
Numerous studies have demonstrated that drug use is a
major risk factor for acquiring HIV because of its direct
relationship through unsafe injection practices and unsafe
sexual practices  (Deren, Coyle, Singer, Kang, &
Beardsley, 2001; Roberts, Wechsberg, Zule, & Burroughs,
2003). Drug use has been linked with a variety of HIV-
related sexual risk practices, including having multiple
sex partners (Roberts et al., 2003; Wingood &
DiClemente, 1998; Zule & Desmond, 1999), engaging in
sex while under the influence of drugs (Hoffman, Klein,
Eber, & Crosby, 2000; Longshore, Anglin, Hsieh, &
Annon, 1993; Sterk, Theall, Elifson, & Kidder, 2003),
failing to use barrier methods  to prevent the spread of
HIV and other sexually transmitted infections (Somlai,
Kelly, McAuliffe, Ksobiech, & Hackl, 2003; Sterk,
Theall, & Elifson, 2003), and bartering sex for drugs or
other goods (Johnson, Brems, Wells, Theno, & Fisher,
2003; Kwiatkowski & Booth, 2000; Sterk, 1999; Sterk,
Elifson, & German, 2000). Typically, studies on drug use
and sex-related HIV risk have included participants
whose drug use behaviors were established from long-
term drug use. The average age of participants in these
studies has tended to be mid-30s to early 40s, with most
having initiated their drug use during their teenage years.
Frequently, the study participants had been using drugs
between 10 and 30 years. Accordingly, they have had
many years to develop behavioral repertoires with regard
to their drug use practices and sexual behaviors, including
those that place them at risk for HIV.

Our knowledge of HIV risk behaviors among people
whose term of drug use is shorter and whose drug-using
behaviors are not as well-entrenched is much more limit-
ed. New drug users may be more difficult to identify
because they are more likely to control their drug habit,
thereby being less visible (Boeri, Sterk, & Elifson, 2006).
In a study of 95 new users of heroin or cocaine, with “new
user” defined as having used the drug in question for the
first time within the past 5 years, Kuebler, Hausser, and
Gerbassoni (2000) found that compared to more estab-
lished users, new drug users reported less injection use,
less frequent drug use, fewer health problems, fewer social
difficulties, and less involvement in HIV risk behaviors.
Results from a study involving young adults who began
injecting drugs during the past 3 years revealed greater
levels of HIV risk among these new drug injectors than
among their peers who had been drug injectors for more
than 3 years (Doherty, Garfein, Monterroso, Brown, &
Vlahov, 2000). Similar findings have been reported by
Fennema and colleagues (1997). Carneiro, Fuller, Doherty,
and Vlahov (1999) reported that younger initiates to drug
injection reported higher rates of HIV-related risk com-
pared to older initiates, and that older drug users injected
less frequently, used their own injection paraphernalia
more often, and cleaned their injection equipment with
bleach more often.

The objective of the current study was to expand our
knowledge about new drug users, people who initiated drug
use within the past 5 years. More specifically, we focused
on new users of heroin and methamphetamine and factors
that are predictive of involvement in HIV-related sexual
risk-taking. The study was guided by the theory of reasoned
action (Ajzen & Fishbein, 1980; Fishbein & Ajzen, 1975;
Rosenstock, Strecher, & Becker, 1988, 1994) and the theo-
ry of planned behavior (Ajzen, 1985, 1988, 1991). These
theories are premised on the notion that various belief and
attitude structures underlie behaviors. To the extent that
people’s beliefs and attitudes lead them to feel positively 
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about engaging in a particular behavior, they can be expect-
ed to demonstrate a concordant likelihood of practicing that
behavior. Likewise, behavioral expectations and the under-
lying causes of these expectations are likely to influence
people’s choices on how to act based on what they think
others will want or expect them to do (e.g., normative
beliefs). Thus, antecedents such as depression, self-esteem,
and childhood maltreatment are relevant to understanding
behaviors.  

The health belief model (Rosenstock et al., 1988, 1994)
also served as a guiding theoretical framework. This
model is premised on the notion that what people think
about a particular behavior and about the likely rewards or
consequences of engaging in that behavior will have a
direct impact upon their subsequent involvement in that
behavior. The factors effecting such expectations (e.g.,
past experiences with childhood maltreatment and psycho-
logical problems like depression) are, therefore, important
to understand if one wishes to comprehend someone’s
behaviors.  

Previous studies have identified a wide variety of pre-
dictors of HIV risk behaviors, and on that basis, we exam-
ined different predictor measures in this study. For exam-
ple, demographic variables such as gender, age, education-
al attainment, race, and marital status have been associated
with HIV risk (Klein, Elifson, Sterk, & Theall, 2002;
Newcomb et al., 1998; Smereck & Hockman, 1998;
Wayment et al., 2003). In addition, childhood maltreat-
ment, including physical, sexual, and emotional abuse and
neglect, has been linked to HIV risk in adulthood (Bensley,
Eenwyk, & Simmons, 2000; Morrill, Kasten, Urato, &
Larson, 2001). Psychological and psychosocial functioning
(e.g., self-esteem, depression, anxiety, impulsivity) have
also been shown in many studies to be predictive of HIV-
risk practices (Schroeder, Hobfoll, Jackson, & Lavin, 2001;
Somlai et al., 2000; Stoskopf, Kim, & Glover, 2001).

METHOD

Procedure

As part of Project TRENDS, a study on emerging drug use
patterns, 153 new users of heroin and methamphetamine
were recruited in Atlanta, Georgia. Users of these drugs
were chosen as the major focus of Project TRENDS
because the use of these drugs was rising rapidly in the
Atlanta area when the study was conducted (National
Institute on Drug Abuse, 2001), and we wanted to learn
more about the factors associated with emergent drug-use
trends. Street outreach techniques, including ethnographic
mapping and targeted sampling, guided the recruitment of
study participants. Initial recruitment locations were identi-
fied based on a community assessment that involved a
review of relevant epidemiological indicators (e.g., drug-
related emergency room visits, drug-related arrest statistics,
among others) and interviews with social and health care
professionals from a wide range of agencies, as well as with
local researchers and members of the target population

(Tashima, Crain, O’Reilly, & Sterk-Elifson, 1996; Sterk,
1999). The outreach workers, a team of men and women
from different racial/ethnic backgrounds, were trained by
the principal investigator and other project leaders regard-
ing how to locate and approach members of the target pop-
ulation using the techniques described above. Upon the
selection of sampling sites, targeted sampling was
employed to ensure the inclusion of a wide representation
of users of emergent drugs such as methamphetamine and
heroin. Targeted sampling was complemented with chain
referral and theoretical sampling (Glaser & Strauss, 1967;
Kaplan, Korf & Sterk, 1986; Strauss & Corbin, 1990).

To be eligible for Project TRENDS, study participants
had to be 18 years of age or older, reside in the one of the
study communities, be out of drug treatment or any other
institutional setting, and be proficient in English. The exclu-
sion criterion was being intoxicated or high at the time of
the interview. In addition, to be considered an active drug
user (which was a requirement for participation in Project
TRENDS), study participants needed to have used either
heroin or methamphetamine at least once during past the 30
days and at least 3 times during the past 3 months prior to
the interview. The latter criterion was added to guard against
including one-time experimental users. For the purpose of
this article on new drug users, we included an additional cri-
terion: that the initiation of heroin or methamphetamine use
occurred in the 5 years prior to the interview. We included
this 5-year time limit so the research would be consistent
with other studies on new users. In selecting this time frame,
we made no assumptions about what other drugs the person
may have been using.  

People who met the eligibility criteria and who were
interested in participating in the study were scheduled for
an interview appointment at a centrally-located field site,
their home, a local restaurant, or any other safe location
that was convenient to the study participant and the inter-
viewer. Prior to the face-to-face, questionnaire-based
interview, interviewers informed the study participants of
the nature of the study, the time required for participation,
and other informed consent procedures. The IRBs at both
Emory University and Georgia State University approved
the consent procedures. Study participants were informed
that all study materials were protected by a certificate of
confidentiality. The interview took approximately one
hour to complete, and the study participants received $15
as compensation.  

Sample

Nearly two thirds (66.0%) of the study participants were
male. The mean age was 25.5 (range = 18-50, SD = 7.7),
and most were White (71.9%). In terms of their relation-
ship status, almost half (46.7%) were in a relationship, and
almost another half (44.1%) were single at the time of the
interview. Slightly more than one fourth (27.0%) had not
completed high school or its equivalent; 36.8% had gradu-
ated from high school; and the remainder (36.2%) had had
at least some college training. Most of the study partici-
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pants (72.6%) self-identified as heterosexual.
Table 1 shows the use of drugs among members of the

study population. Alcohol and marijuana were the two
most commonly-used substances for this study’s respon-
dents, with more than 75% of the people interviewed
acknowledging their consumption during the preceding
month. Other drugs were fairly widely-used as well,
including cocaine (used by 56.5% of the study partici-
pants), crack (44.0%), speedball (40.7%) and the catch-all
“other drugs” (37.0%).

Measures

Frequency of HIV-related sexual risk. This construct was
the dependent variable in our analyses. It was assessed
based on 7 items asking whether the study participants
never, rarely, sometimes, almost always, or always
engaged in the following behaviors: had sex while high,
had sex with a partner who was high, purchased sex with
drugs or money, traded sex for drugs, traded sex for
money, engaged in sexual relations with more than one
person at a time, or had sex with someone who paid others 

Table 1. Demographic Characteristics of and Drug Use in the Study Sample

Methamphetamine Users Heroin Users Total Sample
(n = 78) (n = 75) (N = 153)

Gender
Male 75.6 56.0 66.0
Female 24.4 44.0 34.0

Age
18-29 91.0 66.7 79.1
30-39 6.4 20.0 13.1
40+ 2.6 13.3 7.8
Mean (years old) 22.3 28.7 25.5

Race
Caucasian 79.5 64.0 71.9
African American 9.0 33.3 20.9
All others 11.5 2.7 7.2

Marital Status
Single 46.8 41.3 44.1
Involved (married, cohabiting, etc.) 49.4 44.0 46.7
All others 3.8 15.7 9.2

Education
Less than high school 21.8 32.4 27.0
High school graduate 32.0 41.9 36.8
At least some college 46.2 25.7 36.2

Sexual Orientation
Heterosexual 76.9 96.0 86.3
Gay/Lesbian/Bisexual 23.1 4.0 13.7

Drug Use: % Who Used (past month)
Alcohol 87.0 74.7 80.9
Marijuana 81.6 72.0 76.8
Cocaine 49.2 62.7 56.5
Crack 20.6 54.7 44.0
Heroin 7.7 96.0 52.9
Speedball 18.2 44.0 40.7
Other opiates 33.3 18.7 24.6
Methamphetamine 93.6 17.3 59.4
Amphetamine 16.2 4.0 8.0
Unprescribed pills 30.2 24.0 26.6
Hallucinogens 32.8 6.7 18.7
Other drugs 65.1 13.3 37.0

Mean (SD) Days of Drug Use (past month)
Alcohol 9.0 (9.4) 9.5 (10.8) 9.2 (10.0)
Marijuana 12.5 (12.9) 10.9 (12.0) 11.7 (12.5)
Cocaine 2.5 (4.9) 6.9 (9.0) 4.9 (7.7)
Crack 1.1 (5.1) 9.0 (11.8) 6.5 (10.8)
Heroin 1.1 (5.3) 21.1 (10.9) 10.9 (13.1)
Speedball 2.7 (6.5) 5.3 (9.6) 5.0 (9.3)
Other opiates 1.3 (2.9) 0.9 (3.0) 1.1 (3.0)
Methamphetamine 10.1 (7.9) 0.6 (1.9) 5.4 (7.5)
Amphetamine 0.7 (2.6) 0.1 (0.8) 0.3 (1.6)
Unprescribed pills 2.1 (5.3) 1.2 (3.5) 1.6 (4.3)
Hallucinogens 0.7 (1.4) 0.3 (1.5) 0.5 (1.5)
Other drugs 3.5 (5.1) 0.5 (1.5) 1.9 (4.2)
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to have sex with him/her. Higher scores indicated more
frequent involvement in risky sexual practices. The relia-
bility coefficient for this scale was .79. 

Demographic characteristics. These included gender,
age (continuous), ethnicity (African American vs. not
African American), educational attainment (continuous
variable), homelessness status (homeless versus domi-
ciled), marital status (two dichotomous measures: married
vs. not married and single vs. not single), employment sta-
tus (unemployed vs. all others), and self-identified sexual
orientation (heterosexual vs. not heterosexual).

Childhood maltreatment measures. We used the
Childhood Trauma Questionnaire (Bernstein et al., 1994)
to examine this construct. The measures reflect the period
before people turned age 18 and indicated the extent to
which (from never to very often) they had experienced sex-
ual abuse (e.g., someone tried to touch me in a sexual way,
someone made me do or watch sexual things), physical
abuse (e.g., someone hit me so hard that it left me with
bruises or marks, I believe I was physically abused), emo-
tional abuse (e.g., I felt someone in my family hated me, I
felt that my parents wished I had never been born), or
neglect (e.g., my parents were too drunk or high to take
care of me, nobody was there to protect me). One other
question examined whether people had been maltreated in
all 4 of these ways. 

Psychosocial and psychological functioning measures.
We used continuous scale measures adapted from well-
known, previously-validated instruments. We used 14
items from the Brief Symptom Inventory (Derogatis,
1993) to assess respondents’ number of depressive symp-
toms (Cronbach alpha = .92). Included among these were
questions about feeling lonely even when in the presence
of others, feeling blue, having a poor appetite, and experi-
encing thoughts of ending one’s life. Answers were scored
on a 5-point ordinal scale ranging from not at all to
extremely in terms of how much each trait distressed the
person during the past week. We used 12 items from the
Ways of Coping Questionnaire (Folkman & Lazarus,
1988) to assess coping skills (Cronbach’s alpha = .79).
This included questions about as trying to keep busy to get
one’s mind off of things, going on as if nothing had hap-
pened, trying to make oneself feel better by using alcohol
or other drugs, among others. Responses were based on the
past 6 months and used a 4-point ordinal scale ranging
from never to often to represent how often the person had
employed each coping strategy during that time period. 

We evaluated participants’ level of paranoia using ten
items from the Brief Symptom Inventory (Derogatis;
Cronbach’s alpha = .79). This scale measures feeling that
something is wrong with one’s mind, believing that one
should be punished for one’s sins, thinking that someone
else can control one’s thoughts, feeling that people cannot
be trusted, and feeling that one is being watched or talked
about by others. We assessed antisocial personality traits
using 5 items from the Brief Symptom Inventory
(Derogatis; Cronbach’s alpha = .72). This construct

includes questions about having temper outbursts that one
could not control, feeling tense or “keyed up,” experienc-
ing urges to harm someone, having urges to break things,
and never feeling close to another person.  

We used 10 true/false items from the Impulsive Sensation
Seeking scale (Zuckerman, Kuhlman, Joireman, Teta, &
Kraft, 1993) to measure impulsivity (Cronbach’s alpha =
.73). These included questions about doing things just for
the thrill of it, willingness to try anything once, doing crazy
things just for fun, and planning (or failing to plan) things in
advance. Study participants’ functionality or dysfunctional-
ity of handling disagreements that arise was measured using
12 items from the Violence-Conflict Tactics Scale (Strauss,
1979; Cronbach’s alpha = .84). This scale included ques-
tions about calmly discussing matters during arguments
(healthy/functional), removing oneself from contentious sit-
uations (healthy/functional), insulting or threatening one’s
disagreement adversaries (unhealthy/dysfunctional), and
harming one’s argumentative foes (unhealthy/dysfunction-
al). Finally, level of post-traumatic stress disorder was mea-
sured using nine items from the Revised Civilian
Mississippi Scale for PTSD (Vreven, Gudanowski, King, &
King, 1995; Cronbach’s alpha = .77). These items asked
about the occurrence of feeling as if one could not go on,
being frightened by one’s urges, and being afraid to go to
sleep at night during the past year.

Substance use. Seven items measured the amount of ille-
gal drug use (continuous measure summing quantity-fre-
quency of 12 drugs consumed during the preceding 30 days),
amount of alcohol use (continuous measure representing
quantity and frequency of using alcohol during the previous
month), drug injector status (any injections vs. no injections
during past 90 days), number of different drugs used during
past month (continuous measure), drug treatment history
(ever vs. never been in treatment), indirect sharing practices
during past month (any sharing of cookers, cottons, or rinse
water versus none), and syringe sharing practices during pre-
vious month (any sharing of syringes vs. none).

Analyses

We analyzed the data in two stages. In the first stage, we
examined the bivariate relationships between the predictor
variables and the dependent variable (the frequency of
engaging in HIV-related sexual risk). We used t-tests when
the independent variable was dichotomous in nature,
ANOVA when the independent variable was ordinal with
fewer than 5 response levels, and linear regression when
the independent variable was a continuous measure.

In the second stage, we selected variables that were
found to be related significantly (i.e., p < .05) or marginal-
ly (i.e., .10 > p > .05) to the dependent measure in for ini-
tial entry into a multiple regression equation. The margin-
ally-significant items were included here to avoid over-
looking potential masking effects. After initial entry into
the multivariate equation, nonsignificant items were
removed in stepwise fashion until a final “best fit” model
was derived, consisting only of significant predictors. We
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used both forward selection and backward elimination
procedures to ensure that the order of entering items did
not affect the final outcome. We report results as statisti-
cally significant whenever p < .05.

RESULTS

Table 2 provides information about the frequency with
which the various types of sexual-risk behaviors compris-
ing the dependent variable were reported. The two most
commonly-reported types of sexual risk among members
of this sample were having sex while under the influence
of alcohol or drugs and having sex with a partner who was
under the influence of alcohol or drugs. Almost all study
participants admitted to engaging in these behaviors at
least occasionally, and approximately one third of them
said they engaged in them almost always or always when
they had sex. The next most frequent sexual-risk behavior
acknowledged by study participants was engaging in mul-
tiple partner sex (having sex with more than one person at
the same time). Although more than half (61.5%) of the
people taking part in the study said they never engaged in
this behavior, 1.4% said this was something he/she did
sometimes or almost always.

The next step in the analysis was to determine which of
the independent measures (described earlier) were related
to the frequency with which study participants engaged in
sexual risk. Most of the demographic variables examined
were found to be related to the frequency of having risky
sex. Women engaged in risky sex more often than men (p
< .05), and African Americans practiced risky sex more
frequently than members of other racial/ethnic groups (p
<.001). As age increased, so did the frequency of having
risky sex (p < .01). Married participants reported some-
what more frequent risky sex than did their single, sepa-
rated, divorced, and widowed counterparts (p < .10). We
found an inverse relationship between educational attain-
ment and frequency of sexual risk-taking (p < .05).
Homeless people reported more frequent risky sex than
those who were domiciled at the time of their interview (p
<.05). Unemployed participants engaged in risky sex more
frequently than those whose employment status was cate-
gorized in some way other than unemployed (p < .05). 

Several childhood maltreatment measures were also
related to the frequency with which people engaged in
risky sex. For all measures for which differences were
found, those experiencing maltreatment reported more 

frequent risky sex than those who had not been maltreat-
ed. This was true with respect to physical abuse (p < .01),
emotional abuse (p < .05), and neglect (p < .001), but not
for sexual abuse (ns).

Many of the psychological and psychosocial function-
ing measures were also associated with the frequency of
engaging in risky sexual relations. Greater levels of
depression, paranoia, and post-traumatic stress disorder
were all associated strongly with more frequent sexual
risk-taking (p < .001). In addition, the more dysfunctional-
ly people handled disagreements, the more often they
practiced risky sex (p < .01). There was also a tendency for
greater impulsivity to be associated with more frequent
sexual risk (p < .10).  

Finally, we examined the relationship between substance
use/abuse and sexual risk-taking. Only one relationship
was found to be statistically significant: the more illegal
drug use people reported, the more often they said that they
practiced risky sex (p < .001). For all other measures we
examined, substance use was not related to the frequency
with which people reported engaging in risky sex.

In the final step of our analyses, we entered variables
found to be related to sexual risk taking frequency into a
multivariate equation (see Table 3). Standardized regression
coefficients (i.e., beta values) are provided to facilitate com-
parisons of the relative strength and importance of individual
predictors. We present two competing models, as the order of
selection or elimination of items affected the components
retained in each model. Both models explain similar amounts
of the total variance in the dependent measure (33.5% and
33.6%, respectively), and both contain four of the same pre-
dictors, as well as one or two unique predictors. In both mod-
els, ethnicity was a statistically-significant predictor of the
frequency with which people reported having risky sex.
African Americans engaged in more frequent sexual risk
than their non-African American counterparts (p < .05 in
both models). Age was also statistically significant in both
equations, such that more frequent sexual risk was reported
by the older persons in the study population than by their
younger counterparts (p < .05 in Model 1, p < .01 in Model
2). Two other demographic characteristics, gender and
homelessness, contributed meaningfully to Model 1. The
data revealed that women reported more frequent sexual
risk-taking than men (p < .05) and that homeless persons
engaged in risky sexual relations more frequently than their
domiciled counterparts (p < .05). 

Table 2. Prevalence of Various Sexual Risk Behaviors

Sexual Risk Behavior Never Rarely or Almost Always or 
(%) Sometimes (%) Always (%)

Had sex while high on alcohol or drugs 3.5 56.7 39.9
Had sex while partner was high on alcohol or drugs 9.8 60.8 29.4
Gave someone drugs, gifts, or money in order to purchase sex 84.6 13.3 2.1
Had sex in order to receive drugs 85.8 11.3 2.8
Had sex in order to receive money 86.5 8.5 5.1
Had sex with two or more persons at the same time 61.5 37.1 1.4
Had sex with someone who paid others to have sex with him/her 81.0 13.4 5.6
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For psychological and psychosocial functioning, both
models showed that level of paranoia and the extent of
functionality/dysfunctionality of handling disagreements
are relevant to understanding new drug users’ involvement
in risky sex. The more paranoid people were, the more
often they tended to have risky sexual relations (p < .001
in both models). The more dysfunctional they were in their
dispute resolution techniques/approaches, the greater their
frequency of sexual risk taking tended to be (p < .001 for
Model 1, p < .05 for Model 2).

Finally, Model 2 contained one of the childhood maltreat-
ment measures. It showed that the more neglect people
reported experiencing prior to adulthood, the more frequent-
ly they tended to engage in risky sex as adults (p < .01).

DISCUSSION

One of the noteworthy findings of this research is that
among new drug users in this sample, the extent to which
they used drugs was related to their involvement in HIV-
related sexual-risk behaviors when other factors of greater
salience (e.g., age, race, psychological functioning) were
taken into account. Although the amount of illegal drug
use was associated positively with their frequency of sex-
ual risk taking in bivariate analyses, this relationship was
not maintained when the variable was entered into the
multivariate analysis we conducted. We found this surpris-
ing, particularly in light of the relationship between drug
use and HIV-related sexual risk that has been well-docu-
mented (Hoffman et al., 2000; Liebman, Mulia, &
McIlvaine, 1992). It may be that it is not merely drug use
that heightens the overall frequency of sexual risk-taking,
but rather, that the extent to which people experience drug
addiction or problems from their substance use/abuse
affects their overall behavioral risk. 

Other research has shown an association between the
degree or intensity of drug dependency and the number of
HIV risks taken by participants (Elifson, Klein & Sterk,
2004; Gossop, Griffiths, Powis, & Strang, 1993a, 1993b;
Morrill et al., 2001). Applied to this study’s findings, it
seems possible that the relationship between drug use and
HIV sexual risk may not be entrenched enough or suffi-
ciently well-established among new drug users compared
to those whose drug use behaviors have been occurring for

a longer period of time. As such, their drug use is not caus-
ing them to engage in increasingly frequent sexual risk-
taking. With continued drug use and the advancing depen-
dency that typically follows such use, it seems likely that
the relationship between drug use and level of HIV risk
would become strengthened. This highlights the impor-
tance of early intervention for drug users, so their drug use
can be curtailed, if not eliminated altogether, before it
begins to have detrimental effects on their lives (DeWit,
Offord, & Wong, 1997; Vines & Mandell, 1999; Worner &
Delgado, 1995).

This study is noteworthy for other intervention-related
implications as well. For example, we discovered that
African Americans were engaging in more frequent risky
sex than their non-African American counterparts. This
finding is consistent with national trends showing higher-
than-average rates of HIV infection and AIDS diagnoses
among African Americans compared to members of other
ethnic groups (Centers for Disease Control and
Prevention, 2004), as well as published reports suggesting
that African Americans engage in higher rates of risky
behaviors than their counterparts of other backgrounds
(Holtzman, Bland, Lansky, & Mack, 2001; Logan &
Leukefeld, 2000; Somlai et al., 2003). These findings
highlight the need to develop HIV interventions targeting
African Americans, and in the case of the current study,
African American drug users who have initiated drug use
recently. It is crucial that these intervention programs are
designed to be creative, innovative, and culturally-appro-
priate, as previous research has demonstrated that African
Americans, and particularly African American women,
tend to fare more poorly in HIV intervention programs
than other gender and ethnic groups (Mize, Robinson,
Bockting, & Scheltema, 2002).

We also found that older adults engaged in more fre-
quent sexual risk than their younger counterparts.
Developing and implementing age-specific or age-appro-
priate HIV interventions would, therefore, seem worth-
while. Many researchers have commented on the benefits
of and the continued need for HIV intervention projects to
target specific age groups (Carneiro et al., 1999; Donisi et
al., 1998; Kennedy, Mizuno, Hoffman, Baume, & Strand,
2000; Richard, Bell, & Montoya, 2000; Strombeck &
Levy, 1998). Programs designed to help adults in the age
bracket designated as “older” in this study might focus on
issues such as enhancing partner communication, intro-
ducing condom use into an existing relationship, negotiat-
ing condom use with a reluctant partner, fidelity and infi-
delity in a relationship, and the myriad benefits of entering
drug treatment, since these issues are likely to be salient to
“older” adults’ lives, to the HIV-related risk practices in
which they engage, and to the risk-reduction decisions
they make.

Our study also revealed that psychological and psy-
chosocial functioning were relevant to understanding the
extent to which new drug users engaged in sexual risk-tak-
ing. First, the more paranoid people were in general, the

Table 3. Predictors of the Frequency of Having Risky Sex 
among New Drug Users

Model 1 Model 2
b (β) b (β)  

Gender  (female = 1) 0.20  (.17 *) —
Age 0.02  (.21 *) 0.02  (.25 **)  
Race (African American = 1) 0.26  (.19 *) 0.25  (.18 *)  
Homeless 0.30  (.18 *) —
Childhood Neglect — 0.15  (.25 **)
Paranoia 0.22  (.26 ***) 0.22  (.26 ***)
Dysfunctionality of Handling 

Disagreements 0.57  (.25 ***) 0.41  (.18 *)
R-Squared .335 .336

*p <. 05  **p < .01  ***p < .001
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more often they reported practicing risky sex. This finding
is consistent with research by Grassi and colleagues (2002)
that showed that paranoia levels were higher among
hepatitis C-infected drug injectors compared to those who
were not infected. The mechanism of these relationships is
unclear to us. Whether there is something inherent in expe-
riencing greater levels of paranoia that heightens people’s
likelihood of engaging in HIV risk behaviors, or whether
the greater involvement in risky practices heightens peo-
ple’s levels of paranoia, or both, is an unanswered (and
with our data, unaddressable) question that future
researchers should examine.

Second, we discovered that the more dysfunctional peo-
ple’s style of handling disagreements was, the more often
they tended to engage in sexual risk. We believe this find-
ing may be a reflection of the relationship between overall
partner communication and HIV risk. It has been shown
that female drug users who engage in more communica-
tion with their sexual and dating partners tend to have
lower rates of HIV risk than those whose partner commu-
nication was less consequential (Klein, Elifson, & Sterk,
2004). Good communication, bargaining, and conflict res-
olution skills can play a very powerful role in helping peo-
ple reduce their risk for HIV (El-Bassel et al., 2001;
Molitor, Facer, & Ruiz, 1999; Somlai et al., 1998). These
studies and the current research suggest that teaching peo-
ple how to communicate more consistently and effectively
with their sexual and drug-using partners may be an
important way of helping them to reduce their HIV risk
practices. Coinciding with this, our findings suggest that it
would be worthwhile to help new drug users learn to han-
dle their anger more effectively. Improving anger manage-
ment seems more important in light of published research
documenting a link between domestic violence, intimate
partner violence, and threats of such violence and actual
HIV risk practices (El Bassel, Gilbert, Rajah, Foleno, &
Frye, 2000; Gielen, McDonnell, & O’Campo, 2002; Wu,
El-Bassel, Witte, Gilbert, & Chang, 2003).

We found that three other variables – gender, homeless-
ness, and childhood neglect –contribute to the frequency of
sexual risk-taking, either in Model 1 or in Model 2.
Regarding gender, we discovered that women reported
engaging in sexual risk more often than men. This probably
results from power and relationship-control issues that
place men in a better position than women to determine the
course of their sexual practices. In many sexual relation-
ships, for example, men have more “say” regarding the use
or nonuse of condoms than women do. As another example,
in their drug use practices, many women – and not nearly
as many men – find themselves providing sexual services
in exchange for drugs or the money to buy drugs. As a
result of these gender imbalances in power and control,
many drug-using women find themselves at a disadvantage
when it comes to their involvement in sexual-risk behav-
iors. Accordingly, HIV intervention programs should pro-
vide targeted services to women. Such programs would be
well-advised to develop gender-specific approaches to cur-

tailing risky behaviors. Gender-specific HIV interventions,
including some focusing specifically on drug-using popu-
lations, have been implemented effectively by other practi-
tioners (Ehrhardt et al., 2002; Melendez, Hoffman, Exner,
Leu, & Ehrhardt, 2003; Theall, Sterk, & Elifson, 2003).

We also discovered that sexual risk was undertaken
among homeless persons more often than among those
with stable residences. Many factors probably contribute
to this. First, the lack of financial resources prevents sexu-
ally-active homeless people from purchasing condoms.
Second, engaging in “subsistence sex” (i.e., having sex in
order to obtain money or food or drugs or shelter) is like-
ly to be more common among homeless people than
among those who are not homeless. Third, greater sub-
stance use and abuse among homeless persons when com-
pared to their domiciled counterparts probably contributes
to their tendency to be involved in risky practices.
Regardless of the reason(s) underlying the finding, ours is
not the first study to indicate greater HIV-risk practices
among homeless persons (i.e., Logan & Leukefeld, 2000;
Roberts et al., 2003; St. Lawrence & Brasfield, 1995).
Consequently, homeless people, particularly those who
recently began using drugs, constitute a high-risk group
needing both social services to help them overcome their
homelessness and targeted HIV intervention and educa-
tional efforts to help them find ways to reduce their risk
practices.  

Finally, we found that the more childhood neglect peo-
ple had experienced during their formative years, the more
frequently they practiced risky sex as adults. Many studies
have documented a link between childhood maltreatment
and adulthood involvement in behaviors that can place
people at risk for contracting HIV (Bensley et al., 2000;
Morrill et al., 2001), although very little research has
focused on the long-term effects of childhood neglect as
distinct from those of sexual abuse, physical abuse, or
emotional abuse. In research with different samples, we
have demonstrated the relevance of childhood neglect to
HIV-related beliefs, attitudes, and risk practices in adult-
hood (Klein et al., 2002; Sterk, Klein, & Elifson, 2004).
Survivors of childhood neglect comprise a high-risk group
for the acquisition of HIV and, on that basis, should be tar-
geted for specialized intervention programs. Although
identifying such people may seem to be an obstacle to con-
ducting such an intervention, in truth, a screening instru-
ment need only include a few questions to elicit whether or
not the person being interviewed did or did not experience
neglect during his/her childhood or adolescent years.

Limitations

Our research has a few potential limitations. First, the data
collected as part of Project TRENDS were all based on
uncorroborated self-reports. Therefore, the extent to which
respondents over- or under-reported their involvement in
risky behaviors is unknown. In all likelihood, the self-
reported data are valid, as numerous researchers have
noted that their participants (which, like the current study,
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have included substance abusers) have provided accurate
information about their behaviors (Anglin, Hser, & Chou,
1993; Higgins et al., 1995; Jackson, Covell, Frisman, &
Essock 2004; Nurco, 1985).

A second limitation pertains to recall bias. Respondents
were asked to report about their beliefs, attitudes, and
behaviors during the past 30 days, the past 90 days, or the
past year, depending upon the measure in question. We
chose these time frames (a) to incorporate enough time in
the risk-behavior questions, to facilitate meaningful vari-
ability from person to person and (b) to minimize recall
bias. The extent to which recall bias affected the data can-
not be assessed, although other researchers collecting data
similar to that captured in Project TRENDS have reported
that recall bias is sufficiently minimal that its impact upon
study findings is likely to be small (Jaccard & Wan, 1995).

A third limitation of these data comes from the sam-
pling strategy used. All interviews were conducted in the
Atlanta, Georgia, metropolitan area. There may be local or
regional influences or subcultural differences between
these people and those residing elsewhere that could affect
the generalizability of the data. Additionally, the chain-
referral sampling approach used to identify study partici-
pants is not a random sampling strategy, and there may be
inherent biases in who was or was not identified as poten-
tial study participants (Heckathorn, 1997). 

Finally, there are numerous ways in which a “new user”
could be defined, only one of which was used in this
research. For example, some scholars might prefer a nar-
rower definition, limiting “new users” to people who initi-
ated drug use within the past 1-2 years. We opted for the
past-5-years criterion for two reasons. First, this is how
most of the previously-published studies focusing on new
and recent drug users operationalized the term. Second, it
allowed us to utilize a sufficient sample size so as to facil-
itate data analysis. Additionally, in this study, only new
users of heroin or methamphetamine were considered, as
the use of these emergent drugs on the Atlanta drug scene
was the focal point for the parent study from which the
current research comes. It is likely that new users of other
drugs, such as marijuana or cocaine or crack, differ from
new users of heroin and methamphetamine. How, if at all,
such differences may have affected the outcomes we
obtained is unknown and unassessable. Future researchers
should try to locate new users of as many different drugs
as possible, so that their research represents a broad array
of new drug users.

Conclusion

This research has shown that, first, among new drug users,
drug use may not be the principal factor accounting for
involvement in HIV-related risk-behaviors. We also found
that in this sample, African Americans were engaging in
more frequent sexual risk than were their non-African
American counterparts. This is consistent with recent
national HIV trends and highlights the need to provide cul-
turally-appropriate tailored interventions to the African

American community, particularly to members who
recently began using drugs. Third, we discovered that
older adults reported more frequent sexual risk-taking than
their younger counterparts.  This not only highlights the
need to provide age-specific interventions to help curtail
the spread of HIV, but also emphasizes the need to pay
attention to the risk behaviors of adults who remain sexu-
ally active despite being older than their “peak years” of
sexual activity. 

Fourth, we found that among our population of new
drug users, psychological/psychosocial functioning was
highly relevant to HIV risk. Although some researchers
have found associations between psychological/psychoso-
cial functioning and HIV risk, this is an area that has been
subjected to relatively little study and even less program-
matic intervention. It is an area well worth exploring in
future projects, particularly those providing individual-
level HIV risk reduction interventions. Fifth, we observed
that women reported engaging in more frequent sexual risk
than men. With rising rates of HIV infection among
women being seen in the United States in recent years, and
with corresponding increases in the heterosexual sexual
transmission of HIV, this finding is particularly important
because of its implications for the need to find creative
ways to reach women with HIV-related prevention and
educational messages. 

Sixth, we discovered that new drug users who were
homeless were practicing sexual risk behaviors more often
than their domiciled peers. Often overlooked even by com-
munity-based HIV intervention programs, homeless peo-
ple represent a population in need of targeted outreach. For
them, in particular, exigent needs must be taken into
account when providing HIV-prevention messages, since
traditional recommendations, such as purchasing con-
doms, may not be feasible due to economic challenges.
Finally, we found that new drug users who had experi-
enced childhood neglect were at greater risk for contract-
ing HIV than were those who had not been neglected.  The
main implication of this is that neglect constitutes a risk
factor for risk-taking much later in life, particularly if
residual emotional issues are not addressed through coun-
seling.  Helping survivors of childhood neglect to get the
therapy they need may translate into reduced HIV risk in
this population.
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