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Abstract

In this study, we examined the relationship between depression and HIV-related risk behavior 

practices in a sample of 250 “at risk,” predominantly African American women living in the 

Atlanta, Georgia metropolitan area. Interviews were conducted between August 1997 and August 

2000. Street outreach efforts were used to identify potential study participants, with further 

expansion of the sample via targeted sampling and ethnographic mapping procedures.

Our conceptual model hypothesized a relationship between depression and HIV risk in which 

depression and condom-related attitudes were construed as intervening (or mediating) variables. A 

multivariate analysis was used to determine the relationship between depression and women’s risk 

behaviors.

The results showed that depression was a key-mediating variable, having its primary influence on 

women’s risky practices through its impact upon their attitudes toward using condoms. Factors 

associated with depression, included religiosity, closeness of family relationships, financial 

problems, childhood maltreatment experiences, and drug-related problems. The implications of 

these findings for prevention and intervention efforts are: (1) heightening faith community 

involvement and religious participation to decrease depression; (2) working with women whose 

familial bonds are in need of strengthening to combat depression; (3) providing mental health and 

counseling services to women who were emotionally and/or sexually abused during their 

formative years seems to help these women to recover from unresolved issues that may be fueling 

depression; (4) assisting “at risk” women who need training in money management issues to 

minimize their risk for depression; and (5) helping women drug abusers to receive treatment for 

their drug problems to combat their depression and lower their HIV risk.
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Many researchers have shown that depression is greater among persons who are infected 

with HIV than among those who are not HIV-positive (Lichtenstein, Laska, & Clair, 2002; 

Lyon & Younger, 2001) and that depression levels are higher among HIV-infected persons 

whose viral loads and/or presenting symptoms are greater than their counterparts who have 

lower viral loads or fewer AIDS-related symptoms (Atkinson et al., 2007; Kalichman et al., 

2002). Nearly all of the published depression-and-HIV literature has been based on studies 

of gay males or HIV-infected persons to determine the relationship between the extent of 

depressive symptoms and involvement in various types of HIV risk. Relatively little 

attention has been devoted to depression as a risk factor for engaging in HIV risk behaviors 

among other populations, particularly women. This is the focus of the present article.

Studies that examined the role that depression plays in women’s HIV risk behaviors have 

been conducted with a variety of female populations, including community health clinic 

patients, drug treatment clients, community-based HIV intervention participants, and low-

income inner-city drug injectors, among others. In studies of African American women 

attending urban health centers (Orr et al., 1994) and female heroin addicts (Grella, Anglin, 

& Annon, 1996), more depressive symptoms were associated with greater overall HIV risk. 

Another study of African American women who had a male intimate partner reported a 

direct relationship between the number of depressive symptoms and the likelihood of having 

been treated for a sexually transmitted infection (Laughon et al., 2007). Some researchers 

found a link between depression and women’s drug-related HIV risk behaviors (Latkin & 

Mandell, 1993; McCusker et al., 1995), and others reported an association between 

depression and the extent of women’s sexual risk-taking practices (Morrill et al., 1996). 

Findings like these led Morrill and colleagues (2001) and Schilling et al. (1993) to conclude 

that HIV prevention and intervention efforts—particularly those targeting women—would 

be wise to address issues surrounding depression.

In the present study, we examined the relationship between depression and HIV risk 

behavior practices in a population of “at risk” women. We present a conceptual model for 

the manner in which we hypothesized depression to be related to their risk levels. We 

subjected this model to empirical testing and discuss the findings in light of their 

implications for HIV intervention efforts. We chose to focus on depression not only because 

of the general lack of research on this subject, but also because we anticipated that 

depression would be related to women’s HIV risk practices. In great part, we believe, this is 

the result of the negative impact that depression has on feelings of hopefulness and how 

these feelings, in turn, shape the behaviors in which women engage. We hypothesized that 

women who were depressed would, by virtue of their depression, be more likely to feel 

hopeless about certain aspects of their lives and that this hopelessness, in turn, would make 

them less willing (and/or less able) to engage in the types of behaviors that keep them safe 

from HIV. Research on the relationship between depression and hopelessness among women 

supports this underlying supposition (Myers et al., 2002).

THE CONCEPTUAL MODEL

In this model (see Figure 1), depression is conceptualized as an intervening, or mediating, 

variable in the relationship predicting women’s involvement in HIV risk behaviors. It is 
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hypothesized to have a direct, negative effect on women’s risky practices and to have an 

indirect effect, by adversely influencing their attitudes toward using condoms. Women 

experiencing greater levels of depression are expected to engage in more HIV-related risk 

behaviors and to have more negative attitudes toward using condoms. Regarding the former, 

our hypothesis is based on the supposition that greater levels of depression lead many people 

to experience greater indifference to their lives and to their well being (Cheng & Chan, 

2007; Van Der Does, 2002). This, we anticipate, will be manifested in an increased 

involvement in HIV risk practices. Some published studies have cited depression as a factor 

underlying an increased tendency to engage in unprotected sex (Adam et al., 2005). 

Regarding the latter, our hypothesis is that, for ostensibly the same reasons cited above, 

higher levels of depression will be linked with more-negative attitudes regarding condom 

use. There is support for this expectation in the scientific literature (De Vroome et al., 1998).

As the conceptual model in Figure 1 shows, depression is but one of several types of factors 

that might affect condom-related attitudes and HIV risk practices. Demographic 

characteristics, such as age, race, education, and others; background and experiences 

measures, such as relationship characteristics, knowing people with HIV or AIDS, 

relationship infidelity, and others; childhood maltreatment ex periences, such as sexual 

abuse, physical abuse, emotional abuse, and neglect; and substance use-related factors, such 

as amount of alcohol consumed, use of illegal drugs, the extent of women’s drug-related 

problems, among others are all hypothesized to affect women’s levels of depression, how 

they feel about using condoms, and their involvement in risky practices. Our hypothesis with 

regard to the influence of background and experiences measures (e.g., relationship quality) 

on depression is that women who report having more-supportive families and friends will 

demonstrate fewer depressive symptoms. This hypothesis has considerable support from the 

scientific literature (Compton, Thompson, & Kaslow, 2005; Hall et al., 2004). Conversely, 

we hypothesize that women who were abused or neglected during their childhood and/or 

adolescent years will, as a group, demonstrate higher levels of depression than their peers 

who were not abused or neglected. This expectation, too, is derived from numerous 

published studies (Brown et al., 2007; Springer et al., 2007). Finally, we hypothesize a direct 

association between substance use/abuse influences and depressive symptomatology. Many 

studies have shown that substance abuse and drug-related problems are related to greater 

problems with depression (Falck, Wang, & Carlson, 2008; Havens et al., 2006).

These hypothesized relationships stem from previous research, as well as the tenets of the 

theory of reasoned action/theory of planned behavior (Ajzen, 1992; Brown, 1999). Some 

elements from the health belief model (Brown, 1999; Fisher & Fisher, 2000) are also evident 

in the model used to guide the present research (e.g., sociodemo-graphic factors preceding 

attitudinal measures, attitudes being among the key predictors of behavior, actual behavior 

as the principal outcome measure).

METHODS

Overview and Sample

The data for this study came from the Female Atlanta Study (Project FAST), which was 

conducted in the Atlanta, Georgia metropolitan area. One of the principal goals of this study 
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was to examine life issues and challenges, substance use, psychological and psychosocial 

functioning, and a variety of HIV-related risk behaviors among adult “at risk” women. “At 

risk” was defined broadly and included, among others, the following seven characteristics: 

(1) living in areas known for high rates of drug abuse, (2) being either active users of illegal 

drugs and/or having an immediate family member who was a substance abuser, (3) being 

impoverished, (4) lacking adequate medical care and/or health insurance, (5) having a low 

education level, (6) being unemployed, and (7) having a criminal history.

Eligibility

To participate in the study, in addition to being considered an “at risk” woman, several other 

eligibility/inclusion criteria also had to be met. Each woman had to live in one of the study’s 

catchment areas, be aged 18 years or older, and be able to conduct her interview in English. 

In addition, to ensure that a noninstitutionalized sample was obtained, women could not be 

enrolled in a substance abuse treatment program, incarcerated in a prison or jail, or be living 

in any other institutional setting at the time of their participation. The same inclusion/

eligibility criteria were used regardless of whether women were enrolled into the study on 

the basis of outreach workers’ recruitment efforts or whether they were identified and 

enrolled based on referrals from previous study participants. In all, a review of the screening 

forms used in conjunction with Project FAST revealed that more than 82% of the women 

who were screened for participation in the study were, indeed, eligible. The participation 

was very high (slightly more than 95%) among women who were screened and invited to 

take part in the study.

Recruitment

Outreach workers, familiar with the study’s catchment areas and the target population, 

recruited the women into the study. In doing so, they relied on ethnographic strategies that 

are commonly applied in community-based studies (see below). For example, while 

engaging in the mapping of the physical and social environment of the area, they interacted 

with people and explained the purpose of their presence. Those who were interested in 

participating in the study were given a recruitment flyer. If a person was interested in 

participating right away, the outreach workers conducted initial screening interviews “on the 

street” to confirm potential participants’ eligibility for the study. The initial recruitment was 

based largely on targeted sampling, including ethnographic mapping (Sterk, 1999; Watters & 

Biernacki, 1989). The targeted neighborhoods were chosen because of their concentration of 

“at risk” women. These communities were “hot spots” of local drug activity characterized by 

frequent drug sales and widespread drug use. Within these community “hot spots,” the 

outreach workers targeted places where “at risk” women were known to gather (e.g., 

laundromats, stores, playgrounds, churches, and activity centers), so as to maximize their 

recruitment efforts.

As the study progressed, a chain referral or “snowball” sampling technique was used to 

identify additional participants. After completion of the interview, each woman was asked to 

refer the research team to other women who might be interested in participating in the study. 

On average, interviews took two hours to complete. At the completion of the interview, each 

woman was paid $15 for her participation and offered referrals to local health/social service 
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agencies, as appropriate. Prior to undertaking interviews, the research protocols for this 

study were approved by the Institutional Review Boards at both Emory University and 

Georgia State University. Before they were interviewed for the study, all participants were 

required to provide signed, written consent to participate.

Measures Used

All of the data in Project FAST were based on self-reports. Women’s level of depression was 

assessed with a scale measure comprised by 11 items taken from the Depression and 
Anxiety Stress Scale 42 (DASS 42) developed by Lovibond and Lovibond (1995). This scale 

includes questions focusing on such depression-related elements as lacking interest in 

things, experiencing thoughts of suicide, having a poor appetite, and so forth. Items used to 

create this measure were scored on a five-point ordinal scale, with responses ranging from 

“not at all” to “a lot” to indicate the extent to which the characteristics in question distressed 

or bothered the study participants during the week prior to interview. This scale was found to 

be reliable (Cronbach alpha = .86). Previous studies have assessed the validity of the DASS 
42 and have reported that it has excellent psychometric properties (e.g., convergent validity, 

discriminant validity, internal consistency, temporal stability) for the measurement of 

depression (Antony et al., 1998; Brown et al., 1997).

Condom-related attitudes were measured by adapting Brown’s (1984) Attitudes Toward 
Condom Scale. Nine items, originally scored with a five-point Likert scale, were used to 

develop a single composite measure indicating women’s overall attitudes toward using 

condoms. Individual items in the scale assessed condom-related feelings, such as permitting 

a partner to use a condom if he wants to, finding condoms embarrassing to use, thinking that 

condoms ruin the mood or the pleasurable aspects of sex, and so forth. The overall scale was 

found to have adequate reliability (Cronbach alpha = .79).

HIV risk behavior practices during the year prior to interview, the principal dependent 

measure used in these analyses, were assessed using summative scale measure (Kuder-

Richardson-20 = .61). One point was added to the scale for each of the following items: (1) 

had sex while high or while partner was high on alcohol or other drugs, (2) had sex with an 

injection drug user, (3) had anal intercourse, (4) had sex with a man who might have had sex 

with other men, (5) traded sex for drugs, gifts, or money, (6) purchased sex with drugs, gifts, 

or money, (7) had multiple sex partners, and (8) had unprotected sex of any kind.

Demographic variables included age (coded as a continuous variable), race (coded as 

African American or other-than-African American), educational attainment (coded as less 

than high school graduate, high school graduate or equivalent, and at least some college 

education), and religiosity (coded as a continuous variable based on the interaction of 

frequency of religious service attendance and perceived importance of religion upon one’s 

behaviors).

Background and experiences measures included the number of money-related problems 

experienced (a 10-item continuous scale measure) (Cronbach alpha = .74), closeness of 

relationships with family members (a continuous measure based on responses to 12 items) 

(Cronbach alpha = .88), closeness of relationships with friends (a continuous measure based 
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on responses to eight items) (Cronbach alpha = .96), level of perceived support from one’s 

family (a continuous measure based on responses to five items) (Cronbach alpha = .88), 

level of communication with dating and sexual partners (a continuous measure based on 

responses to seven items) (Cronbach alpha = .81), and past-year sexually transmitted 

infection testing history (coded yes/no). The family and social support measures were 

derived from items comprising the Inventory of Parent and Peer Attachment (Armsden & 

Greenberg, 1987).

Childhood maltreatment variables examined included the amount of sexual abuse, physical 

abuse, emotional abuse, and neglect that women experienced during childhood or 

adolescence, and the total amount of maltreatment that they experienced (a continuous 

measure representing the sum of all of the preceding measures) (Cronbach alpha = .90). All 

of these constructs were assessed using items from Bernstein et al.’s (1994) Childhood 
Trauma Questionnaire, which utilizes a five-point ordinal scale (with response options 

ranging from “never” to “very often”) for all component items.

Four substance use or exposure to substance abusers measures were also used in the 

analyses. These included measures examining (1) living with any person(s) using illegal 

drugs (coded yes/no), (2) the amount of alcohol used (a continuous measure constructed by 

multiplying the average number of drinks consumed per occasion by the number of days 

using alcohol during the preceding month), (3) the amount of illegal drugs used (a 

continuous measure constructed by summing the quantity-frequency amount of nine 

different drug types), and (4) the number of drug problems experienced (a continuous scale 

measure based on responses to 11 items indicating substance abuse and substance 

dependency, as specified in the DSM-IV (American Psychiatric Association, 1994) (Kuder-

Richardson-20 = .91).

Data Analysis

Initially, the bivariate relationships between the independent variables and each of the 

endogenous or dependent variables (i.e., depression, condom-related attitudes, involvement 

in HIV risk behaviors) were examined. This entailed the use of Student’s t tests whenever 

the independent variable was dichotomous in nature (e.g., race, knowing anyone with HIV), 

analysis of variance whenever the independent variable was ordinal with fewer than five 

response levels (e.g., educational attainment), and simple regression whenever the 

independent variable was a continuous measure (e.g., amount of alcohol use, amount of 

childhood maltreatment). Variables that were found to be related significantly (i.e., p < :05) 

or marginally (i.e., :10 > p > :05) to the dependent measure in question were selected for 

initial entry into a multiple regression equation and then removed in stepwise fashion until a 

final “best fit” model could be derived, consisting only of statistically-significant variables. 

A model was deemed “best fit” when all statistically nonsignificant independent variables 

had been removed so that only significant items were retained. Both a backward elimination 

and a forward selection approach were used to examine each model, to make sure that the 

order of entering or removing items from the equations did not affect the outcomes. They 

did not. Consistent with the conceptual model being tested in this research, three such “best 

fit” models were developed—one for depression, one for condom-related attitudes, and one 
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for involvement in HIV risk behaviors. Results are reported as statistically significant 

whenever p < :05.

RESULTS

The proportions of study participants meeting each of the “at risk” criteria are displayed in 

Table 1. All of the women met at least one criterion, and most of them (67.2%) met at least 

four of the criteria.

In all, 250 women participated in this study. Most (88%) were racial minority group 

members, predominantly African American. The median age was 35 years (mean = 35.3, 

s.d. = 13.2, range = 18–72). About half (53%) of the women were single, and one-quarter 

(25%) were married or living as married at the time of their interview.

Seven items were associated significantly with women’s levels of depression (see Figure 2), 

and were retained in the final multivariate model. The more religious women were, the less 

depression they experienced (p < :05): Furthermore, women who had closer relationships 

with their family members were less depressed than their counterparts whose familial 

relationships were not as strong (p < :05): Coinciding with this, an independent effect was 

also observed for the amount of familial support women received during their childhood and 

adolescent years, with more supportiveness in their families-of-origin corresponding with 

lower levels of depression in adulthood (p < :05): Consistent with this finding, experiencing 

sexual abuse (p < :01) or emotional abuse (p < :05) prior to adulthood were factors that 

heightened women’s depression in adulthood. Our data also showed that the more money-

related problems (p < :05) and the more drug-related problems (p < :01) women had, the 

more depressed they tended to be. Combined, these seven factors accounted for 32.9% of the 

total variance in women’s levels of depression.

Consistent with the hypothesized relationships presented in our original conceptual model, 

one demographic variable, one childhood maltreatment item, one substance use-related 

measure, and depression were found to be related to women’s attitudes toward using 
condoms (see Figure 2). Younger women had more favorable attitudes toward the use of 

condoms than older women did (p < :001): Women who had experienced childhood neglect 

reported more opposition to using condoms than their non-neglected counterparts (p < :001): 

The more drug-related problems women had, the worse their attitudes toward condom use 

tended to be (p < :001): Finally, the more depressed women were, the poorer their attitudes 

were regarding the use of condoms (p < :05): Taken together, these four variables, all of 

which were retained in the final multivariate equation, explained 22.6% of the total variance 

in women’s condom-related attitudes.

Also generally consistent with our conceptual model, most of the hypothesized types of 

factors influencing women’s HIV risk behavior involvement were observed (see Figure 2). 

The younger women were (p < :05) and the more religious they were (p < :001); the fewer 

the number of risky practices they reported. One of the background and experiences 

measures—having had a sexually transmitted disease during the preceding year—was 

associated with women’s HIV risk behaviors. Women who had had an STD during the 
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previous year engaged in nearly twice as many risky practices as their counterparts who had 

not contracted any STDs (p < :001): One childhood mal-treatment variable—childhood 

neglect—was also found to be related to HIV risk involvement, with neglected women 

reporting engaging in more HIV risk behaviors than their non-neglected peers (p < :05): One 

of the drug-related measures—living with substance abusers—was associated with HIV risk 

practices (p < :01): Women who lived with at least one abuser of alcohol and/or other drugs 

reported engaging in 50% more HIV risk behaviors overall than women who did not live 

with any substance abusers. Finally, as hypothesized, the worse women’s attitudes toward 

using condoms were, the greater the number of HIV risk behaviors they typically practiced 

(p < :001): Together, these six variables (all of which were retained in the final multivariate 

model) explained 27.9% of the total variance in women’s HIV risk behavior practices, and 

slightly more than half of this explained variance (14.5%) was explained by the two most 

consequential contributors to the model.

DISCUSSION

Overall, the conceptual model tested in this research received a great amount of support 

from the Project FAST data. As hypothesized, a variety of demographic characteristics, 

background and experiences measures, childhood maltreatment experiences, and drug use-

related constructs were relevant to understanding women’s levels of depression, their 

attitudes toward using condoms, and their involvement in HIV-related risk practices. As 

predicted, condom-related attitudes were related to HIV risk behaviors, and depression, in 

turn, was found to have a strong association with women’s attitudes toward using condoms. 

Therefore, the model presented in Figure 1 seems to apply quite well and provides an 

empirically supported way of understanding the many factors that affect women’s risky 

behavior practices, including the specific role that depression plays in those risky behaviors.

Specifically, that role is as a key-mediating variable, directly related to the variable found to 

have the single strongest association with women’s risk practices—namely, their attitudes 

toward using condoms. Although depression had a strong direct relationship with HIV risk 

behaviors in the bivariate analyses conducted in conjunction with this research (p < :001—

data not presented), this effect “washed out” in favor of the condom attitudes measure when 

the multivariate analysis was performed. Our data therefore revealed that the more depressed 

women were, the more opposition they tended to have toward using condoms; and the more 

opposed they were regarding condom use, the greater their involvement in HIV risks tended 

to be.

In light of the importance of depression in the overall equation regarding “at risk” women’s 

HIV risk behavior practices, it is important to understand the factors that are related to their 

levels of depression. In the present research, we identified several such factors and wish to 

discuss them and their implications for ongoing and future HIV prevention and intervention 

efforts. First, we learned that religiosity was a protective factor against depression. Other 

scholars, too, have derived similar findings in their research (Keyes & Reitzes, 2007; Woods 

et al., 1999). This finding is quite important because considerable evidence suggests that 

African Americans—who comprised most of the women taking part in Project FAST—are 

likely to utilize and trust services provided to them by their religious groups and spiritual 
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advisors (Constantine et al., 2000; Smith, Simmons, & Mayer, 2005). Therefore, HIV 

intervention programs working with minorities very well might improve their success rates 

if they strive to enhance religiosity and religious participation among their members.

Second, we found an inverse relationship between the closeness of women’s relationships 

with their family members and their levels of depression. Women who felt closer 

emotionally to their relatives were less likely to be depressed than women who felt that they 

could not rely upon and/or receive support from their family members. In light of this 

finding, we believe that intervention programs aiming to improve women’s levels of 

depression would be well advised to help them to strengthen their family ties. Specific ways 

that this might be done emerge when one considers the core elements of the family 

relationships measure used in this study. It consisted of components focusing on reliance 

upon family members, trusting one’s family members, feeling supported versus criticized by 

one’s family members, and receiving help from their relatives. Therefore, one way to 

strengthen women’s relationships with their family members (in the hope of having a 

positive impact upon their levels of depression) might be to teach them ways to improve 

their communication skills. That way, any misunderstandings that arise between the women 

and their relatives can be resolved swiftly and effectively. For women for whom it is 

appropriate, making psychological counseling accessible might be another effective 

approach at helping them to identify and resolve issues pertaining to building and 

maintaining trust, autonomy, and independence and interdependence. Our find ings suggest 

that improving women’s relationships with their family members will lead to reductions in 

their rates of depression, and that, in turn, may lead to subsequent benefits regarding their 

risk for HIV.

Similar to the preceding, the present research also showed depression levels were greater 

among women who had been abused sexually during childhood and/or adolescence, those 

who had been abused emotionally during their formative years, and among those who lacked 

basic support from their family members during these years. These findings are consistent 

with many other studies that have linked these types of maltreatment experiences with later-

life depression (Nelson et al., 2002; Springer et al., 2007). Regarding HIV intervention 

program efforts, the implications of these findings are fairly straightforward: Childhood 

maltreatment is a risk factor for the depression that underlies many “at risk” women’s 

attitudes toward condom use and their involvement in risky behaviors; and childhood neglect 

specifically was found to have a direct effect upon women’s attitudes toward using condoms 

and their HIV risk behavior practices. Women who once experienced abuse therefore 

constitute a risk group meriting targeted outreach and intervention efforts. Such women 

ought to be offered mental health referrals to appropriate agencies that are qualified to help 

them with any lingering, unresolved psychological issues that affect their lives. Other 

researchers, too, have addressed the link between childhood maltreatment experiences and 

HIV risk practices in adulthood, and they have discussed various intervention strategies that 

may help abused persons to reduce their risk for HIV (Champion et al., 2001; Greenberg, 

2001).

In the present study, depression was also related to women’s financial problems, with more 

money-related problems being related to greater levels of depression. This is not very 
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surprising, considering how distressing it is to lack money for things like food, housing, and 

paying bills (all of which were elements of our financial problems measure). Other 

researchers have also noted a link between financial difficulties and depression among 

women (Kendler & Gardner, 2001). With regard to the present research, this finding 

indicates a need to target poor women and help them improve their financial situation. This 

could be done in several ways. For women whose money problems stem from a lack of 

education, providing them with opportunities to complete their high school equivalency 

degree and/or to obtain some college-level or vocational-type training would be one 

promising approach. For women who have the requisite education but who lack marketable 

job skills, making career counseling, skills-building workshops, and vocational assistance 

available would be good ways to help them to improve their financial situation. Additionally, 

helping financially-constrained women to learn to manage their money as effectively as 

possible and showing them how to get out of debt and stay out of debt would also be 

worthwhile endeavors for community-based projects to undertake. Research on the 

effectiveness of such programs has been very encouraging, and some authors have noted the 

need for more educational opportunities and vocational rehabilitation services to be 

provided, particularly to disadvantaged women (Baletka, & Shearer, 2001; Nunes-Dinis & 

Barth, 1993). Given the association we found between money-related problems and 

depression, and given the proven success of programs designed to help low-income people 

to improve their economic circumstances, programs that can alleviate “at risk” women’s 

financial woes are likely to derive positive benefits in the depression arena, too. That, in 

turn, our findings suggest, would decrease their likelihood of engaging in the risky practices 

that heighten their chances of acquiring HIV.

Finally, we found that, the more problems women experienced as a result of using illegal 

drugs, the more apt they were to experience depressive symptoms. In their study of 

predominantly African American men and women, Stein and Nyamathi (1999) also found a 

direct association between drug use and depression. Similarly, Kaslow and colleagues’ 

(2002) research on factors differentiating low-income black women who had attempted 

suicide from those who did not found that drug problems were a risk factor for attempting 

suicide. It is also noteworthy, from the standpoint of the model developed and tested in 

conjunction with the present research, that drug problems were also linked to women having 

more negative condom-related attitudes. These findings point directly toward a need to 

discover ways to encourage drug-using women to stop using drugs. Not only would ending 

drug use help women to live healthier lives by virtue of no longer abusing drugs, but our 

findings also suggest that this might help them to reduce their levels of depression and 

improve how they feel about using condoms. Several researchers have investigated the role 

that drug treatment programs can play in ongoing efforts to curtail HIV risk practices, and 

they have obtained very encouraging results (Dushay et al., 2001; Longshore & Hsieh, 

1998). Our own research findings are consistent with the work done by these researchers and 

emphasize the importance of helping drug abusing “at risk” women to stop using drugs.

Potential Limitations of the Present Research

We would like to acknowledge three potential limitations of this research. First, Project 

FAST data were all based on uncorroborated self-reports. Therefore, the extent to which 
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respondents underreported or overreported their involvement in risky behaviors is unknown. 

In all likelihood, the self-reported data can be trusted, as numerous authors have noted that 

persons in their research studies (which, like the present study, have included fairly large 

numbers of substance abusers) have provided accurate information about their behaviors 

(Anglin, Hser, & Chou, 1993; Jackson et al., 2004).

A second possible limitation pertains to recall bias. Respondents were asked to report their 

beliefs, attitudes, and behaviors during the past 30 days, the past 90 days, and the past year, 

depending upon the measure in question. These time frames were chosen specifically: (1) to 

incorporate enough time in the risk behavior questions’ time frames so as to facilitate 

meaningful variability from person to person, and (2) to minimize recall bias. Also of 

potential concern here would be differential rates of recall based on depression levels. For 

example, it is possible—perhaps even likely—that women suffering from greater levels of 

depression were less able to recall events with the same degree of clarity as their less-

depressed or not-depressed counterparts. The exact extent to which recall bias affected the 

data cannot be assessed, although other researchers who have collected data similar to that 

captured in Project FAST have reported that recall bias is sufficiently minimal that its impact 

upon study findings is likely to be small (Jaccard & Wan, 1995). The complex nature of how 

depression may affect recall bias has been addressed by other researchers (Bellew & Hill, 

1990; Patten, 2003).

A third possible limitation of these data comes from the sampling strategy used. All 

interviews were conducted in the Atlanta, Georgia metropolitan area. Local or regional 

influences or subcultural differences between these women and those residing elsewhere 

could have affected the generalizability of the data. Additionally, the chain referral 

(“snowball”) sampling approach used to identify study participants is not a random sampling 

strategy, and biases may be inherent in who was/not identified as potential study participants 

in Project FAST. A good discussion of the issues pertinent to this issue may be found in 

Heckathorn (1997), along with strategies that can be employed to minimize any bias that 

could result from the use of a chain-referral sampling approach.

SUMMARY

In summary, this study has shown that depression is related to “at risk” women’s HIV-

related risk practices. Although bivariate analyses showed depression to be related strongly 

and directly to women’s risky behaviors (more depression = more risk), the multivariate 

analyses we conducted revealed this relationship to be subordinate to that between condom-

related attitudes and risky behaviors. Noteworthy here, however, is that depression was one 

of the main multivariate factors related to women’s condom-related attitudes, which was the 

strongest variable associated with their HIV risk behaviors. Therefore, it is best to 

conceptualize depression as an important mediating variable in the variety of factors that are 

related to “at risk” women’s overall HIV-related risk practices. Because of its saliency as a 

mediating variable, understanding the factors underlying such women’s levels of depression 

is crucial, since alleviating these antecedent influences is likely to lead ultimately to reduced 

behavioral risk. Accordingly, we examined the factors that heighten women’s risk for 

experiencing depressive symptoms and discovered seven such factors. They were low levels 
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of religiosity, less closeness with family members, less support from family members during 

the formative years, childhood sexual abuse, childhood emotional abuse, greater financial 

difficulties, and more problems stemming from illegal drug use.
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FIGURE 1. 
Conceptual Model Being Tested

Klein et al. Page 15

Women Health. Author manuscript; available in PMC 2018 October 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



FIGURE 2. 
Depression and HIV Risk Behaviors

Klein et al. Page 16

Women Health. Author manuscript; available in PMC 2018 October 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Klein et al. Page 17

TABLE 1.

Description of the Sample

% of women

Race

 African American 86.4

 All others 13.6

Age (in years)

 18–29 38.0

 30–39 24.4

 40–49 24.0

 50 or older 13.6

Marital status

 Single 52.6

 Married/living as married 13.4

Separated/divorced 12.1

 All others 21.9

Educational attainment

 Less than high school 40.4

 High school graduate 34.8

 At least some college 24.8

“At risk”criteria

 Living in drug-infested area 100.0

 Drug user or close relative who abuses drugs 68.0

 Income at/below poverty level 67.4

 Less than high school education 40.4

 Lacking needed medical care or having no medical insurance 42.4

 Unemployed or disabled 50.0

 Criminal history 49.2

 Met 2–3 “at risk”criteria 26.4

 Met 4–5 “at risk”criteria 42.4

 Met 6–7 “at risk”criteria 24.8
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