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Summary

Objectives: This research focused on communication with

one’s sexual and dating partners, and addressed two main

research questions: First, what is the relationship between part-

ner communication and involvement in HIV risk behaviors? Sec-

ond, which factors predict women’s level of partner communi-

cation about key issues salient in their lives? 

Methods: Cross-sectional interviews were conducted with 250

adult women living in the Atlanta, Georgia metropolitan area

between August 1997 and August 2000. Street outreach was

used to identify potential study participants, with further

expansion of the sample done via targeted sampling and

ethnographic mapping procedures. Path analysis was used to

examine the relationships between partner communication

and HIV risk taking, and to identify predictors for the extent of

women’s partner communication. 

Results: The data revealed an inverse relationship between

partner communication and involvement in HIV risk taking.

Eight statistically significant predictors of partner communica-

tion were identified: age, marital status, length of longest mar-

ital-type relationship, level of happiness in longest relation-

ship, knowing anyone who had died from AIDS, number of

financial problems experienced, having a sexually transmitted

disease during the previous year, and self-esteem level. 

Conclusions: Partner communication is an important variable

to consider when understanding “at risk” women’s HIV risk

behavior practices. Finding ways to enhance women’s commu-

nication with their sexual and dating partners appears to be

one promising way of reducing their level of HIV risk.

Keywords: Communication with partners – HIV risk behaviors – Pre-

dictors – Women.

To date, most reported AIDS diagnoses have been attribut-
able to some type of risky sexual contact, which accounts 

for approximately 63% of all cases to date (Centers for 
Disease Control and Prevention [CDC] 2002). This figure
has been rising steadily in recent years, with incident AIDS
diagnoses attributable to sexual contact increasing from
59.1% of all newly-diagnosed persons in 1994 to 70.7% in
2000 (CDC 2002; 1994).
Cognizant of this trend, many HIV educational campaigns
and intervention efforts have targeted a variety of sex-relat-
ed issues as they have tried to help at risk persons to reduce
their risk for contracting HIV. Emphasizing the importance
of consistently using condoms was one of the earliest
approaches taken to help curtail the spread of HIV, and this
remains both central and necessary today in ongoing pre-
vention and intervention efforts. Over the years, researchers
have learned that it is possible to convince people who were
not engaging in protected sexual relations to use condoms
with their sexual partners at least some of the time (Gielen
et al. 2001; Malotte et al. 2000), and that it is also possible to
increase the frequency of condom use among persons
already engaging in at least some protected sex (Fishbein et
al. 2001; Gollub et al. 2001; O’Leary et al. 2001). At the same
time, though, scholars have been quick to point out that
bringing about sustained changes in sexual protection has
been very challenging and, in many instances, impossible
(Cottler et al. 1998; El-Bassel & Schilling 1992; Rhodes et al.
1998). 
Recognizing that, despite their successes in reducing overall
rates of risky sex, many people continue to engage in unpro-
tected sex all or some of the time, additional steps have been
taken to help bolster rates of condom (and other barrier)
use. For example, to provide couples with an additional way
to protect themselves against HIV and other sexually trans-
mitted diseases, the female condom was created and social-
ly marketed during the 1990s. This device was promoted in
the hope of giving women a female-controlled method of re-
ducing risk, and to provide couples in which one partner
objected to the use of traditional condoms with an alterna-
tive to the male condom. Thus far, most studies of the 
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efficacy of the female condom have derived favorable
results, reporting that people are willing to try the female
condom and, fairly often, that they have had positive reac-
tions to the device and good experiences with it (Klein et al.
1999; Macaluso et al. 2000; Van Devanter et al. 2002). 
As another example, safer sex workshops have been
designed to promote condom use and teach people about
ways that condoms can be made less offensive, less obtru-
sive, more enjoyable, and perhaps even fun to use. Initially,
these workshops proliferated among grassroots projects tar-
geting risky behaviors among gay men. In recent years, how-
ever, their approach has been adopted more widely as a way
to help heterosexual couples feel more comfortable with
condom use and to encourage them to experiment with con-
doms. Formal evaluations of such programs and safer sex
workshops oriented toward the promotion of condom use
have been scarce, but preliminary evidence suggests that
these approaches have been effective (American Founda-
tion for AIDS Research 2001; DeZwart 2002).
As a third example, many community-based projects have
incorporated role playing exercises into their HIV interven-
tion efforts. These exercises have emphasized such skills as
negotiating with reluctant partners to initiate condom use,
convincing reluctant partners to use condoms more consis-
tently, de-escalating interpersonal situations that may
become violent when the idea of using condoms is intro-
duced, and so forth. For example, many of the National
Institute on Drug Abuse-funded grantees in the National
AIDS Demonstration Research Program and its successor,
the Cooperative Agreement for AIDS Community-Based
Outreach/Intervention Research Program, implemented
these types of modules as part of their intervention designs.
Published research from these projects has shown that sexu-
al risk-taking decreased after people were exposed to the
interactive sessions (Hoffman et al. 1999; Stevens et al.
1998). Other researchers not involved with this particular
program but conducting similar work with condom-related
and safer sex negotiation-oriented behavioral training have
also reported favorable results (Franzini et al. 1990; Weisse
et al. 1995).
In light of these types of risk reduction efforts, it is somewhat
surprising that little empirical evidence has been provided
about the role that partner communication plays in the HIV
risk-taking and HIV risk reduction processes. Intuitively, it
makes sense to assume that people who are able to speak
openly with their dating and sexual partners would be able
to engage in constructive HIV risk-related conversations
with their partners and capable of seeing to it that they and
their partners engage in less risky behaviors. Indeed, the
entire premise underlying condom negotiation interventions

and role-playing exercises designed to bolster condom usage
hinges on people’s ability to establish clear communication
with their partners. In an intervention targeting African
American female crack users (Sterk et al. 2003a; 2003b),
two of the present authors (KWE & CES) incorporated sex-
ual risk reduction strategies by covering technical condom
use skills and communication skills. In addition, conflict res-
olution and bargaining techniques were introduced in the
intervention on the belief that risk reduction negotiations
will succeed only if people learn to stand up for themselves
and make health-related decisions that reflect their individ-
ual preferences and interests. Overall, though, the scientific
literature has little to offer with regard to demonstrating the
actual relationship between partner communication and
HIV risk behavior practices.
The published scientific literature does, however, include
some conceptual works addressing theoretical models for
examining the relationship between partner communication
and HIV risk practices. For example, Ahlemeyer and Lud-
wig (1997) have identified what they term a social systems 
or intimate communication approach to examining the 
relationship between these variables. In a social systems
approach, “the interactive dynamics between two intimate
partners [constitutes] a social system of intimate communi-
cation” (p. 25). The authors noted that “it usually takes at
least a short verbal agreement or even negotiation about the
integration of the preventive device into the situation. With-
out having talked about it at all, it is very difficult to bring
the condom in. If it is introduced without any communica-
tive preparation, disturbances and embarrassments have to
be expected at a later stage. ... The ability to talk about the
condom with a new partner [has] ... individual aspects ... and
... systemic aspects” (p. 36). Also speaking about a social 
systems approach to studying partner communication and
HIV, Van Campenhoudt and Cohen (1997) noted that each
system (that is, each couple) has its own rules for communi-
cation and reciprocal expectations that structure the part-
ners’ interactions with one another. Consistent with this the-
oretical approach, research has shown that condom use is
less frequent when communication between the intimate
partners is lacking or absent altogether (Bruhin 2003).
Another way of conceptualizing the relationship between
partner communication and HIV risk behaviors is offered by
social network theory. Ostensibly, this approach contends
that how intimate partners communicate with one another
will depend upon their social relationships with one another,
their perceptions of the normative expectations that govern
their behaviors, and the extent to which the partners feel
bonded to the broader social contexts/networks in which
they are involved. In discussing this theoretical model, Van
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Campenhoudt and Cohen (1997) wisely pointed out that
“each relationship is a singular reality in itself, a specific
temporal process composed of bargaining and agreements
that often change over time. ... Actions taken by social actors
who are involved with others in social relationships con-
stantly define and redefine the broader social context. From
this point of view, systems and contexts are nothing more
than the state of social relationships, at a given time” (p. 64).
Another way in which scholars may wish to consider the inter-
play of HIV risk behaviors and partner communication would
be to adopt what Van Campenhoudt and Cohen (1997) have
termed a relational sociology approach. Here, partner com-
munication must be understood in terms of the situational
dimension of a relationship (i.e., its social contexts), the tem-
poral dimension of the relationship (i.e., factors influencing
partners’ expectations, feelings, and behaviors at any specific
point in time), the meaning of the relationship to the individ-
uals involved (e.g., casual vs committed relationship), the rel-
ative power of the individuals involved, the emotional dimen-
sions of the relationship for each of the partners, and the sta-
tus of risk in the relationship (e.g., is risk perceived as adverse
or as a manifestation of mutual trust?). Published studies
focusing on condom use negotiation strategies and interper-
sonal power dynamics in intimate relationships have shown
the value of this relational sociology approach to understand-
ing the relationship between partner communication and
HIV risk practices, since these studies usually have found that
sexual protection rates increase as power is equalized and as
negotiation-related sexual communication skills increase
(Bruhin 2003). Lear (1995) also provides an interesting dis-
cussion of the applicability of several key concepts to the rela-
tional sociology approach to understanding sexual communi-
cation between intimate partners.
We would like to conclude this discussion by pointing out
that despite these various conceptual approaches to studying
the relationship between partner communication and HIV
risk practices, research testing the actual relationship of
these variables to one another has been lacking. This led
Ingham and Van Zessen (1995) to comment “as a way [of
moving scholarship in this area] forward, we suggest that
much greater attention be paid to interactional processes
than has hitherto been the case” (p. 16).
In the present study, we pursue Ingham and Van Zessen’s
suggestion, and provide an empirical examination of the rela-
tionship between partner communication and actual HIV-
related behaviors. We address three principal research ques-
tions in this research. First, is there a relationship between
communication with one’s dating and sexual partners and
involvement in HIV-related risk behaviors? Our hypothesis
going into this research is that such a relationship exists and

that it is an inverse one: People reporting poorer or lesser
communication with their sexual and dating partners will
engage in higher rates of sex-related risky behaviors. Second,
if such a relationship exists, is it sustained when it is examined
in a multivariate context? Third, assuming that there is a rela-
tionship between partner communication and risk behavior
practices, what factors predict partner communication lev-
els? We view these questions as having important implica-
tions for the HIV intervention field, as documenting a rela-
tionship between partner communication and HIV risk
behaviors may provide suggestions for directions for fruitful
HIV risk reduction intervention efforts. We consider the
third question equally important because its answer can help
us to develop an understanding of the predictors of partner
communication and, thus, identify specific groups and/or
behaviors that merit targeted outreach and intervention
efforts.

Methods

Overview and sample

The data for this study came from Project FAST, which was
conducted between August 1997 and August 2000 in the
Atlanta, Georgia metropolitan area. One of the principal
goals of this study 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 fam-
ily member who was a substance abuser, (3) being impover-
ished, (4) lacking adequate medical care and/or health insur-
ance, (5) having a low education level, (6) being unem-
ployed, and (7) having a criminal history. Table 1 shows the
proportion of study participants meeting each of these crite-
ria. 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 (86%) were
racial minority group members, predominantly African
American. The median age was 35 (mean = 35.3, s.d. = 13.2,
range = 18–72). About half (53%) of the women were single
and an additional 13% were married or living as married at
the time of their interview. 

Eligibility

In order to participate in the study, in addition to being con-
sidered an “at risk” woman, several other eligibility criteria
also had to be met. Each woman had to live in one of the
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study’s catchment areas. She had to be aged 18 or older and be
able to conduct her interview in English. In addition, in order
to ensure that a non-institutionalized 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.

Recruitment

Women were recruited into the study by outreach workers,
who 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 1999a; 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 charac-
terized 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 gath-
er (e.g., laundromats, stores, playgrounds, churches, and
activity centers), so as to maximize their recruitment efforts.
As the study progressed, a chain referral 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 com-
plete. At the completion of the interview, each woman was
paid $15 for her participation and offered referrals to local
health/social service agencies, as appropriate. Approximately
one woman in four who was approached to participate in the
study actually did so. Most of the people who did not take part
in Project FAST either cited a lack of time for completing the
study interview or were deemed ineligible by the person who
was conducting the initial screening interview once some pre-
liminary information was collected.

The conceptual model

Figure 1 presents the conceptual model being examined and
tested in this study. On the left side of the model, several cat-
egories of exogenous, or predictor, variables are shown.
These include demographic characteristics, background and
experiences measures, childhood maltreatment experiences,
psychosocial functioning items, and a variety of substance
use-related measures. In the middle, partner communication
is presented as an endogenous, or mediating, variable. On the
right, the outcome measure, HIV risk behaviors, is shown.
All of the hypothesized relationships are based on previous
research findings in the published literature, as well as the
tenets of the theory of reasoned action/theory of planned
behavior (Ajzen 1992; Brown 1999) and social cognitive the-
ory (Bandura 1999; 1986). Some elements from the health
belief model (Brown 1999; Fisher & Fisher 2000) are also evi-
dent in the model used to guide the present research (e.g.,
sociodemographic factors preceding belief and attitudinal
measures, self-efficacy as one of the key predictors of behav-
ior, actual behavior as the principal outcome measure).
By adopting this model, we hypothesize that women who
have better/more communication with their sexual and dat-
ing partners will engage in fewer HIV risk behaviors than
their counterparts who have less communication with their
partners. In this model, partner communication is construed
as one of several influences on HIV risk behaviors, with
demographic variables, background and experiences mea-
sures, childhood maltreatment, psychosocial functioning,
and substance use-related factors all hypothesized to affect
outcomes as well. Each of these domains is also expected to
influence women’s levels of partner communication as well,
as the arrows on Figure 1 portray.

Measures used

All of the data in Project FAST were based on self-reports.
Partner communication was considered a mediating variable
and was the principal variable of interest; HIV risk behaviors
practiced during the preceding year was the dependent 
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Table 1 Description of the sample

% of women

Race
African American 86.4
All others 13.6

Age
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 42.4
having no medical insurance
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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variable. Partner communication was assessed using a com-
posite, continuous measure based on responses to seven items.
These items indicated how often women asked a person they
were dating or with whom they were having sexual relations
about drug use, sexually transmitted diseases, HIV/AIDS, 
previous sexual partners, financial matters, expectations for
their relationship, and children. It is important to note that the
referent person/target for these partner communication ques-
tions was “a person you are dating or having sex with” and,
therefore, the partner communication scale used in these
analyses refers to partner communication generally rather
than with communication with one specific person.1 Individual

items were scored on a five-point ordinal scale with responses
ranging from “never” to “almost always.” The overall scale
measure was reliable (Cronbach’s alpha = 0.81). 
Involvement in HIV risk behaviors during the past year was
assessed using summative scale measure (Kuder-Richard-
son-20 = 0.61).2 One point was added to the scale for each of
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1 Ideally, these analyses would have included covariates/variables or infor-
mation such as different types of relationships women had with their part-
ners (e.g., married vs dating vs purely casual relationships), relationship 
duration, overall quality of the relationship, and so forth. Had the partner
communication data collected been keyed into these relationship-specific
variables, we would have been provided with information that would help
to illuminate the exact nature of partner communication patterns more in-
cisively. These types of information were not collected as part of Project
FAST, however, and for that reason were not included in these analyses.
This would be a highly fruitful avenue for future research focusing on 
partner communication and its relationship with HIV risk behaviors.

2 The use of this type of summative scale implies that each of the risk behav-
iors comprising the HIV risk behavior scale is of approximately-equal
“weight” or consequence in determining the overall level of a person’s risk.
While some persons may contend that certain behaviors included in the scale
pose a greater risk than others (e.g., having anal sex vs having sex while 
under the influence of alcohol or other drugs), it is impossible to know for any
one person which behavior(s) included in the scale occurred more often or
which behavior(s) involved greater actual risk. For example, someone re-
porting having engaged in anal sex may have done it one time during the pre-
ceding year (thereby adding one point to the scale) and another person may
have had sex while high on a daily basis during the previous year (thereby
adding one point to the scale). In such an instance, the assumption about
which of these behaviors actually poses a greater level of risk to the study par-
ticipant would be erroneous. Since the questions comprising our HIV risk be-
havior scale merely enumerate the behaviors in which people engaged dur-
ing the preceding year and do not consider the frequency of practicing these
particular practices, there is no way to give additional or lesser weight to
items comprising the scale. Therefore, we believe that our decision to give
equal weight to the various items comprising this scale is justified and that the
scale provides a valid measure of the number of types of HIV risk in which
women had engaged during the year prior to interview.

Figure 1 Conceptual model being tested
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the following items: (1) had sex while high or while partner
was high on alcohol or other drugs, (2) had sex with an injec-
tion 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 more than one sexual partner during the
previous year, and (8) had unprotected sex of any kind.
As Figure 1 shows, a number of other variables were used in
these analyses as well. Demographic variables used includ-
ed age (coded as a continuous variable), race (coded as
African American or other-than-African-American, since
no racial/ethnic group other than African Americans was
represented in large numbers in this sample), educational
attainment (coded as less than high school graduate, high
school graduate or equivalent, and at least some college edu-
cation), marital status (coded as married or living as married
versus other-than-married because, conceptually, this is the
most meaningful distinction to be made when partner com-
munication is the principal variable of interest), and reli-
giosity (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 examined included length of the
longest lifetime romantic-type relationship (a continuous
measure), level of happiness in the longest romantic rela-
tionship (a continuous measure), knowing someone who
died from AIDS (coded yes/no), knowing anyone who is
HIV-positive (coded yes/no), number of money problems
experienced (a continuous measure), and having been treat-
ed for a sexually transmitted disease (coded yes/no). Child-

hood maltreatment variables included sexual abuse, physical
abuse, emotional abuse, neglect, and one additional mea-
sure that indicated whether or not the person had been vic-
timized in all four of these ways. All four of these measures
were based on experiences prior to age 18 and were coded as
“happened” or “did not happen.” These constructs were
assessed using Bernstein et al.’s (1994) Childhood trauma

questionnaire. Four psychosocial measures were also exam-
ined, including assessments of self-esteem (a continuous
scale measure based on Rosenberg’s (1965) self-esteem
scale) (Cronbach’s alpha = 0.84), depression (a continuous
scale measure based on the Depression and anxiety stress

scale 42 [DASS 42] developed by Lovibond & Lovibond
[1995]) (Cronbach’s alpha = 0.86), optimism about the future
(a continuous scale measure derived from five items) (Cron-
bach’s alpha = 0.64), and assertiveness (a continuous scale
measure derived from 13 items)(Cronbach’s alpha = 0.78).
Four substance use or exposure to substance abusers mea-
sures were also used in the analyses. These included mea-
sures examining living with any person(s) using illegal drugs

(coded yes/no), amount of alcohol used during the past 30
days (a continuous measure based on the average number of
drinks consumed per day and the number of days using alco-
hol during the preceding month), amount of illegal drug use
during the previous 30 days (a continuous measure based on
summing responses to average quantity and frequency of
use of each of nine types of illegal drugs), and 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-Richard-
son-20 = 0.91)3. 

Analysis

Path analysis was used as the analytical technique for this
research. Initially, the bivariate relationships hypothesized
were tested, and all variables found to be related significant-
ly (p < 0.05) or marginally (0.15 > p > 0.05) to the dependent
measure in question were chosen for entry into two separ-
ate multivariate equations. These multivariate equations
entailed the use of multiple regression, since the mediating
and dependent variables were a continuous scale measure.
As Figure 1 depicts, level of partner communication and the
number of HIV risk behaviors practiced served as the
dependent measures for these analyses.
In the presentation of findings below, results are reported as
significant whenever p < 0.05. On Figure 2, standardized
coefficients (i.e., beta values) are presented so that relative
effect sizes can be noted and compared.

Results

Predictors of HIV risk behaviors

As Figure 2 shows, partner communication was one of six
variables found to predict women’s involvement in HIV risk
behaviors. The less women communicated with their sexual
or dating partners, the greater their involvement in HIV risk
behaviors tended to be (p < 0.05). In addition, greater reli-
giosity was associated with less HIV risk (p < 0.001). The
data revealed that younger women practiced more HIV risk
behaviors than their older counterparts (p < 0.05). Two of
the background and experiences measures were related to
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3 Due to potential confounding with the dependent variable (i.e., because
one of the variables comprising the HIV risk behavior scale measure that
we used was based on having sexual relations while high on alcohol or other
drugs), only the “living with substance abusers” and “number of drug prob-
lems” measures were examined as predictors of HIV risk behaviors. All of
these measures were examined as potential predictors of partner commu-
nication, though.
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involvement in HIV risk practices. More risk was reported
by women who had a larger number of money problems
compared to their peers who had fewer financial difficulties
(p < 0.05). Women who had been treated for a sexually
transmitted disease (STD) during the previous year engaged
in nearly twice as many HIV risk behaviors as their counter-
parts who had not had an STD (p < 0.01). Women who lived
with a substance abuser had, on average, engaged in 50%
more HIV risk behaviors than their counterparts who did
not live with a substance abuser (p < 0.01). Together, these
six variables explained 22.9% of the total variance in the
outcome measure.

Predictors of partner communication level

Figure 2 also shows that a number of variables were associ-
ated with the extent to which women communicated with
their sexual or dating partners. Younger women tended to
communicate with their partners less than older women did
(p < 0.05). Married women reported less partner communi-
cation than those who were single, separated, divorced, etc.
(p < 0.01). More communication with partners was reported
by women whose longest lifetime romantic relationship was
shorter (p < 0.01) but whose happiness level in their longest-

ever relationship was greater (p < 0.01). Knowing someone
who had died from AIDS was associated with greater com-
munication with one’s sexual and dating partners (p < 0.05).
Women experiencing more financial difficulties demonstrat-
ed higher levels of partner communication than their peers
with fewer money-related problems (p < 0.01). Having been
treated for a sexually transmitted disease during the pre-
ceding year was associated with lower levels of partner com-
munication (p < 0.05). Partner communication was also
found to be related to self-esteem, with higher self-esteem
being predictive of greater communication (p < 0.01).
Together, these variables explained 24.9% of the total vari-
ance in women’s level of partner communication.

Discussion

Potential limitations of this research

Before discussing some of our main findings, we would like
to acknowledge a few potential limitations of this research.
First, the data collected as part of Project FAST were all
based on uncorroborated self-reports. Therefore, the extent
to which respondents underreported or overreported their
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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 sub-
stance abusers) have provided accurate information about
their behaviors (Anglin et al. 1993; Higgins et al. 1995; Miller
et al. 1990; Nurco 1985).
A second possible limitation pertains to recall bias. Respon-
dents were asked to report about 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 a
large enough amount of time in the risk behavior questions’
time frames so as to facilitate meaningful variability from
person to person, and (2) to minimize recall bias. The exact
extent to which recall bias affected the data cannot be as-
sessed although other researchers collecting data similar to
that captured in Project FAST have reported that recall 
bias is sufficiently minimal that its impact upon study find-
ings is likely to be small (Jaccard & Wan 1995).
A third possible limitation of these data comes from the sam-
pling strategy used. All interviews were conducted in the
Atlanta, Georgia metropolitan area. There may very well be
local or regional influences or subcultural differences
between these women and those residing elsewhere that
could affect the generalizability of the data. Likewise, the
women who participated in this study comprise a very specif-
ic “type” of women – that is, primarily African American,
lower socio-economic status, urban, and so forth – that does
not represent adult women broadly, but rather, represents a
population of “at risk” women. Additionally, the chain refer-
ral sampling approach used to identify study participants is
not a random sampling strategy, and there may be inherent
biases in who was/not identified as potential study partici-
pants in Project FAST. A good discussion of the issues perti-
nent to this concern 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 sam-
pling approach.
Fourth, the use of a path model approach, such as the one we
have adopted here, implies the existence of linear relation-
ships and temporal causality. The very fact that certain vari-
ables are hypothesized to predict others, which is typical of
all path models and path analyses, is premised upon an
inherent assumption of the ordering of the variables in terms
of which ones affect which others. In point of fact, however,
the “real life” temporal ordering of these assumed relation-
ships cannot be tested with a cross-sectional study such as
this one, and the extent to which the ordering of the vari-
ables may be erroneous cannot be assessed concretely with-

out using a prospective or longitudinal study design. We do
contend, though, that the ordering that we have selected is
both logical and justified, and it is also consistent with the
theoretical models that underlie this research. For example,
the theory of reasoned action and the health belief model
both posit that beliefs and attitudes predate behaviors; our
conceptual model and the analyses we have conducted to
test it are consistent with that supposition. Both of these the-
oretical approaches also assume that numerous factors (such
as background experiences or demographic differences)
shape people’s beliefs and attitudes; our conceptual model
and the analyses we have conducted to test it are consistent
with that premise as well.

Conclusions

Despite these potential limitations to the present research,
we believe that a number of interesting and valuable things
can be gleaned from this study. Our results reveal that
aspects of each predictive domain in the guiding concep-
tual model were relevant in understanding the link be-
tween partner communication and involvement in HIV
risk behaviors as well as in identifying predictors for part-
ner communication. The analysis also shows partner
communication to be an important mediating factor, there-
by supporting the quest for increased attention to interac-
tional processes and their impact on HIV risk-taking,
including the potential for HIV risk reduction (Ingham &
Van Zessen 1995). Communication with their sexual and
dating partners does appear to be a consequential variable
influencing “at risk” women’s overall HIV risk behavior
practices. Ostensibly, the more frequent women’s discus-
sions with their dating and sexual partners were regarding
salient and important matters in their lives, the less they
tended to be involved in HIV risk behaviors. These find-
ings are consistent with others reported in the published lit-
erature, showing that good communication skills, including
those focusing on conflict resolution and bargaining, can
play a very powerful role in helping people – particularly
women – to reduce their risk for HIV (Boyer et al. 1997; El-
Bassel et al. 2001; Kalichman et al. 1996; Molitor et al.
1999; Ploem & Byers 1997; Somlai et al. 1998; Sterk et al.
2003a; 2003b). Several strategies for improving condom-
related partner communication have been identified, such
as individualized case management approaches (Andersen
et al. 1993; Reif et al. 2001; Stevens & Hall 1998; Tenner et
al. 1998) and role playing exercises (El-Bassel et al. 2001;
Hoffman et al. 1999; Sikkema et al. 1995). The present
study contributes to the existing literature by demonst
rating the importance of partner communication among
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“at risk” women – that is, women whose lives and life 
circumstances place them at great risk for contracting 
HIV and a variety of other health-related problems/dis-
eases.
Having determined that partner communication is an impor-
tant component of a model predicting “at risk” women’s
condom-related attitudes and their HIV risk behavior prac-
tices, we also wanted to learn more about the factors that
determined women’s levels of communication with their dat-
ing and sexual partners. We considered this to be an integral
part of the analysis, as the identification of these antecedent
variables can help to identify specific groups or behaviors to
target in future intervention efforts. Based on a multivariate
path analysis, we identified eight such variables: self-esteem
level, knowing someone who died from AIDS, marital sta-
tus, length of longest previous marital-type relationship,
happiness level in longest previous relationship, age, num-
ber of financial problems experienced, and recent treatment
for a sexually transmitted disease.
The finding that partner communication was greater among
women with higher self-esteem underscores the importance
of working with women whose self-esteem is less adequate.
Recognizing that low levels of self-esteem often underlie
greater involvement in HIV risk behaviors (Abel et al. 1996;
Ferreira-Pinto & Ramos 1995; Nyamathi & Stein 1997; Som-
lai et al. 2000; St. Lawrence et al. 1997), many programs
around the country have tried to enhance self-esteem as part
of their HIV intervention approaches. As a general rule,
HIV-related intervention components aimed at improving
psychosocial functioning appear to work well, with many
studies reporting associations between better psychosocial
functioning and lower HIV risk, or between improved 
psychosocial functioning and reduced involvement in risky
practices (Ferreira-Pinto & Ramos  1995; Nyamathi & Stein
1997; St. Lawrence et al. 1997). 
The direct relationship between the length of the women’s
longest relationship (and their level of happiness in that
relationship) and their level of communication with their
partners indicates the value of providing women with spe-
cific strategies they can implement to enhance the quality of
their relationships. In addition, since the happiest relation-
ships tended to be shorter and since married women tended
to report less partner communication than single, separated
or divorced women, it is important for interventions to
focus not only on the nature of the relationship but also its
length of time. The present research as well as that of oth-
ers suggests the importance of assisting those women who
want to be in a relationship to develop more durable rela-
tionships with their partners (Ashery et al. 1997; Padian et
al. 1993).

Our analysis also revealed that three other variables – age,
the number of financial problems experienced, and recent
treatment for a sexually transmitted disease – were found to
have a direct as well as an indirect effect on HIV risk-taking.
Younger women were less likely to communicate with their
sexual and dating partners, but compared to older women,
they were less likely to engage in HIV risk behaviors. Appar-
ently, their relative lack of partner communication does not
keep them from engaging in safe sex. Nevertheless, when
taught how to communicate more effectively with their part-
ners, younger women may be able to reduce their HIV risk-
taking further. On the other hand, whereas older women
were more likely than their younger peers to communicate
with their sexual and dating partners, they were more likely
to place themselves at risk for HIV infection. Other
researchers have commented on the benefits of and the con-
tinued need for HIV intervention projects that target specif-
ic age groups (Donisi et al. 1998; Kennedy et al. 2000;
Richard et al. 2000; Strombeck & Levy 1998). We concur with
these scholars and believe that it would be wise for future
HIV risk reduction endeavors to consider the age appropri-
ateness of their educational messages and intervention com-
ponents and to develop age-specific interventions. Those
women who experienced financial problems reported higher
levels of HIV risk behaviors than those who experienced
fewer financial problems. The literature shows that it is not
uncommon among “at risk” women to trade or barter sex as
a survival strategy (Sterk 1999b). The third variable being
discussed here because of its impact upon HIV risk-taking
was having been treated for an STD, which confirms the fact
that a sexually transmitted disease may serve as a proxy for
HIV risk. It can be expected, based on our findings, that hav-
ing had contracted such an STD was not associated with sub-
sequent increases of partner communication. This finding,
however, does highlight the importance of providing “at risk”
women with HIV risk reduction interventions that can help
them reduce their practice of sexual risk behaviors.
In summary, this study has shown that partner communica-
tion is an important variable to consider when examining the
myriad factors that influence women’s HIV risk behaviors.
In multivariate analysis, partner communication was shown
to be a statistically significant predictor of HIV risk prac-
tices, such that women who engaged in more communication
with their dating and sexual partners reported fewer HIV
risk behaviors. We also identified a number of variables that
were predictive of women’s partner communication levels.
More partner communication was reported by women who:
were younger in age, were not married, reported the short-
est “longest ever” marital-type relationships, said that they
were happier in their longest-ever relationships, knew 
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someone who had died from AIDS, had more financial 
difficulties, had not been treated for an STD during the 
preceding year, and had higher levels of self-esteem.
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Zusammenfassung

Partnerkommunikation und HIV-Risikoverhalten bei Frauen

Fragestellung: Die Studie fokussiert die Kommunikation zwis-

chen Sexualpartnern und Freunden: Welcher Zusammenhang

besteht zwischen Partnerkommunikation und Beteiligung an

Risikoverhalten bezüglich HIV? Und welche Faktoren sagen bei

Frauen das Kommunikationsniveau mit ihrem Partner voraus

bezüglich wichtiger Lebensthemen?

Methoden: 250 Interviews mit erwachsenen Frauen aus der

Region Atlanta, Georgia wurden zwischen August 1997 und

August 2000 für die Querschnittstudie durchgeführt. Poten-

tielle Studienteilnehmerinnen wurden auf der Strasse ange-

fragt, die Stichprobe wurde durch gezieltes Sampling und

ethnographische Mappingmethoden vergrössert. Mit Pfad-

analysen wurde der Zusammenhang zwischen Partnerkommu-

nikation und HIV-Risikobereitschaft analysiert und die Prädik-

toren für das Ausmass der Partnerkommunikation der Frauen

identifiziert.

Ergebnisse: Die Daten lassen einen umgekehrten Zusammen-

hang zwischen Partnerkommunikation und Beteiligung an

Risikoverhalten bezüglich HIV erkennen. Acht statistisch sig-

nifikante Prädiktoren für die Partnerkommunikation wurden

identifiziert: Alter, Zivilstand, Länge des längsten Zivilstand-

Typs, Grad des Glücks in der längsten Beziehung, jemanden

kennen, der an AIDS gestorben ist, Anzahl erlebter finanzieller

Probleme, Erkrankung an einer sexuell übertragbaren

Krankheit im vergangenen Jahr, Höhe des Selbstwerts.

Schlussfolgerung: Partnerkommunikation ist eine wichtige

Variable für das Verstehen von Frauen mit Risikoverhalten

bezüglich HIV. Die Kommunikation zwischen Frauen und deren

Partnern zu verbessern, scheint eine viel versprechende Meth-

ode, um das Niveau des Risikoverhaltens zu vermindern.

Résumé

Communication avec les partenaires et comportement à risque

de VIH des femmes

Objectifs: Cette étude s’est centrée sur la communication

entre partenaires sexuels et entre amis. Ses deux questions de

recherches étaient les suivantes: 1. Quelle est la relation entre

la communication avec les partenaires et leur adoption de com-

portement à risque de VIH? 2. Quels sont les facteurs qui

prédisent, chez les femmes, les niveaux de communication avec

leurs partenaires sur des thèmes très importants de leur vie?

Méthodes: Des entretiens ont été menés auprès d’un échantil-

lon transversal de 250 femmes adultes vivant dans la région

métropolitaine d’Atlanta (Géorgie), entre août 1997 et août

2000. Les participantes potentielles ont été identifiées dans la

rue; l’échantillon a été élargi au moyen d’un échantillonnage

ciblé et de procédures de cartographie éthnographiques. Une

analyse de circuits a été utilisée pour examiner la communica-

tion entre partenaires et la prise de risque face au VIH, ainsi

que pour identifier des prédicteurs du niveau de communica-

tion des femmes avec leur partenaire.

Résultats: Les données ont montré une relation inverse entre

la communication avec le partenaire et l’adoption de com-

portement à risque de VIH. Huit prédicteurs de la communica-

tion avec le partenaire ont été identifiés de manière statis-

tiquement significative: l’âge, l’état civil, la durée de la plus

longue relation de type conjugal, le sentiment de bonheur

dans la relation la plus longue, le fait de connaître quelqu’un

mort du SIDA, le nombre de problèmes financiers, le fait

d’avoir eu une maladie sexuelle transmissible durant l’année

précédente, et le niveau d’estime de soi.

Conclusions: La communication avec le partenaire est une

variable importante à considérer pour comprendre les pra-

tiques à risque de VIH des femmes. Pour réduire le niveau de

risque de VIH des femmes, il semble prometteur de rechercher

des moyens d’améliorer la communication entre les femmes et

leurs partenaires sexuels ou leurs amis.
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