number of people 25 years and older in the county. 

 The following demographic, social, and economic variables were selected:

1. HIV/AIDS rate per 100,000 (HIV/AIDS Rate)

2. Percent of county that is Black (Percent of County that is Black)

3. Percent of county with some college education, 25 years and older (College Education)

4. Per capita income (Per Capita Income)

5. Percent of the population that lives below the poverty rate (Poverty Rate)

Additionally, the following variables were collected for descriptive purposes: 

1. Total population

2. Black per capita income as a percent of White per capita income

3. HIV/AIDS cases in 2008

This data was combined at the county level. 

After the data set was constructed, and the urban counties had been removed, a matrix 

scatter plot was created to visually depict the relationship between the four Social Determinant Health 

variables and the HIV/AIDS rate. A scatter plot can reveal whether there is a linear correlation between 

variables. A strong negative correlation was predicted between the demographic variable Percent of 

County that is Black and the Social Determinant Health variables of per capita income, and percent 

of the population living below the poverty line. A bivariate correlation was conducted to determine 

the strength of the relationship between the variables, and whether the relationship is statistically 

VLJQL¿FDQW��

A major problem of measuring the correlations between variables is that often demographic 

variables are strongly correlated with other social determinant health variables. In this research project 

it is particularly hard to discern the effects of different variables in the Deep South, because African-

Americans are disproportionately at the bottom of the socio-economic ladder. As noted earlier in 

this paper, nationally, half of African-Americans rank 200% below the poverty line (Reif, Geonnotti, 

Whetten 2006, 972).  This statistic demonstrates the reality described by one writer when he says 
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³$PHULFD�LV�D�SODFH�ZKHUH�FODVV�KLVWRULFDOO\�FRLQFLGHV�ZLWK�UDFH��>7KLV@�LV�WKH�KHDYLHVW�OHJDF\�RI�VODYHU\�

and segregation” (Bolina 2011).  In Mississippi and Alabama, Black per capita income is on average 

half the per capita income of Whites (Table 1). Accordingly, what appears to be a correlation between 

two variables could actually be one variable appearing to correlate with the dependent variable because 

of its close relationship with a third variable. To adjust for this, a partial correlation was conducted. A 

SDUWLDO�FRUUHODWLRQ�FDOFXODWHV�FRHI¿FLHQWV�WKDW�GHVFULEH�WKH�OLQHDU�UHODWLRQVKLS��FRUUHODWLRQ��EHWZHHQ�WZR�

variables while accounting for the effects of one or more additional variables. 

After measuring the degree of correlation and after taking into account the indirect effects of 

RWKHU�YDULDEOHV��D�PXOWLSOH�OLQHDU�UHJUHVVLRQ�ZDV�SHUIRUPHG���$�PXOWLSOH�OLQHDU�UHJUHVVLRQ�VSHFL¿HV�WKH�

nature of the relation between the variables and measures to what extent the independent variables are 

predictive of the dependent variables.

Results

With all four states combined the dataset included 258 counties (Table 1). Of these 258, 111 

were from the Deep South, and 147 were from the Midwest (Tables 2, 3). The regional differences 

in the datasets mirror publicly reported data. Mean per capita income was almost $10,000 higher 

in the Midwest. In the Deep South HIV/AIDS Rates, as measured per 100,000, were higher at 16.36 

compared to 3.35 in the Midwest. Also, in the states examined, African-Americans made up an average 

of 39 percent of the population in Deep South counties compared to an average of 4 percent in Midwest 

FRXQWLHV��,Q�ERWK�UHJLRQV��$IULFDQ�$PHULFDQV�DUH�VLJQL¿FDQWO\�SRRUHU�RQ�DYHUDJH�WKDQ�:KLWHV��DQG�WKH�

education rate is nearly identical. It must be noted that this is an extremely poor population with per 

capita income never rising more than $39,000, and ranging as low as $11,275. On average, nearly 22 

percent of the population captured in this dataset lived at or below the federal poverty level, with one 

county as high as 60 percent.

 N Minimum Maximum Mean Std. Deviation

Total population 258 2130 464956 42681.12 57848.69

Percent of County that is 
White 258 13.2 98.2293 73.46124 21.18532

Percent of County that is 
Black 258 0 87 18.79108 23.01926

College Education 258 6 127 26.15514 7.815085

Per Capita Income 258 11275 38878 19295.78 3800.318

Per capita Income- Percent 
of White Income 245 4 292.4535 59.29443 25.42014

Poverty Rate 258 2 60 18.59807 7.956653
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AIDS Cases (2008) 257 0 36 2.99 4.515

HIV/AIDS Rate 257 0 60 9.64003 12.21846

Table 1: Descriptive Statistics, Combined Data Set (AL, MS, OH, OK)

 N Minimum Maximum Mean Std. 
Deviation

Total population 147 2652 464956 57715 72569

Percent of County that is White 147 47 98.2293 85.067 11.293

Percent of County that is Black 147 0 18.9435 3.476 3.4171

College Education 147 6 127 26.939 9.824

Per Capita Income 147 13112 38878 21032 3667.4

Per Capita Income- Percent of 
White Income 134 4 292.4535 64.966 31.744

Poverty Rate 147 2 60 15.084 6.9309

AIDS Cases (2008) 146 0 36 2.36 4.869

HIV/AIDS Rate 146 0 35 3.3533 4.8146

Table 2: Descriptive Statistics, Midwest (OK, OH)

 N Minimum Maximum Mean
Std. 

Deviation

Total population 111 2130 49584 22771 11260

Percent of County that is White 111 13.2 97.2881 58.091 21.47

Percent of County that is Black 111 0.1654 87 39.073 22.225

College Education 111 17 35.6631 25.117 3.5623

Per Capita Income 111 11275 23774 16997 2555.1

Per Capita Income- Percent of 
White Income

111 28 84.9076 52.448 11.337

Poverty Rate 111 10.2916 41.1 23.252 6.7676

Aids Cases 2008 111 0 24 3.81 3.872

HIV/AIDS Rate 111 0 67.9 16.365 13.03

Table 3: Descriptive Statistics, Deep South (AL, MS)
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 From examining the regional data and noting the differences in poverty and HIV/AIDS 

EHWZHHQ�WKHP��LW�DW�¿UVW�VHHPV�WKHUH�PXVW�EH�D�FRUUHODWLRQ�EHWZHHQ�LQFRPH�DQG�+,9�$,'6��3HU�FDSLWD�

income especially is often considered to be an indicator of a population’s susceptibility to disease. This 

relationship was examined more closely in a scatter point graph of all four states (Graph 1), which 

appears to indicate there is a negative correlation between per capita income and HIV/AIDS rates.  This 

correlation also appears when the Southern states are examined (Graph 2). There does not appear to 

be a negative correlation for the Midwestern States (Graph 3). It should be noted, however, that for all 

four states the per capita income is very low but there is not a large range of income. The small range in 

income may not provide an adequate variety of data points.

Graph 1: Per Capita Income and HIV/AIDS, Combined Data Set (AL, MS, OH, OK)

Graph 2: Per Capita Income and HIV/AIDS, Deep South (AL, MS)

Per Capita 
Income, 

Thousands of 
Dollars

HIV/AIDS Rate, per 100,000
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Graph 3: Per Capita Income and HIV/AIDS, Midwest (OH, OK)

All four independent variables were associated with the dependent variable in a scatter 

point matrix (Graph 4). Education appears to be irrelevant but otherwise there appears to be a linear 

correlation between the other independent variables and HIV/AIDS per 100,000. Additionally there 

appears to be linear correlations between all of the social determinants of health variables and the 

percent the percent of the county that is Black.

Graph 4: Scatter point Matrix Combined Data Set (AL, MS, OH, OK)
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The correlations between the independent variables and HIV/AIDS rate per 100,000 were 

then measured using a bivariate correlation procedure (Table 4). A bivariate correlation determines 

the strength of the relationship between the variables, and whether the relationship is statistically 

VLJQL¿FDQW�� $OO� YDULDEOHV� ZLWK� D� VLJQL¿FDQFH� RI� ����� ZHUH� FRQVLGHUHG� VWDWLVWLFDOO\� VLJQL¿FDQW�� ZLWK�

�����FRQVLGHUHG�HVSHFLDOO\�VLJQL¿FDQW��7KH�VLJQL¿FDQFH�RI�WKH�FRUUHODWLRQV�EHWZHHQ�WKH�YDULDEOHV�DQG�

HIV/AIDS Rate was .000 for all variables except for the percent the of population 25 years and older 

ZLWK�VRPH�FROOHJH��ZKLFK��DW�D� VLJQL¿FDQFH�RI� �����ZDV�QRW� VLJQL¿FDQW��2I� WKH�FRUUHODWLRQV� WKDW�ZHUH�

VWDWLVWLFDOO\�VLJQL¿FDQW�WKH�VWUHQJWK�RI�WKHLU�FRUUHODWLRQ�ZLWK�+,9�$,'6�5DWH�UDQJHG�IURP�SHU�FDSLWD�

income at -.409 to .703 for the percent of the county that is Black. It is interesting to note that not only 

did the percent of the county that is Black have the strongest correlation with HIV/AIDS, but it also had 

strong correlations with the other variables.  

  

Percent 
of County 

that is 
Black

College 
Education

Per 
Capita 
Income

Poverty Rate HIV/AIDS 
rate

Percent of 
County that is 

Black

Pearson 
Correlation

1 -.134* -.594** .674** .703**

 Sig. 
(2-tailed)

 0.032 0 0 0

 N 258 258 258 258 257

College 
Education

Pearson 
Correlation

-.134* 1 .193** .215** -0.098

 Sig. 
(2-tailed)

0.032  0.002 0.001 0.117

 N 258 258 258 258 257

Per Capita 
Income

Pearson 
Correlation

-.594** .193** 1 -.699** -.409**

 Sig. 
(2-tailed)

0 0.002  0 0

 N 258 258 258 258 257

Poverty Rate Pearson 
Correlation

.674** .215** -.699** 1 .487**

 Sig. 
(2-tailed)

0 0.001 0  0

 N 258 258 258 258 257

HIV/AIDS rate Pearson 
Correlation

.703** -0.098 -.409** .487** 1

 Sig. 
(2-tailed)

0 0.117 0 0  

 N 257 257 257 257 257

7DEOH����%LYDULDWH�&RUUHODWLRQV��
&RUUHODWLRQ�LV�VLJQL¿FDQW�DW�WKH������OHYHO����WDLOHG���

&RUUHODWLRQ�LV�VLJQL¿FDQW�DW�

the 0.01 level (2-tailed).
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The partial correlation procedure was performed to examine variables’ correlations with the 

+,9�$,'6�5DWH�YDULDEOH�ZKLOH�FRQWUROOLQJ�IRU�RWKHU�YDULDEOHV��7KHUH�ZDV�QR�VLJQL¿FDQW�FKDQJH�LQ�WKH�

strong correlation between the percent of the county that is Black and HIV/AIDS, which remained at 

around .62 (Table 5)

Control Variables   HIV/AIDS 
Rate 

Poverty Rate  College 
Education Per Capita Income

Percent of County that is 
Black Correlation 0.625

  6LJQL¿FDQFH����WDLOHG� 0

  Df 252

Table 5: Partial Correlation, Percent of the County that is Black and HIV/AIDS Rate.

�+RZHYHU��WKH�RWKHU�WKUHH�YDULDEOHV�ZHUH�DOO�IRXQG�WR�EH�VWDWLVWLFDOO\�LQVLJQL¿FDQW�LQ�UHJDUGV�

WR�KDYLQJ�D�FRUUHODWLRQ�ZLWK�WKH�+,9�$,'6�5DWH��7DEOHV������������$�VLJQL¿FDQFH�RI�����RU�OHVV�PXVW�EH�

DWWDLQHG�IRU�FRUUHODWLRQ�WR�EH�FRQVLGHUHG�VWDWLVWLFDOO\�VLJQL¿FDQW��EXW�IRU�WKH�HFRQRPLF�YDULDEOHV�DQG�IRU�

HGXFDWLRQ�WKH�VLJQL¿FDQFH�UDQJHG�IURP������WR�������

Control Variables   
HIV/AIDS 

Rate 
Percent of County that is 

Black Poverty Rate College 
Education

Per Capita Income Correlation 0.023

  6LJQL¿FDQFH����WDLOHG� 0.716

  df 252

Table 6: Partial Correlation, Per Capita Income and HIV/AIDS Rate. 

Control Variables   HIV/AIDS 
Rate

College Education  Per 
Capita Income Percent of 

County that is Black
Poverty Rate Correlation 0.052

  6LJQL¿FDQFH����WDLOHG� 0.409

  df 252

Table 7: Partial Correlation, Poverty Rate and HIV/AIDS Rate. 

Control Variables   HIV/AIDS 
Rate

Per Capita Income  Percent 
of County that is Black 

Poverty Rate
College Education Correlation -0.036

  6LJQL¿FDQFH����WDLOHG� 0.57

  df 252

Table 8: Partial Correlation, College Education and HIV/AIDS Rate. 
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Lastly, a linear regression was produced to check for continuity in results and to measure the 

VSHFL¿F�UHODWLRQVKLS�EHWZHHQ�WKH�YDULDEOHV�DQG�WKH�GHSHQGHQW�YDULDEOHV��7DEOH�����7KH�UHVXOWV�IURP�WKH�

linear regression agreed with the results from the partial correlations that education and the economic 

YDULDEOHV�ZHUH�QRW�VWDWLVWLFDOO\�VLJQL¿FDQW��)URP�WKH�DGMXVWHG�5�VTXDUH�YDOXH�LQ�WKH�PRGHO�VXPPDU\�ZH�

know that the independent variables explain almost 50% of the data points. While not extremely high, 

LW�LV�VLJQL¿FDQW�HQRXJK�WR�VLJQLI\�WKDW�WKH�YDULDEOHV�DUH�UHOHYDQW��,Q�WKH�FRHI¿FLHQWV�WDEOH�GLVSOD\LQJ�WKH�

LQGHSHQGHQW�YDULDEOHV��WKH�RQO\�VLJQL¿FDQW�RQH������RU�OHVV��LV�WKH�SHUFHQW�RI�WKH�FRXQW\�WKDW�LV�%ODFN��

7KH�FRHI¿FLHQWV�WDEOH�DOVR�LQIRUPV�WKH�UHDGHU�WKDW�IRU�HYHU\���XQLW�LQFUHDVH�LQ�%ODFN�SRSXODWLRQ��WKHUH�LV�

a predicted .682 unit increase in HIV/AIDS Rate per 100,000. 

Model R R Square Adjusted R Square Sig.

Regression .704 0.496 0.488 0

Table 9.1: Regression, Summary.  The dependent variable is HIV/AIDS Rate. 

 Unstandardized 
&RHI¿FLHQWV  Standardized 

&RHI¿FLHQWV t Sig.

 B Std. Error Beta   

(Constant) -1.116 5.439  -0.205 0.838

Percent of  County 
that is Black 0.362 0.035 0.682 10.381 0

College Education -0.049 0.087 -0.032 -0.568 0.57

Per Capita Income 0 0 0.052 0.72 0.472

Poverty Rate 0.108 0.131 0.071 0.827 0.409

Table 9.2: Regression, Results. 

There is a very complicated relationship between race and poverty, income, and education. 

7KHVH�YDULDEOHV�LQÀXHQFH�HDFK�RWKHU�LQ�GLIIHUHQW�ZD\V��+RZHYHU��DIWHU�FRQWUROOLQJ�IRU�UDFH��WKHUH�ZDV�

IRXQG�WR�EH�QR�VWDWLVWLFDOO\�VLJQL¿FDQW�FRUUHODWLRQ�EHWZHHQ�HGXFDWLRQ��LQFRPH��RU�SRYHUW\�DQG�+,9�$,'6�

in the sample counties. Instead of various social determinant health variables, the strongest correlation 

with HIV/AIDS Rate was found between the demographic variable, the percent of the county that is 

Black. 

Implications

This research shows that within poor, rural counties, race is the variable that explains the 

rapidity of the disease’s spread or the magnitude of its destruction.  Inherited cultural and historical 

factors in the African-American community must be examined.  I propose that additional qualitative 

research is necessary to explore whether lingering conspiracy theories surrounding the Tuskegee 
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syphilis experiments, coupled with social stigma, carry explanatory power in understanding the 

persistent phenomenon of elevated HIV/AIDS rates. The following proposal for qualitative research 

is grounded in an interpretative paradigm that there are multiple realties of the world according to 

GLIIHUHQW�SHUFHSWLRQV��,Q�FRQGXFWLQJ�KLV�¿HOG�UHVHDUFK�WKH�UHVHDUFKHU�ZRXOG�IRFXV�RQ�VRFLDO�UHODWLRQVKLSV�

and the meaning and symbolism attached by people to interactions in their daily lives. 

Invisible barriers often exist for marginalized groups such as minorities or poor people in a 

variety of venues, from the doctor’s examination room to public health campaigns. In the examination 

room, White and middle-class patients may experience the interaction differently because they “seem 

able to create workable relationships with healthcare providers because of their ability to pay for 

services or utilize private insurance and because they have cultural support” (Heller et al. 2004, 32).  

My proposed research agenda approaches a public health issue from a development 

perspective. Vulnerable populations are often the most marginalized groups in a society. Implementing 

development programs to effectively reach vulnerable populations (or a failure to so) depends on the 

ability of a program to bridge ethnic, religious, gender and class lines and to facilitate cross-cultural 

communication. This proposed research would build on previous work like Williams and Sallar’s 2010 

studies in Mississippi, which revealed discrepancies between how African-American men understood 

HIV/AIDS and their resulting behavior, and Lichtenstein, Hook III, and Sharma’s surveys in Alabama, 

which revealed differences in how HIV/AIDS is perceived among different racial groups. 

I propose conducting a series of semi-structured interviews and focus groups and applying 

discourse analysis to test whether conspiracy theories from the Tuskegee Syphilis Study and stigma can 

further explain the spread of HIV/AIDS. By employing interviews a researcher would better understand 

different perceptions. Through discourse analysis applied to focus groups, a researcher may be able to 

understand how behavior is affected and deduce additional factors in the disease’s spread that have not 

been considered previously. 

Health departments in the Deep South are failing their citizens in enacting measures to control 

a disease’s spread. In the face of the fastest growing HIV/AIDS rates in the country Alabama, Georgia, 

and Mississippi spend $10,413, $16,647, and $13,609 per patient respectively compared to a national 

average of $24,867 (Medicaid and HIV: A National Analysis 2011 ).  More troubling is the example of 

WKH�VWDWH�RI�0LVVLVVLSSL¶V�UHIXVDO�WR�DFFHSW�IHGHUDO�IXQGV�WR�¿JKW�+,9�$,'6��LQFOXGLQJ�*RYHUQRU�+DOH\�

%DUERXU¶V�³DWWHPSW�WR�EORFN�KHDOWK�FDUH�UHIRUP�WKDW�ZRXOG�H[SDQG�0HGLFDLG�EHQH¿WV�IRU�SHRSOH�OLYLQJ�

with HIV in the state” (Rights at Risk 2011, 2). A report by the Human Rights Watch found that the 

VWDWH�RI�0LVVLVVLSSL�³OHDYH>V@�SHRSOH�ZLWK�+,9�$,'6�ZLWKRXW�WUHDWPHQW�DW�UDWHV�FRPSDUDEOH�WR�WKRVH�LQ�

Botswana, Ethiopia, and Rwanda” (Rights at Risk 2011, 2).

A qualitative, ethnological research agenda identifying areas of miscommunication could 

provide a unique insight into this pressing public health crisis by helping doctors understand the fears 

of their patients, helping communities develop a prevention plan, and helping policy makers allocate 

UHVRXUFHV�PRUH� HI¿FLHQWO\��7KHUH� LV� DQ�XUJHQW�QHHG� IRU�PRUH� UHVHDUFK� WKDW� FDQ� FRQWULEXWH� WR� EHWWHU�

understanding how the HIV/AIDS virus spreads through these communities. Beneath the numbers and 

graphs it is more important to remember that these values represent glimpses into lives. They capture 

the extremes, the mean of a middle class existence, the depths of poverty, and the blending of race, 

EORRG��DQG�GLVHDVH��Ɉ
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