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Abstract
Background—A randomized controlled trial of SAFE, a cognitive/behavioral intervention,
revealed that it significantly reduces reinfection and behavioral risks among participants compared
to controls. However, studies suggest that depression may moderate intervention efficacy among
affected persons due to impaired information processing, failure to recognize risk or inability to
change behavior.

Goal—We evaluated SAFE efficacy among depressed and nondepressed Mexican- and African-
American women after comparing initial risk factors by depression status. We further explored
intervention effects in moderately and severely depressed women.

Study Design—We stratified 477 participants (249 intervention, 228 controls) according to their
depression status at baseline determined by CES-D scores. Using chi-square and multivariate logistic
regression, we evaluated differences in reinfection and behavioral risk at 6-month, 12-month and 1-
year cumulative follow-ups between groups within baseline depression strata.

Results—At baseline, 74.4% of women were depressed and had significantly greater levels of
behavioral risks than nondepressed women. At follow-up intervals, behavioral risks and reinfection
rates were lower among intervention women compared to controls regardless of depression status.
For example, at 1-year follow-up reinfection rates were 15.2% in nondepressed intervention women
vs. 21.4% in nondepressed controls (AOR=0.6), and 18.6% in depressed intervention women vs.
27.3% in depressed controls (AOR=0.6). Moreover, reinfection was consistently lower among

Short Summary: A study of depressed and nondepressed participants in Project SAFE, a cognitive/behavioral intervention, showed
equivalent efficacy in reducing STD reinfection and high-risk behavior among participants regardless of depression status.
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moderately and severely depressed intervention women than controls (moderately depressed: 19.3%
vs. 27.2%, AOR=0.6; severely depressed: 17.9% vs. 27.5%, AOR=0.6).

Conclusions—Despite significantly greater behavioral risk among depressed women at baseline,
SAFE was equally successful in reducing reinfection and high-risk behavior among depressed and
nondepressed participants.

Keywords
randomized controlled trial; behavioral risk; depression; sexually transmitted infections; risk
reduction

Introduction
Compromised mental health is increasingly linked to diminished sexual health.1,2 Two studies
reported that between 39 – 45% of people seeking care at STI or family planning clinics
experienced psychological morbidity immediately prior to or at the time of their visit.3,4 One
of these studies estimated that of those identified, approximately 1/3 to 1/2 were experiencing
a major depressive disorder,4 significantly more than general practice patients and the U.S.
population as a whole.5,6 Comorbidity of depression and sexual risk reported in other studies
suggest that depressive symptoms are common among high-risk individuals and conversely,
high-risk sex is more often practiced by those with compromised mental health.7–9

Depression has been linked to low rates of condom use, casual relationships, multiple sex
partners, rapid accrual of partners over time, and exchanging sex for money or drugs.7–13 This
association has been found in diverse samples10,14–18 and settings.12,13,19–22 It is likely a
bidirectional phenomenon: fractious relationships and lack of intimacy are often the reported
origin of depressed mood.23,24 High-risk behavior and depression work synergistically to
inhibit coping efforts in terms of risk recognition, stress reduction or significantly, behavior
change.9,14,25

Health interventions are often grounded in psychological theories that assume subjects can
process messages, internalize their personal relevance and act on them.26,27 Such theories
frequently utilize social-cognitive models, which do not account for the moderating influence
of affect on learning or behavior.28 Depression may interfere with information processing,
reduce motivation to change behavior, or undermine sustained change.29–33 Consequently
some investigators suggest that depression may negate the benefits of intervention and inhibit
efficacy.34–36 Because depressive symptoms occur so frequently in conjunction with sexually
transmitted infection (STI), untreated depression may be a deterrent to intervention-related
reduction of high-risk sexual behavior.37

In previous publications, we reported reduced rates of gonorrhea or chlamydia reinfection at
1-year follow-up among high-risk Mexican-American and African-American women who
participated in a controlled, randomized trial of a behavioral/cognitive intervention, “Project
SAFE”. Reinfection among intervention participants was 16.8% compared to 26.9% among
controls, a difference of 38%.38 In further analysis of data from that study, we described five
dichotomous variables indicating contextual dimensions of sexual behavior significantly
associated with reinfection.39 These include non-mutual monogamy, unsafe sex practices, sex
with an untreated partner, acquiring a new partner within 90 days of ending a prior relationship
(rapid partner turnover) and douching after sex.39 We showed that reduced practice of these
behaviors explained reduced reinfection among intervention relative to control participants
independently of ethnicity, age, and other potential confounders. In this paper we evaluate
intervention efficacy in terms of these measures of behavior and reinfection within levels of
depressive symptoms, one aspect of participant mental health status.
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Our primary goal is to evaluate the impact of depression on SAFE intervention efficacy at 6
month, 12 month, and 0–12 month cumulative follow-up with respect to high-risk behavior
and clinically confirmed reinfection. A secondary goal is to confirm the association between
depression and sexual risk among women who present for STI care.

Materials and Methods
Procedures

Project SAFE is a behavioral/cognitive intervention to reduce sexual risk behavior and
associated chlamydia and gonorrhea reinfection among Mexican- and African-American
women. It is theoretically based on an adaptation of the AIDS Risk Reduction Model,40 and
was ethnographically informed and culture- and gender-tailored for this population. Details of
intervention design, project recruitment, and research protocols were reported previously.38

We contacted 947 eligible, English-speaking women aged 14–45 who had a current non-viral
STI (chlamydia, gonorrhea, syphilis, or trichomonas), and invited them to join our study. A
total of 617 Mexican- and African-American women participated. This report includes 477
participants with complete clinical and interview data at initial and both scheduled follow-up
visits; there were no significant differences in depression between this group and those who
missed a scheduled follow-up visit.

Initially women were examined by a clinician, screened for infection, treated if necessary and
counseled according to CDC protocols. They were interviewed for approximately one-two
hours, stratified by ethnicity, and randomly assigned to intervention or control groups. During
each scheduled follow-up visit (6 and 12 months after the initial visit), subjects were
interviewed again. At these and at problem visits (self-initiated as necessary), clinicians
performed physical examinations and screened for and treated infections.

Study Measures
The primary outcome was reinfection with chlamydia and/or gonorrhea determined by GEN-
PROBE amplification tests performed on collected specimens. Secondary outcomes are sexual
risk behaviors reported by participants during interviews. Interviews were highly detailed and
included sociodemographic, behavioral, psychological, and clinical characteristics of study
participants. Additionally, we collected extensive information about characteristics of and
behavior with up to five sexual partners of each woman. Major constructs are described below.

Demographic and Psychosocial Constructs
1. Unemployed school dropouts: Women who had not completed the 12th grade and

were neither employed nor in school;

2. Poverty status: we calculated the total monthly household income based on responses
to questions about income from all sources for all household members, the number
of people in the household supported by this income and applied federal poverty
guidelines to determine <100% poverty level;41

3. History of sexual abuse: `ever had a really bad sexual experience like rape or sexual
abuse?', or if she reported that sexual debut was forced or occurred prior to 11 years
of age;

4. Illicit drug use: women reporting use of any illicit drug (other than marijuana) in the
3 months prior to the baseline interview. (Marijuana use is excluded from this
measure: being highly prevalent in our population, it is also relatively unrelated to
other forms of illicit drug use and behavioral risk as described in this study).
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“Traditional” Measures of Behavioral Risk
In this study we refer to “traditional” behavioral risk factors for reinfection, meaning that they
have variously been reported in the literature. We distinguish these from Project SAFE
contextually defined risk factors, and give their construction as used in this study here:

1. Casual relationship: currently in a sexual relationship with one or more men
(anticipates having sex with him again) with whom she describes her relationship as
“off-and-on” or “not steady”;

2. No Condoms: reports “hardly ever or never” uses condoms with one or more partners
in the past 3 months; and

3. 2+ Sex Partners in the past 3 months

Project SAFE Contextual Measures of Behavioral Risk
We utilized the 5 behavioral measures constructed in previous work to evaluate intervention
efficacy. In brief, they are:

1. Non-Mutual monogamy: having a sexual partner who is not steady and faithful, or
having more than one partner in the follow-up interval(s);

2. Unsafe sex: either a) never using condoms with one or more casual partners or b) both
> 5 unprotected acts in the last 3 months and incorrect or problematic condom use;

3. Unprotected sex with an untreated partner following initial infection;

4. Rapid partner turnover: acquisition of a new sex partner within 3 months of sex with
another man;

5. Douching after sexual intercourse.

We evaluated SAFE sexual behavior and reinfection using these measures at each follow-up
time point and cumulatively at 1-year. During each period, responses represent the highest-
risk behavior with any partner for each measure. Women who did not have a sexual partner
were classified in the low risk category for each variable: 40 (8.5%) women in 0–6M, 26 (5.5%)
in 6–12M, and 15 (3.1%) in 0–12M.

Depression
Depression was measured using the 20-item Center for Epidemiological Studies Depression
Scale (CES-D), an instrument designed to assess depressive symptoms in diverse samples42 It
is a depression screening tool recommended by the U.S. Preventive Services Task Force43 and
has been widely used with diverse populations of varying socioeconomic and demographic
characteristics.44–46 Responses range from 0 (never or rarely) to 3 (most of the time or all of
the time). Four items assessing positive symptoms are reverse-coded. Summed-item scale
scores range from 0–60 with higher scores representing higher levels of depressive symptoms
experienced over the past week. In this study, reliability for the CES-D was α=.89. Using
established and validated criteria,44,47 we identified non-depressed (0–15) and depressed
subjects (16+). We further divided depressed subjects into moderately depressed (16–27,
“MD”) and severely depressed (28 +, “SD”) subgroups: the SD level has yielded optimal
efficiency for detecting depression compared to the Diagnostic Interview Schedule (DSM
criteria) in a sample of primary care outpatients,48 as well as practical applications among
adolescents, HIV + patients, and victims of cardiovascular disease.49–51

Statistical Analysis
Sociodemographic characteristics of SAFE participants are described by depression level using
Pearson's Chi-Square test. The association between depression and sexual risk at intake is
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evaluated by modeling each traditional and SAFE-contextual sexual risk behavior using
logistic regression with depression as the main predictor variable. We compared depressed to
nondepressed participants overall, and MD and SD to nondepressed participants in
subanalyses. In each of these we controlled for potential confounders suggested in other studies
to be related to depression, high-risk sexual behavior, or both; these include race/ethnicity, age,
poverty, sexual abuse, and drug use.12,46,52–54 In our main analyses we compared study and
control group sexual risk behaviors and reinfection status separately within each depression
level at 0–6M, 6–12M, and 0–12M follow-up using logistic regression. We controlled for
subject age (all other potential confounders were not significant) and baseline behavior when
applicable.

Results
Participants

The sample consisted of 149 African-American and 328 Mexican-American women. They
were distributed in approximately equal proportions to intervention (n=249) or control (n=228)
conditions. Characteristics of participants by depression levels are provided in Table 1. Only
one-quarter of women were not depressed based on scoring below the CES-D cutoff of 16 for
depressive symptoms. Depressed women were equally divided between MD and SD.
Significantly more depressed than nondepressed women dropped out of school while
simultaneously unemployed (p=.05) and were more likely to be below the 100% poverty
threshold for household income (p<.01) Depressed women were significantly more likely than
the nondepressed to report a history of sexual abuse (34.1% vs. 23.0%; p=.02), with SD women
reporting the highest rates (41.1%).

Depression and High-Risk Behavior
Analyses of the association between high-risk sexual behaviors within depression levels at
initial interview are summarized in Table 2, adjusting for potential confounding by race/
ethnicity, age, poverty, history of sexual abuse, and drug use. Results indicate that depressed
women are significantly more likely than nondepressed women to practice high-risk sex with
the exception of douching after sex. Moreover high-risk behavior occurs with greatest
frequency among SD women; for example, they are most likely to be in non-mutually
monogamous relationships or to engage in unsafe sex.

Depression and Intervention Efficacy
At 6-month follow-up, Table 3 shows that among depressed women generally, all behavioral
risks were significantly lower among study than control women except rapid partner turnover.
Among depressed women, MD study women were significantly less likely than controls to
engage in non-mutual monogamy (p<.01) or unsafe sex (p=.03). SD study women were
significantly less likely than controls to have sex with an untreated partner (p<.05) or douche
after sex (p=.04). Study group reinfection was lower than controls regardless of depression,
although not significantly so, perhaps due to small cell sizes and thus low statistical power.

At 12-month follow-up (Table 4), all behavioral risks with the exception of non-mutual
monogamy were significantly lower among nondepressed study women than their control
counterparts. Similarly, depressed study women engaged in non-mutual monogamy, unsafe
sex and rapid partner turnover significantly less often than nondepressed controls. They were
half as likely as depressed control women to become reinfected (AOR=0.5, p=.03). This was
most evident among SD study women, who had significantly lower rates of non-mutual
monogamy (p<.01) and rapid partner turnover (p=.01) than controls, translating into
significantly lower rates of reinfection (p=.01).
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Cumulative 0–12M results are summarized in Table 5. Depressed study women were
significantly less likely than controls to practice any of the 5 risk behaviors (non-mutual
monogamy, unsafe sex, douching after sex, rapid partner turnover, sex with an untreated
partner), and to become reinfected (p=.03). Among moderately depressed women, study
women were significantly less likely to be in non-mutually monogamous relationships (p=.
03), engage in unsafe sex (p=.05), or douche after sex (p=.01) than their control counterparts.
Results were similar among SD women, who were significantly less likely than controls to
practice non-mutual monogamy, unsafe sex, or have sex with an untreated partner. Of note,
reinfection among study women was very similar across all depression levels (nondepressed:
16.0%; any depressed: 18.4%; MD: 18.3%; SD: 18.5%). These rates were consistently lower
than controls, approaching or achieving significance in each instance despite being hampered
by low statistical power (small cell sizes), especially among nondepressed women.

Discussion
Intervention Efficacy in a Challenged Population: Depression and Behavior Change

Depression was exceedingly common in our study sample. A majority of participants scored
at or above the CES-D cutoff for depressive symptoms. Simultaneously, high-risk sex was
associated with depression. Women were challenged not only by poverty and lack of education,
but also nonmonogamy, a history of sexual abuse, and unsafe sex. The emotional baggage
associated with depression has been linked to feelings of pessimism, difficulty being critical
or angry, unassertiveness, and self-denial, all potentially leading to a compromised ability to
concentrate and put forth the effort to reduce sexual risk and sustain the safer behaviors.3,30,
55,56 The premise that depression might inhibit efficacy of the SAFE intervention to reduce
sexual risk is therefore a reasonable one. However, this premise was not supported by our data.
A central finding of this study was that depression did not interfere with intervention efficacy.
This process occurred at three levels: timing, maintenance and the number of behaviors
changed.

First, depression may have altered the timing of behavior change among study women. Results
showed that depressed study women significantly reduced nonmutual monogamy, unprotected
sex with an untreated partner, and douching after sex at 0–6M follow-up. Nondepressed study
women reduced some risky behaviors relative to nondepressed controls, but none significantly.
They were approximately 50% less likely than controls to douche after sex, but P values were
not significant. This may have been due to the relatively small cell size among nondepressed
women and the instability created in point estimation. MD study participants had significantly
lower rates of non-mutual monogamy and unsafe sex than MD controls. Additionally, SD study
women were significantly lower than SD controls in douching after sex and having unprotected
sex with an untreated partner.

At 6–12M follow-up, depressed study women continued to sustain significant reductions
relative to controls in nonmutual monogamy and unsafe sex, indicating maintenance of change.
By study's end, they also showed significantly lower rates than controls in rapid partner
turnover. Nondepressed study women showed significant reductions, relative to control
counterparts, in unsafe sex, douching after sex, and rapid partner turnover. Notably, effect sizes
between nondepressed study and control women during this interval were frequently greater
than those among depressed women. For example, the odds of practicing unsafe sex among
nondepressed study women relative to controls was 0.3: 1; while among depressed women it
was nearly double, or 0.6: 1.

In a previous publication, we noted the importance of context in considering behavior change.
39 We demonstrated the importance of considering multiple risk behaviors simultaneously to
describe a woman's risk profile, and suggested the likelihood of reinfection with gonorrhea
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and/or chlamydia increases with the number of risk domains confronting her, i.e. multiple
behavioral risks represent cumulative exposure and increase the likelihood of reinfection. In
this regard, depressed women were confronted with more risks than nondepressed women;
they needed to change more behaviors than nondepressed counterparts to avoid infection and
they did so. They reduced all five risk behaviors relative to controls, whereas nondepressed
study women reduced fewer high-risk behaviors (only unsafe sex and douching after sex)
during cumulative follow-up. However their absolute rates of most behavioral risks and
reinfection were higher than those of their nondepressed counterparts, underscoring the
persistent effect of depression.

Depression did not interfere with intervention efficacy. The Project SAFE intervention allowed
depressed study women to make a wide variety of behavioral changes in sufficient magnitude
to effect significant reductions in infection. Overall, results indicate that project SAFE worked
at least equally well among depressed compared to nondepressed women, particularly in that
depressed women appeared to make changes earlier, for a greater time and to a greater extent
than nondepressed women. Whereas high retention rates strengthen generalizibility of the
findings reported here, caution should be exerted in generalizing results to other high-risk
women outside the groups studied, and in intervention settings that did not take into account
the potentially high rates of depression in those participants.

Why Did SAFE Succeed among Depressed Women?
The SAFE intervention design and development was informed by findings from 18 months of
ethnographic research among the target population.38,57 The intervention accounted a priori
for culture- and gender-specific needs of primarily undereducated, low-income minority
women, and specifically targeted high-risk sexual behavior.58 SAFE was a multi-dimensional
intervention, and focused on relationship issues as well as more traditional aspects of unsafe
sex. Significantly, it provided the knowledge, motivation and skills necessary to effect change
in a comfortable, non-judgmental environment. In the non-judgmental intervention workshops,
women were brought to understand that they deserve more out of relationships than what they
often settle for. We believe that the content of these sessions, active intra-group discussions,
and skills learned by participants helped provide the energy and empowerment needed for
women to do something about their lives, despite their depression.

Although some studies have shown that depression can interfere with information processing,
they have also noted that negative messages are more likely to be interfered with than positive
messages.30 In this case, SAFE provided positive messages achieved through focused
intragroup discussions, role play and other activities which empowered women to change
relational and other psychosocial aspects of their lives. It provided women with a more
constructive way to recognize risk and make decisions regarding relationships and sexual
behavior. Through workshop sessions, SAFE emphasized the positive gains to be achieved by
sexual risk reduction (e.g., selectivity in relationships) and encouraged self-efficacy (e.g.,
active condom use negotiation) among participants. It appears that participants may have used
knowledge and skills imparted by SAFE to make changes that they believed would reduce
behavior risks despite feeling depressed. Perhaps the intervention imparted a sense of control
which is often thought to be lacking among depressed persons, resulting in reduced interference
with participant information processing.

Conclusion
To our knowledge, this study is the first to carefully examine the impact of depression on
intervention efficacy in the context of a controlled, randomized trial. We recognize that because
many women were depressed, in some cases cell sizes were small and point estimates were
potentially imprecise due to power limitations. However, observed groupwise differences were
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sufficiently large to provide a relatively convincing argument regarding the influence of
depression on intervention efficacy in this case. In this study, depressed study women did as
well and in certain aspects better than their nondepressed counterparts. We conclude that
depressed women were amenable to changing their behavior given the impetus of the Project
SAFE intervention and the empowerment it conferred.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.

ACKNOWLEDGEMENTS
This project was funded by grants #1 U19 AI 45429-01 and #5 U19 AI 45429-05 from the National Institute of Allergy
and Infectious Disease.

The authors would like to acknowledge Edward R. Newton, M.D., who directed project clinical aspects.

References
1. Wilson TE. Psychiatric morbidity among STD clinic patients. The need for screening and treatment.

Sex Transm Dis 2001;28(5):285–286. [PubMed: 11354268]
2. Aral SO. Mental health: a powerful predictor of sexual health? Sex Transm Dis 2004;31(1):13–14.

[PubMed: 14695952]
3. Erbelding EJ, Hummel B, Hogan T, et al. High rates of depressive symptoms in STD clinic patients.

Sex Transm Dis 2001;28(5):281–284. [PubMed: 11354267]
4. Hutton HE, Lyketsos CG, Zenilman JM, et al. Depression and HIV risk behaviors among patients in

a sexually transmitted disease clinic. Am J Psychiatry 2004;161(5):912–914. [PubMed: 15121659]
5. Zich J, Attkisson C, Greenfield T. Screening for depression in primary care clinics: the CES-D and

the BDI. Int J Psychiatry Med 1990;20(3):259–277. [PubMed: 2265888]
6. Regier DA, Farmer ME, Rae DS, et al. One-month prevalence of mental disorders in the United States

and sociodemographic characteristics: the Epidemiologic Catchment Area study. Acta Psychiatr Scand
1993;88(1):35–47. [PubMed: 8372694]

7. DiClemente RJ, Wingood GM, Crosby RA, et al. A prospective study of psychological distress and
sexual risk behavior among black adolescent females. Pediatrics 2001;108(5):214–227.

8. Shrier LA, Harris SK, Sternberg M, et al. Associations of depression, self-esteem, and substance use
with sexual risk among adolescents. Prev Med 2001;33:179–189. [PubMed: 11522159]

9. Williams CT, Latkin CA. The role of depressive symptoms in predicting sex with multiple and high-
risk partners. AIDS 2005;38(1):69–73.

10. Ramrakha S, Caspi A, Diskson N, et al. Psychiatric disorders and risky sexual behaviour in young
adulthood: cross sectional study in a birth cohort. BMJ 2000;321:263–266. [PubMed: 10915126]

11. Beck A, McNally I, Petrak J. Psychosocial predictors of HIV/STI risk behaviours in a sample of
homosexual men. Sex Transm Infect 2003;79(2):142–6. [PubMed: 12690138]

12. Johnson SD, Cunningham-Williams RM, Cottler LB. A tripartite of HIV-risk for African American
women: the intersection of drug use, violence, and depression. Drug Alcohol Depend 2003;70:169–
175. [PubMed: 12732410]

13. Perdue T, Hagan H, Thiede H, et al. Depression and HIV risk behavior among Seattle-area injection
drug users and young men who have sex with men. AIDS Educ Prev 2003;15(1):81–92. [PubMed:
12627745]

14. Shrier LA, Harris SK, Beardslee WR. Temporal associations between depressive symptoms and self-
reported sexually transmitted disease among adolescents. Arch Pediatr Adolesc Med 2002;156:599–
606. [PubMed: 12038894]

15. Berenson AB, Breitkopf CR, Wu ZH. Reproductive correlates of depressive symptoms among low-
income minority women. Obstet Gynecol 2003;102(6):1310–7. [PubMed: 14662220]

Holden et al. Page 8

Sex Transm Dis. Author manuscript; available in PMC 2009 October 26.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



16. Kosunen E, Kaltiala-Heino R, Rimpela M, et al. Risk-taking sexual behaviour and self-reported
depression in middle adolescence - a school-based survey. Child Care Health Dev 2003;29(5):337–
344. [PubMed: 12904241]

17. Brooks TL, Harris SK, Thrall JS, et al. Association of adolescent risk behaviors with mental health
symptoms in high school students. J Adolesc Health 2002;31(3):240–6. [PubMed: 12225736]

18. Burns JJ, Cottrel L, Perkins K, et al. Depressive symptoms and health risk among rural adolescents.
Pediatrics 2004;113(5):1313–1320. [PubMed: 15121947]

19. Carey MP, Carey KB, Maisto SA, et al. Reducing HIV-risk behavior among adults receiving
outpatient psychiatric treatment: results from a randomized controlled trial. J Consult Clin Psychol
2004;72(2):252–68. [PubMed: 15065959]

20. O'Leary A, Purcell D, Remien RH, et al. Childhood sexual abuse and sexual transmission risk
behaviour among HIV-positive men who have sex with men. AIDS Care 2003;15(1):17–26.
[PubMed: 12655830]

21. Catania J, Pollack L, Stall R, et al. HIV risk behaviors and their relationship to posttraumatic stress
disorder among women prisoners. Child Abuse Negl 2001;25(4):557–84. [PubMed: 11370726]

22. Kalichman SC, Sikkema KJ, DiFonzo K, et al. Emotional adjustment in survivors of sexual assault
living with HIV-AIDS. J Trauma Stress 2002;15(4):289–96. [PubMed: 12224800]

23. Burns DD, Sayers SL, Moras K. Intimate relationships and depression: Is there a causal connection?
J Consult Clin Psychol 1994;62:1033–1043. [PubMed: 7806712]

24. Eaton, WW. Role, Identity, Suggestibility, and Stress. The sociology of mental disorders. Vol. 3rd
ed.. Praeger; New York: 2001. p. 400

25. Hays RB, Paul J, Ekstrand M, et al. TJ. Actual versus perceived HIV status, sexual behaviors and
predictors of unprotected sex among young gay and bisexual men who identify as HIV-negative,
HIV-positive and untested. AIDS 1997;11(12):1495–502. [PubMed: 9342072]

26. The National Institute of Mental Health (NIMH) Multisite HIV Prevention Trial Group. The NIMH
Multisite HIV Prevention Trial: reducing HIV sexual risk behavior. Science 1998;280(S371):1889–
1894. [PubMed: 9632382]

27. Bandura A. Health promotion by social cognitive means. Health Educ Behav 2004;31(2):143–64.
[PubMed: 15090118]

28. Kalichman SC, Weinhardt L. Negative affect and sexual risk behavior: comment on Crepaz and Marks
(2001). Health Psychol 2001;20(4):300–1. [PubMed: 11515742]

29. Harmer CJ, Shelley NC, Cowen PJ, et al. Increased positive versus negative affective perception and
memory in healthy volunteers following selective serotonin and norepinephrine reuptake inhibition.
Am J Psychiatry 2004;161(7):1256–63. [PubMed: 15229059]

30. Hartlage S, Alloy LB, Vazquez C, et al. Automatic and effortful processing in depression. Psychol
Bull 1993;113(2):247–78. [PubMed: 8451334]

31. Capra AM, Braveman PA, Jensvold NG, et al. Pilot evaluation of a mindfulness-based intervention
to improve quality of life among individuals who sustained traumatic brain injuries. Pediatrics
2003;112(1 Pt 1):108–15. [PubMed: 12837875]

32. Olvera RL, Semrud-Clikeman M, Pliszka SR, et al. Neuropsychological deficits in adolescents with
conduct disorder and comorbid bipolar disorder: a pilot study. Bipolar Disord 2005;7(1):57–67.
[PubMed: 15654933]

33. Sandman CA, Gerner R, O'Halloran JP, et al. Event-related potentials and item recognition in
depressed, schizophrenic and alcoholic patients. Int J Psychophysiol 1987;5(3):215–25. [PubMed:
3679947]

34. Murphy DA, Durako SJ, Moscicki AB, et al. No change in health risk behaviors over time among
HIV infected adolescents in care: role of psychological distress. J Adolesc Health 2001;29(3 Suppl):
57–63. [PubMed: 11530304]

35. Baydar N, Reid MJ, Webster-Stratton C. The role of mental health factors and program engagement
in the effectiveness of a preventive parenting program for Head Start mothers. Child Dev 2003;74
(5):1433–53. [PubMed: 14552407]

36. Treisman GJ, Angelino AF, Hutton HE. Psychiatric issues in the management of patients with HIV
infection. JAMA 2001;286(22):2857–64. [PubMed: 11735762]

Holden et al. Page 9

Sex Transm Dis. Author manuscript; available in PMC 2009 October 26.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



37. Erbelding EJ, Hutton HE, Zenilman JM, et al. The prevalence of psychiatric disorders in sexually
transmitted disease clinic patients and their association with sexually transmitted disease risk. Sex
Transm Dis 2004;31(1):8–12. [PubMed: 14695951]

38. Shain RN, Piper JM, Newton ER, et al. A randomized, controlled trial of a behavioral intervention
to prevent sexually transmitted disease among minority women. N Engl J Med 1999;340(2):93–100.
[PubMed: 9887160]

39. Shain RN, Perdue ST, Piper JM, et al. Behaviors changed by intervention are associated with reduced
STD recurrence: the importance of context in measurement. Sex Transm Dis 2002;29(9):520–9.
[PubMed: 12218843]

40. Catania JA, Kegeles SM, Coates TJ. Towards an understanding of risk behavior: an AIDS risk
reduction model (ARRM). Health Educ Q 1990;17:53–72. [PubMed: 2318652]

41. United States Department of Health and Human Services. HHS Federal Poverty Guidelines. Vol. Vol.
2007. United States Department of Health and Human Services; 2007.

42. Radloff LS. The CES-D Scale: a self-report depression scale for research in the general population.
Appl Psychol Meas 1977;1(3):385–401.

43. U.S. Preventive Services Task Force. Guide to Clinical Preventive Services. Vol. 2nd ed.. Williams
& Wilkins; Baltimore: 1996. p. 541-546.

44. Radloff LS. The use of the Center for Epidemiologic Studies Depression Scale in adolescents and
young adults. J Youth Adolesc 1991;20(2):149–166.

45. Markush, RE.; Favero, RV. Epidemiologic assessment of stressful life events, depressed mood, and
psychophysiological symptoms. In: Dohrenwend, BS.; Dohrenwend, BP., editors. Stressful Life
Events: their Nature and Effects. John Wiley; New York, NY: 1974. p. 171-190.

46. Finch BK, Kolody B, Vega WA. Perceived discrimination and depression among Mexican-origin
adults in California. J Health Soc Behav 2000;41:295–313. [PubMed: 11011506]

47. Coyne JC, Brown G, Datto C, et al. The benefits of a broader perspective in case-finding for disease
management of depression: early lessons from the PROSPECT Study. Int J Geriatr Psychiatry
2001;16(6):570–6. [PubMed: 11424165]

48. Schulberg HC, Saul M, McClelland, et al. Assessing depression in primary medical and psychiatric
practices. Arch Gen Psychiatry 1985;42:1164–1170. [PubMed: 4074109]

49. Lyketsos CG, Hoover DR, Guccione M, et al. Changes in depressive symptoms as AIDS develops.
The Multicenter AIDS Cohort Study. Am J Psychiatry 1996;153(11):1430–7. [PubMed: 8890676]

50. Whang W, Albert CM, Sears SF Jr. et al. Depression as a predictor for appropriate shocks among
patients with implantable cardioverter-defibrillators: results from the Triggers of Ventricular
Arrhythmias (TOVA) study. J Am Coll Cardiol 2005;45(7):1090–5. [PubMed: 15808769]

51. Li C, Johnson NP, Leopard K. Risk factors for depression among adolescents living in group homes
in S C. J Health & Soc Pol 2001;13(2):41–59.

52. Kalichman SC, Catz S, Ramachandran B. Barriers to HIV/AIDS treatment and treatment adherence
among African-American adults with disadvantaged education. J Natl Med Assoc 1999;91(8):439–
46. [PubMed: 12656432]

53. Ostrove JM, Feldman P. Education, income, wealth, and health among whites and African Americans.
Ann N Y Acad Sci 1999;896:335–7. [PubMed: 10681914]

54. Riolo SA, Nguyen TA, Greden JF, et al. Prevalence of Depression by Race/Ethnicity: Findings From
the National Health and Nutrition Examination Survey III. Am J Pub Health 2005;95(6):998–1000.
[PubMed: 15914823]

55. Hays JC, Landerman LR, George LK, et al. Social correlates of the dimensions of depression in the
elderly. J Gerontol B Psychol Sci Soc Sci 1998;53(1):P31–9. [PubMed: 9469169]

56. Hartlage S, Arduino K, Alloy LB. Depressive personality characteristics: state dependent
concomitants of depressive disorder and traits independent of current depression. J Abn Psychol
1998;107(2):349–54.

57. Ramos R, Shain RN, Johnson L. Men I mess with don't have anything to do with AIDS: using ethno-
theory to understand sexual risk perception. Sociol Q 1995;36:483–504.

58. Shain, RN.; Perdue, ST.; Piper, JM., et al. Developing and validating complex behavioural outcome
measures. In: Stephenson, JM.; Imrie, J.; Bonell, C., editors. Effective sexual health interventions:
issues in experimental evaluation. Oxford University Press; London: 2003.

Holden et al. Page 10

Sex Transm Dis. Author manuscript; available in PMC 2009 October 26.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Holden et al. Page 11

Sex Transm Dis. Author manuscript; available in PMC 2009 October 26.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Holden et al. Page 12
Ta

bl
e 

1

B
as

el
in

e 
C

ha
ra

ct
er

is
tic

s o
f S

A
FE

 P
ar

tic
ip

an
ts

 b
y 

D
ep

re
ss

io
n 

Le
ve

l
V

ar
ia

bl
e

E
nt

ir
e 

Sa
m

pl
e 

N
 =

47
7

N
o 

D
ep

re
ss

io
n 

(0
–1

5)
 N

 =
12

2 
( 2

5.
6 

%
 )

A
ny

 D
ep

re
ss

io
n 

(1
6 

+ 
) N

= 
35

5 
( 7

4.
4 

%
 )

M
od

er
at

e 
D

ep
re

ss
io

n
( 1

6–
27

 ) 
N

 =
 1

80
 (3

7.
7%

)Se
ve

re
 D

ep
re

ss
io

n 
(2

8 
+ 

)
N

 =
 1

75
 (3

6.
7%

)

%
%

%
p*

%
%

p*

G
ro

up
 

St
ud

y
52

.2
54

.1
51

.5
.6

3
48

.9
54

.3
.5

3
 

C
on

tr
ol

47
.8

45
.9

48
.5

51
.1

45
.7

R
ac

e/
E

th
ni

ci
ty

 
A

fr
ic

an
-A

m
er

ic
an

31
.2

36
.1

29
.6

.1
8

31
.1

28
.0

.3
4

 
M

ex
ic

an
-A

m
er

ic
an

68
.8

63
.9

70
.4

68
.9

72
.0

A
ge

 (y
rs

)
 

14
 –

 1
8

34
.4

33
.6

34
.6

.8
4

32
.8

36
.6

.7
4

 
19

 +
65

.6
66

.4
65

.4
67

.2
63

.4
U

ne
m

pl
oy

ed
, <

 1
2 

ye
ar

s e
du

ca
tio

n,
an

d 
no

t i
n 

sc
ho

ol
44

.0
38

.5
48

.7
.0

5
46

.7
50

.9
.1

1
< 

10
0%

 P
ov

er
ty

78
.4

66
.4

82
.8

<.
01

80
.4

85
.1

<.
01

M
ar

ri
ed

17
.8

21
.3

16
.7

.2
5

16
.7

16
.7

.5
1

C
ur

re
nt

ly
 P

re
gn

an
t

28
.5

25
.4

29
.6

.3
8

30
.0

29
.1

.6
7

H
is

to
ry

 o
f S

ex
ua

l A
bu

se
31

.2
23

.0
34

.1
.0

2
27

.2
41

.1
<.

01
A

lc
oh

ol
, 5

 +
 D

ri
nk

s “
at

 a
 p

ar
ty

”
22

.4
19

.8
23

.6
.4

0
20

.7
26

.6
.2

9
C

ur
re

nt
 Il

lic
it 

D
ru

gs
14

.3
11

.6
15

.3
.1

0
12

.3
18

.5
.0

7
* p 

va
lu

es
 a

re
 b

as
ed

 o
n 

Pe
ar

so
n'

s C
hi

-S
qu

ar
ed

 T
es

t

Sex Transm Dis. Author manuscript; available in PMC 2009 October 26.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Holden et al. Page 13
Ta

bl
e 

2

B
as

el
in

e 
Se

xu
al

 R
is

k 
B

eh
av

io
rs

 o
f S

A
FE

 P
ar

tic
ip

an
ts

 b
y 

D
ep

re
ss

io
n 

Le
ve

l
V

ar
ia

bl
e

N
o 

D
ep

re
ss

io
n 

C
E

S-
D

0–
15

 N
 =

 1
22

A
ny

 D
ep

re
ss

io
n 

C
E

S-
D

 1
6 

+ 
N

 =
 3

55
M

od
er

at
e 

D
ep

re
ss

io
n 

C
E

S-
D

 1
6–

27
 N

 =
 1

80
Se

ve
re

 D
ep

re
ss

io
n 

C
E

S-
D

 2
8 

+ 
N

 =
 1

75

%
 (r

ef
er

en
t)

%
A

O
R

†
P

%
A

O
R

†
P

%
A

O
R

†
P

T
ra

di
tio

na
l R

is
k 

fa
ct

or
s:

C
as

ua
l R

el
at

io
ns

hi
p

32
.8

47
.9

1.
8

<.
01

43
.3

1.
6

.0
8

52
.6

2.
2

<.
01

N
o 

C
on

do
m

s, 
Pa

st
 3

 m
o

46
.7

57
.5

1.
6

.0
4

56
.7

1.
5

.0
8

58
.3

1.
7

.0
4

2 
+ 

Pa
rt

ne
rs

, P
as

t 3
 m

o
20

.5
31

.8
1.

9
.0

2
30

.6
1.

8
.0

3
33

.1
1.

9
.0

3
SA

FE
 C

on
te

xt
ua

l R
is

k 
fa

ct
or

s:
N

on
-m

ut
ua

l m
on

og
am

y
54

.9
70

.4
1.

9
<.

01
63

.9
1.

5
.1

0
77

.1
2.

7
<.

01
U

ns
af

e 
Se

x
32

.0
42

.8
1.

5
.0

4
37

.8
1.

1
.6

7
48

.0
1.

8
.0

3
D

ou
ch

in
g 

af
te

r 
Se

x
25

.6
32

.7
1.

4
.1

5
31

.7
1.

4
.2

4
36

.7
1.

5
.1

6
† A

dj
us

te
d 

fo
r r

ac
e/

et
hn

ic
ity

, a
ge

, p
ov

er
ty

, a
bu

se
, a

nd
 c

ur
re

nt
 d

ru
g 

us
e

Sex Transm Dis. Author manuscript; available in PMC 2009 October 26.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Holden et al. Page 14
Ta

bl
e 

3

C
om

pa
ris

on
 o

f S
tu

dy
 a

nd
 C

on
tro

l W
om

en
's 

B
eh

av
io

ra
l R

is
ks

 a
nd

 R
ei

nf
ec

tio
n 

at
 0

–6
M

 F
ol

lo
w

-U
p

N
o 

D
ep

re
ss

io
n

(C
E

S-
D

 0
 –

 1
5)

A
ny

 D
ep

re
ss

io
n

(C
E

S-
D

 1
6 

+)
M

od
er

at
e 

D
ep

re
ss

io
n

(C
E

S-
D

 1
6 

– 
27

)
Se

ve
re

 D
ep

re
ss

io
n

(C
E

S-
D

 2
8 

+)

R
is

k
B

eh
av

io
r

St
ud

y
C

nt
rl

A
O

R
†

P
St

ud
y

C
nt

rl
A

O
R

†
P

St
ud

y
C

nt
rl

A
O

R
†

P
St

ud
y

C
nt

rl
A

O
R

†
P

n=
66

n=
56

n=
18

3
n=

17
2

n=
88

n=
92

n=
95

n=
80

N
on

-M
ut

ua
l M

on
og

am
y

27
.3

30
.4

0.
7

.6
1

40
.4

54
.1

0.
5

<.
01

44
.3

54
.3

0.
4

<.
01

36
.8

53
.8

0.
7

.5
2

U
ns

af
e 

Se
x

12
.1

16
.1

0.
7

.4
7

23
.0

32
.6

0.
6

.0
2

28
.4

34
.8

0.
5

.0
3

17
.9

30
.0

0.
7

.6
1

D
ou

ch
in

g 
A

fte
r 

Se
x

7.
6

14
.3

0.
3

.0
9

8.
7

14
.5

0.
4

.0
2

10
.2

12
.0

0.
5

.0
9

7.
4

17
.5

0.
3

.0
4

R
ap

id
 P

ar
tn

er
 T

ur
no

ve
r

18
.2

19
.6

0.
7

.8
4

20
.8

23
.8

0.
8

.3
9

21
.6

20
.7

0.
8

.7
8

20
.0

27
.5

0.
9

.8
8

Se
x 

w
ith

 a
n 

U
nt

re
at

ed
 P

ar
tn

er
9.

1
7.

1
1.

1
.7

0
10

.4
19

.8
0.

5
.0

2
10

.2
17

.4
0.

5
.1

7
10

.5
22

.5
0.

4
<.

05

R
ei

nf
ec

tio
n 

R
at

e
9.

1
14

.3
0.

6
.3

7
13

.1
17

.4
0.

7
.4

2
15

.9
17

.4
0.

7
.4

5
10

.5
17

.5
0.

7
.3

6

† A
dj

us
te

d 
fo

r b
as

el
in

e 
(w

he
n 

av
ai

la
bl

e)
 a

nd
 p

ar
tic

ip
an

t a
ge

Sex Transm Dis. Author manuscript; available in PMC 2009 October 26.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Holden et al. Page 15
Ta

bl
e 

4

C
om

pa
ris

on
 o

f S
tu

dy
 a

nd
 C

on
tro

l W
om

en
's 

B
eh

av
io

ra
l R

is
ks

 a
nd

 R
ei

nf
ec

tio
n 

at
 6

–1
2M

 F
ol

lo
w

-U
p

N
o 

D
ep

re
ss

io
n

(C
E

S-
D

 0
 –

 1
5)

A
ny

 D
ep

re
ss

io
n

(C
E

S-
D

 1
6 

+)
M

od
er

at
e 

D
ep

re
ss

io
n

(C
E

S-
D

 1
6 

– 
27

)
Se

ve
re

 D
ep

re
ss

io
n

(C
E

S-
D

 2
8 

+)

R
is

k
B

eh
av

io
r

St
ud

y
C

nt
rl

A
O

R
†

P
St

ud
y

C
nt

rl
A

O
R

†
P

St
ud

y
C

nt
rl

A
O

R
†

P
St

ud
y

C
nt

rl
A

O
R

†
P

n=
66

n=
56

n=
18

3
n=

17
2

n=
88

n=
92

n=
95

n=
80

N
on

-M
ut

ua
l M

on
og

am
y

28
.8

35
.7

0.
7

.8
2

38
.3

48
.3

0.
6

.0
3

39
.8

40
.3

0.
8

.7
2

36
.8

57
.5

0.
4

<.
01

U
ns

af
e 

Se
x

10
.6

30
.4

0.
3

<.
01

25
.1

32
.0

0.
6

.0
2

25
.0

28
.3

0.
7

.7
7

25
.3

36
.3

0.
6

.0
8

D
ou

ch
in

g 
A

fte
r 

Se
x

1.
5

10
.7

0.
1

<.
05

8.
2

11
.1

0.
5

.1
7

8.
0

12
.0

0.
5

.1
3

8.
4

10
.0

0.
7

.1
9

R
ap

id
 P

ar
tn

er
 T

ur
no

ve
r

6.
1

17
.9

0.
3

.0
5

12
.6

24
.4

0.
5

<.
01

12
.9

22
.8

0.
5

.1
0

12
.6

26
.3

0.
4

.0
1

Se
x 

w
ith

 a
n 

U
nt

re
at

ed
 P

ar
tn

er
Pe

rta
in

in
g 

to
 se

x 
fo

llo
w

in
g 

in
iti

al
 in

fe
ct

io
n 

in
 0

–6
 fo

llo
w

up
; N

/A
 d

ur
in

g 
6–

12
.

R
ei

nf
ec

tio
n 

R
at

e
7.

6
16

.1
0.

4
.1

1
9.

3
16

.9
0.

5
.0

3
13

.6
16

.3
0.

8
.6

2
5.

3
17

.5
0.

3
.0

1

† A
dj

us
te

d 
fo

r b
as

el
in

e 
(w

he
n 

av
ai

la
bl

e)
 a

nd
 p

ar
tic

ip
an

t a
ge

Sex Transm Dis. Author manuscript; available in PMC 2009 October 26.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Holden et al. Page 16
Ta

bl
e 

5

C
om

pa
ris

on
 o

f S
tu

dy
 a

nd
 C

on
tro

l W
om

en
's 

B
eh

av
io

ra
l R

is
ks

 a
nd

 R
ei

nf
ec

tio
n 

at
 C

um
ul

at
iv

e 
0–

12
M

 F
ol

lo
w

-U
p

N
o 

D
ep

re
ss

io
n

(C
E

S-
D

 0
 –

 1
5)

A
ny

 D
ep

re
ss

io
n

(C
E

S-
D

 1
6 

+)
M

od
er

at
e 

D
ep

re
ss

io
n

(C
E

S-
D

 1
6 

– 
27

)
Se

ve
re

 D
ep

re
ss

io
n

(C
E

S-
D

 2
8 

+)

R
is

k
B

eh
av

io
r

St
ud

y
C

nt
rl

A
O

R
†

P
St

ud
y

C
nt

rl
A

O
R

†
P

St
ud

y
C

nt
rl

A
O

R
†

P
St

ud
y

C
nt

rl
A

O
R

†
P

n=
66

n=
56

n=
18

3
n=

17
2

n=
88

n=
92

n=
95

n=
80

N
on

-M
ut

ua
l M

on
og

am
y

45
.4

42
.9

1.
1

.9
2

55
.7

68
.6

0.
5

< 
.0

1
53

.4
62

.0
0.

5
.0

3
57

.9
76

.3
0.

3
<.

01
U

ns
af

e 
Se

x
16

.7
35

.7
0.

3
.0

1
34

.4
45

.4
0.

5
< 

.0
1

31
.8

39
.1

0.
6

.0
5

36
.8

52
.5

0.
5

.0
3

D
ou

ch
in

g 
A

fte
r 

Se
x

9.
1

17
.9

0.
3

.0
5

12
.0

18
.6

0.
4

.0
1

10
.2

19
.6

0.
2

.0
1

13
.7

17
.5

0.
6

.1
5

R
ap

id
 P

ar
tn

er
 T

ur
no

ve
r

22
.7

26
.8

0.
8

.6
5

27
.9

34
.3

0.
4

< 
.0

1
29

.6
31

.5
0.

9
.4

7
26

.3
37

.5
0.

6
.1

0
Se

x 
w

ith
 a

n 
U

nt
re

at
ed

 P
ar

tn
er

9.
1

7.
1

1.
1

.7
0

10
.4

19
.8

0.
5

.0
2

10
.2

17
.4

0.
5

.1
7

10
.5

22
.5

0.
4

<.
05

R
ei

nf
ec

tio
n 

R
at

e
15

.2
21

.4
0.

6
.1

4
18

.6
27

.3
0.

6
.0

3
19

.3
27

.2
0.

6
.0

9
17

.9
27

.5
0.

6
.1

0

† A
dj

us
te

d 
fo

r b
as

el
in

e 
(w

he
n 

av
ai

la
bl

e)
 a

nd
 p

ar
tic

ip
an

t a
ge

Sex Transm Dis. Author manuscript; available in PMC 2009 October 26.


