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Abstract

HIV-infected crack cocaine users are at high risk for HIV transmission and disease progression because they
encounter difficulty practicing safe sex, entering and remaining in HIV care, and taking antiretroviral therapy
(ART). We hypothesized intimate partner violence (IPV) occurs frequently in this population and contributes to
these shortcomings. From December 2006 to April 2010 inpatient HIV-infected crack users were recruited from
Grady Memorial (Atlanta, GA) and Jackson Memorial Hospitals (Miami, FL). Participants were screened for IPV
using a 5-item tool that was adapted from a previously validated instrument, the STaT. IPV survivors were
questioned about support service utilization. Multivariable analysis was conducted to evaluate the association
between IPV and unprotected sexual intercourse and sexually transmitted infection (STI) diagnosis in the prior 6
months, use of outpatient HIV care in the past year, and current ART use. We enrolled 343 participants, the
majority African Americans of low socioeconomic status. The estimated IPV prevalence was 56%, highest in
women (68%) and gay, bisexual, and transgendered men (71%). In multivariable analysis, IPV was associated
with diminished ART use (adjusted prevalence ratios [adjPRs] 0.57; 95% confidence interval [CI] 0.41–0.80),
unprotected sexual intercourse (adjPR 1.34; 95% CI 1.08–1.68) and STI diagnosis in the prior 6 months (adjPR
3.49; 95% CI 1.60–7.62). After experiencing abuse, IPV survivors most commonly turned to emergency services;
however, 38% reported not using any supportive services. This study highlights that IPV occurs frequently
among HIV-infected crack users and is associated with outcomes known to facilitate HIV transmission and
disease progression. Reduced utilization of outpatient HIV care, ART nonadherence, and new STI diagnoses in
this population should trigger IPV screening and support services referral.

Introduction

The prevalence of HIV among crack cocaine users is
high1–3 and largely attributed to a link between crack use

and high-risk sexual behaviors that promote HIV disease
transmission and progression.4,5 In a recent study we docu-
mented that over one third of 1038 HIV-infected inpatients
hospitalized in two public hospitals of two major Southeastern
cities reported crack use.6 Crack use was associated with un-
protected sexual intercourse and diminished utilization of
outpatient HIV care and medications.6 We hypothesize that
these outcomes among HIV-infected crack users may be asso-
ciated with their experiences of intimate partner violence (IPV).

IPV, defined by the Centers for Disease Control and Pre-
vention as ‘‘physical, sexual, or psychological harm by a current
or former partner or spouse7 can occur among heterosexual or

same-sex couples and does not require sexual intimacy,’’8 oc-
curs frequently among drug-using populations.9 Prior studies
suggest crack users are often survivors of lifelong violence.10–15

A postulated mechanism is that they often first experience
abuse during childhood,12,13 begin using crack as a coping
mechanism,14,15 and therefore have heightened vulnerability to
further acts of violence, such as IPV.10 Many HIV-infected
persons, especially those who are unstably housed, also report
high frequencies of IPV.16,17 Stigma and self-perceived inferi-
ority resulting from an HIV diagnosis may increase vulnera-
bility to IPV18 and its deleterious physical and mental health
effects. The extent to which IPV experiences of HIV-positive
crack users may fuel their unsafe sex practices and non-
adherence to HIV medications and clinical care is unknown.

We aimed to estimate the prevalence of IPV among HIV-
infected crack users and determine whether IPV is associated
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with behaviors and conditions known to increase risk of HIV
transmission (unprotected sexual intercourse and sexually
transmitted infections) and disease progression (reduced
utilization of outpatient HIV care and diminished use of an-
tiretroviral therapy). We also aimed to identify community-
based IPV services that HIV-infected crack users access most
frequently after experiencing abuse and determine barriers
they encounter in utilizing these services. This knowledge
could be used to determine how to concentrate scarce re-
sources to empower and support HIV-infected IPV survivors,
and ultimately help control HIV disease progression and
transmission.

Methods

Study setting and participants

The study was designed as a cross-sectional study nested
within a larger, dual-center randomized controlled trial,
Project HOPE (Hospital visit is an Opportunity for Prevention
and Engagement).19 Between December 2006 and April 2010,
individuals were enrolled from inpatient services at Jackson
Memorial Hospital (Miami, Florida) and Grady Memorial
Hospital (Atlanta, Georgia). Enrollment criteria included
minimum age of 18 years, HIV-seropositivity, use of crack
cocaine in the prior 2 years, sexual activity (i.e., vaginal or
anal) in the prior 6 months, and capacity to communicate in
English. The Project HOPE study team reviewed the hospital
HIV social workers’ census lists on a daily basis and contacted
the patients’ primary physician to determine the patient’s
preliminary eligibility.

Each potential enrollee was initially approached by a
member of the study team. As part of the informed consent
process, all were notified about the nature of the questions
they would be answering (i.e., demographics, sexual behav-
iors, substance abuse, violence, and incarceration histories)
and given information regarding the parent Project HOPE
intervention. All participants provided written informed
consent. The study was approved by Emory University and
University of Miami institutional review boards and Grady
and Jackson Memorial Hospital Research Oversight Com-
mittees. Participants received monetary compensation for
their time and effort.

Procedures

After providing informed consent, participants underwent
a bedside interview using a handheld device that lasted ap-
proximately 2 h. Data were retrieved from the handheld de-
vices after each interview, initially stored on password-
protected databases at each study site, and subsequently
merged for analysis. Only study staff had access to the data-
bases. A study member was present for the duration to fa-
cilitate the interview, answer participant questions, and
manage technical difficulties when they arose. Most recent
CD4 + T-cell counts were obtained by chart abstraction. Par-
ticipants were questioned about sociodemographics, current
homelessness, insurance status, sexuality, frequency of crack
and alcohol use, multitude of sexual partners, lifetime IPV,
transactional sex histories (i.e., trading sex for drugs), current
use of ART, use of outpatient HIV care in the prior year,
condom use, and sexually transmitted infection (STI) fre-
quency.

IPV was defined as an affirmative response to at least one of
five screening questions assessing lifetime IPV: ‘‘Were you
ever in a relationship in which ‘a sexual partner beat, physi-
cally attacked, or physically abused you,’ ‘sexually attacked,
raped, or sexually abused you,’ ‘a sexual partner threw, broke,
or punched things,’ ‘a sexual partner threatened you with
violence,’ or in which ‘you felt controlled by a sexual part-
ner?’’’ (Table 1). This 5-part IPV screener was adapted from
STaT (Slapped, Threatened, or Throw things), an instrument
that was developed to succinctly screen for lifetime IPV in a
clinical setting and had a Cronbach a of 0.81. The modified
version of the STaT was chosen over more conventional IPV
scales because of its brevity, capacity to measure lifetime IPV
exposure, and because the STaT was previously validated in a
similar study population in the emergency department of one
of our study sites.20,21 Violence toward inanimate objects has
been recognized by the IPV research community as a form of
IPV,22,23 and thus was addressed in the third screening
question. Two questions were added to the STaT question-
naire to address sexual violence (i.e., being sexually attacked,
raped, or sexually abused) and partner controlling behaviors
(i.e., feeling controlled by a sexual partner). Thus, our screener
included assessment of physical, sexual, and emotional abuse
as well as threats of violence. To account for severity of abuse,
‘‘severe IPV,’’ was defined as an affirmative response to at
least three of five IPV screening questions.

Finally, participants reporting histories of IPV were asked
about their utilization of various community support services,
barriers to care, and level of comfort they felt discussing IPV
with their HIV providers. Participants who reported IPV were
asked to identify from a list the services they used after ex-
periencing abuse. The list was adapted and expanded from a
prior study which evaluated the differences in service utili-
zation patterns of 153 African American women by IPV status
who presented to inner-city urgent and emergency care.24 It
included emergency departments, walk-in clinics, primary
care doctors (typically, the HIV care providers), 911 services,
help lines, legal assistance, financial assistance, support
groups, shelters, mental health services, spiritual leaders, and
family or friends. Participants were next asked to choose from
barriers to resource utilization they encountered that included
putting it off, not wanting to deal with it, dislike of physicians
and health care, fear of partner notification, fear of being
judged or pitied, fear of their children being hurt or separated
from them, fear of financial repercussions, fear of being trea-
ted rudely or unkindly, perception of IPV services as un-
pleasant or unhelpful, inconvenience of available services,
lack of transportation, prolonged appointment wait times,
lack of appointment availability, lack of phone access, costli-
ness of support services, and lack of knowledge of support
services.

Table 1. Intimate Partner Violence Screening Tool

Were you ever in a relationship in which:
� a sexual partner beat, physically attacked, or physically

abused you?
� a sexual partner sexually attacked, raped, or sexually

abused you?
� a sexual partner threw, broke, or punched things?
� a sexual partner threatened you with violence?
� you felt controlled by a sexual partner?
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Measures and data analysis

IPV and severe IPV were the primary predictor variables.
Outcome variables included self-report of unprotected vaginal
and/or anal sexual intercourse in the prior 6 months, an STI
diagnosis (i.e., chlamydia, gonorrhea, syphilis, or trichomoni-
asis) in the prior 6 months, current use of ART, and use of HIV
outpatient care in the prior 12 months. Specifically, participants
were first asked, ‘‘Of the people you had sex with in the past 6
months, with how many did you have vaginal or anal sex?’’
followed by ‘‘How many of those partners did you use condoms
with every time?’’ If the response to the first question exceeded
the number reported in the second, the response was coded as
unprotected intercourse in the prior 6 months. If the responses
were equal, the response was coded as protected intercourse in
the prior 6 months. For the other outcomes, participants were
asked ‘‘In the past 6 months were you told by a doctor or nurse
that you had (1) chlamydia, (2) gonorrhea, (3) syphilis, or (4)
trichomoniasis?,’’ ‘‘Do you currently take any HIV medica-
tions?,’’ and ‘‘In the past 12 months have you gone to a doctor
or clinic for HIV care?’’ Variables with multilevel responses
were dichotomized for ease of subsequent bivariate analysis.
The v2 test was used for bivariate analysis.

Logistic regression was used for multivariable analysis to
evaluate the association between IPV and each of the four
outcomes. Collinearity was tested using Collin macros25. In-
teraction was evaluated using a chunk test with the Wald test
statistic. Confounding of each of the four models was assessed
using the methods described by Kleinbaum and Klein.26 All
covariates identified to have significant association with the
outcomes in bivariate analysis were tested in the full models.
A final reduced model was then constructed to include the
predictor variable, outcome variable, identified confounders,
interaction terms, and other clinically important covariates
using Kleinbaum and Klein methods.26 Adjusted prevalence
ratios (adjPRs) were calculated. The outcome variable ‘‘un-
protected intercourse in the prior 6 months’’ was analyzed
using two approaches: among participants reporting sexual
intercourse with an HIV-negative or unknown-status sexual
partner and among all participants regardless of the reported
HIV status of their sexual partners. This approach was taken

because we were interested in not only evaluating the link
between IPV and unprotected sexual intercourse as a whole,
but also exploring this link in sexual encounters during which
potential risk for transmitting HIV to seronegative individu-
als existed. The variable ‘‘STI diagnosis in the prior 6 months’’
was also analyzed using two approaches: participants who
reported being tested for an STI in the prior 6 months (n = 156)
and all participants regardless of whether the participant
sought STI testing (n = 343). This outcome was analyzed in
this dual manner in an attempt to simultaneously compensate
for a potential bias that would occur in only analyzing indi-
viduals who reported seeking testing for an STI and to give
weight to the individuals who were in fact tested for an STI
and diagnosed.

All analyses were conducted using SAS 9.2 statistical soft-
ware (SAS Institute, Cary, NC). A p value of less than 0.05 was
considered significant for all statistical tests.

Results

Between December 2006 and April 2010 (when enrollment
in the parent study concluded), 343 participants, 173 women
and 170 men, were enrolled (Table 2). The mean age of the
cohort was 45 years and 89% were African American. While
only 11% of the women self-identified as being lesbian, bi-
sexual, or transgendered, approximately one third of the men
self-identified as gay, bisexual, or transgendered. The major-
ity was of extremely low socioeconomic status (annual income
less than $5000), unemployed, homeless, and had never
completed high school. While all participants smoked crack
within the prior 2 years, approximately half of the women and
one third of the men smoked crack at least daily over the prior
6 months. Eighteen percent of all participants reported
drinking alcohol at least daily. The median CD4 count was
184 cells per microliter (25–75 IQR: 61–353 cells per microli-
ter). In the 6 months prior to the study, approximately one-
fourth of all participants engaged in transactional sex, half
engaged in unprotected vaginal and/or anal sexual inter-
course, and 14% reported being diagnosed with a STI. Among
participants who reported having vaginal and/or anal sexual
intercourse with a partner who was HIV-uninfected or whose

Table 2. Characteristics of Participants by Gender

Women, n = 173 (%) Men, n = 170 (%) Total, n = 343 (%)

Mean age (years) 44 45 45
African American 154 (90%) 150 (89%) 304 (89%)
Sexuality: Heterosexual 154 (89%) 117 (69%) 271 (79%)
Sexuality: LGBT 19 (11%) 51 (30%) 70 (20%)
Annual income £ $5000 117 (68%) 95 (57%) 212 (62%)
Education < high school diploma 105 (61%) 75 (44%) 180 (53%)
Currently employed 2 (1%) 11 (7%) 13 (4%)
Currently homeless 74 (45%) 91 (59%) 135 (52%)
Frequency of alcohol use ‡ daily 29 (17%) 34 (20%) 63 (18%)
Frequency of crack use ‡ daily 73 (46%) 51 (32%) 124 (39%)
Transactional sex/6 months 63 (36%) 18 (11%) 81 (24%)
Median CD4 199 (83-374) 176 (46-313) 184 (61-353)
Unprotected sex/6 months 88 (52%) 67 (40%) 155 (45%)
STI diagnosis/6 months 35 (20%) 12 (7%) 47 (14%)
HIV care/12 months 93 (74%) 109 (75%) 202 (75%)
Currently report use of ART 45 (26%) 55 (32%) 100 (29%)

LGBT, lesbian, gay, bisexual, and transgender; STI, sexually transmitted infection; ART, antiretroviral therapy.
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status was unknown in the prior 6 months (n = 248), 40% (100/
248) engaged in unprotected vaginal and/or anal sexual in-
tercourse. Among participants reporting STI testing in the
prior 6 months (n = 156), the most commonly reported STIs
included syphilis (18%), trichomonas (8%), chlamydia (6%),
and gonorrhea (5%). While three fourths of all participants
reported using outpatient HIV care in the prior year, less than
one-third reported currently being on HIV medications.

The prevalence of lifetime IPV was 56% (193/343). Sixty-
eight percent (118/173) of the women reported IPV, whereas
44% (75/170) of the men reported IPV. The prevalence of se-
vere IPV was 36% (123/343), with half of the women and one-
fifth of the men reporting severe IPV (Table 3). Frequencies of
IPV and severe IPV varied by sexual orientation among the
men, but less so for the women. IPV occurred in 71% (36/51)
of men self-identifying as gay, bisexual, or transgendered and
33% (38/117) of heterosexual men, while severe IPV occurred
in 39% (20/51) and 12% (14/117), respectively. Among the
women, IPV occurred in 63% (12/19) of lesbian, bisexual, or
transgendered women and 69% (106/154) among heterosex-
ual women, whereas severe IPV occurred in 42% (8/19) and
52% (80/173), respectively.

The most common types of IPV reported were having a
partner throw, punch, or break things (47% or 160/343), being
threatened with violence (43% or 149) and being controlled by
a partner (42% or 143). While a significant proportion of men
were survivors of IPV, physical and sexual abuse were not
frequently reported (12% or 20/170 and 6% or 10/170,
respectively). Among the women, however, 43% (74/173)
reported physical IPV and 29% (50/173) reported sexual IPV.

In bivariate analysis (Table 4), IPV and severe IPV were
both associated with more frequent reporting of unprotected
vaginal and/or anal sexual intercourse in the prior 6 months
regardless of the HIV status of the sexual partners and when
analyzed among those with HIV-negative or HIV status-un-
known sexual partners (data not shown). IPV and severe IPV
were also associated with being diagnosed with an STI in the
preceding 6 months, diminished utilization of outpatient HIV
care in the preceding 12 months, and a lower likelihood of
being on ART. Individuals who had multiple sexual partners,
were lesbian, gay, bisexual, or transgendered (LGBT), of fe-
male gender, reported frequent ( ‡ daily) use of alcohol and
crack, or reported transactional sex within the prior 6 months
had a higher likelihood of reporting unprotected sexual in-
tercourse in the prior 6 months. The female gender and age 45
years or older were associated with increased reported STI
diagnoses in the prior 6 months. Individuals with annual in-

come over $5000, who drank alcohol less than daily, were
insured, and not currently homeless were more likely to re-
port outpatient HIV care within the past 12 months. In-
dividuals who reported annual income over $5000, insurance,
and those who reported using crack less than daily were more
likely to report current ART use.

In multivariable analysis, after controlling for gender, fre-
quency of crack use, report of recent transactional sex, and
sexuality, IPV was associated with unprotected sexual inter-
course in the prior 6 months when analyzed among those
reporting sexual intercourse with HIV-negative or HIV status-
unknown partners (adjPR 1.54; 95% CI 1.15, 2.06) and when
analyzed regardless of the HIV status of the sexual partners
(adjPR 1.34; 95% CI 1.08, 1.68; Table 5). IPV was also associ-
ated with being diagnosed with a STI in the prior 6 months
after controlling for number of sexual partners, gender, and
sexuality, when all participants were analyzed (adjPR 3.87;
95% CI 1.67, 8.96) and when only participants reporting STI
testing were analyzed (adjPR 2.40; 95% CI 1.09, 5.31). After
controlling for frequency of crack use and homelessness, IPV
was no longer associated with use of outpatient HIV care in
the prior year (adjPR 0.91; 95% CI 0.77, 1.07). Finally, IPV was
associated with a lower likelihood of current ART use (adjPR
0.57; 95% CI 0.41, 0.80); however, the association was dem-
onstrated among the men (adjPR 0.31; 95% CI 0.17, 0.56), but
not the women (adjPR 1.13; 95% CI 0.64, 1.97).

When the survivors of IPV (n = 193) were questioned about
which resources they utilized most frequently after experi-
encing abuse, 38% denied use of any IPV support services.
The most commonly used services were 911 phone services
(31% or 60/193), the emergency departments (27% or 53/193),
and family or friends (20% or 38/193). Less than 10% of IPV
survivors reported using mental health services, domestic
violence shelters, support groups, walk-in-clinics, spiritual
leaders, domestic violence help lines, primary care doctors,
legal or financial aid services. The most commonly reported
barriers to service utilization included unwillingness to deal
with the violence (58/193 or 30%), fear of partner notification
(22/193 or 11%), belief that the services would not be helpful
(19/193 or 10%), lack of awareness of location (14/193 or 7%)
and existence of available resources (11/193 or 6%), and fear
of being judged or pitied (12/193 or 6%). Conversely, the
majority of IPV survivors reported some (13%) to a lot (67%)
of comfort in discussing IPV with their HIV care providers.

Discussion

Our findings suggest that HIV-infected crack users, both
men and women, are frequent survivors of IPV. In fact over
two thirds of the women and men self-identifying as gay,
bisexual, and transgendered in our study reported experi-
encing IPV. These high rates should be of particular concern to
clinicians and public health officials because IPV, as suggested
by this study, is associated with behaviors that contribute to
the progression of HIV disease and sexual transmission of
STIs and HIV to others. While we hypothesize that these as-
sociations will be stronger in HIV-infected individuals who
report ongoing or recent IPV exposure, this needs to be
evaluated in future studies.

Many clinicians who avoid IPV screening in clinical prac-
tice cite time and resource constraints as limiting factors.27

Our study suggests that targeted IPV screening of individuals

Table 3. Intimate Partner Violence

Severity by Gender

Number of
affirmative
responses to
IPV questions

Men,
n = 170

(%)

Women,
n = 173

(%)

Total,
n = 343

(%)

At least 1 questions 75 (44) 118 (68) 193 (56)
At least 2 questions 59 (35) 105 (61) 164 (48)
At least 3 questions 35 (21) 88 (51) 123 (36)
At least 4 questions 14 (8) 67 (39) 81 (24)
All 5 questions 5 (3) 39 (23) 44 (13)

IPV, intimate partner violence.
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who present with a new STI diagnosis, who fail to take pre-
scribed ART, or who miss repeated clinic appointments may
be more realistic. When noted in clinical practice these
markers could be used to initiate the IPV screening and re-
ferral process. Since more than two thirds of our participants
who survived IPV reported high levels of comfort in dis-
cussing their IPV experiences with their HIV care providers,
HIV outpatient clinic visits may be opportunities for clinicians
to address IPV.

The low rate (62%) and limited nature of support service
utilization by our participants after they experienced abuse
suggest a need for new public health strategies. IPV survivors
in our study reported using services that were immediately
available rather than services with the potential to provide
longer lasting support and ultimately empower them to leave
abusive relationships. This suggests that after initial stabili-
zation of the IPV survivor, 911 phone services, and emergency
departments may be opportune channels for referral to ser-
vices with capacity to provide ongoing assistance (i.e., mental
health resources, shelters, financial and legal aid, and HIV
primary care). Furthermore, the commonly cited barriers to
service utilization suggest that public health and clinical ef-
forts should focus on increasing awareness of available IPV
support services and improving patient sense of comfort and
confidentiality. Furthermore, while our study evaluated life-
time utilization of support services after exposure to IPV,
future studies should evaluate whether access to and utiliza-
tion of IPV support services is impacted by the age at which
IPV is experienced.

There are several limitations to our study. The primary
limitation is its cross-sectional design which limits our ability
to draw causal inferences and establish temporality. The de-
sign may also have introduced a selection bias as we only
enrolled hospitalized individuals who tend to have more
advanced HIV disease. Perhaps individuals who are not ad-
mitted to the hospital experience different frequencies of
abuse by their partner. Additionally, since DHHS guidelines
for ART initiation were revised during the study period,
participant eligibility for ART initiation may have also varied
and thus biased the association between IPV and ART use.
The assessment of our variables by personal recall alone may
also have compromised their accuracy. Also, in an effort to

capture the maximum number of IPV histories we broadly
defined IPV as an affirmative response to any of the five
screening questions, and may have sacrificed specificity in
doing so. We attempted to account for this potential short-
coming by creating a second variable, severe IPV, which was
also associated in bivariate analysis with all four measured
outcomes. Regardless, had individuals been misclassified as
having prior histories of IPV the bias would have been toward
the null, and thus the prevalence ratios would have been
underestimates of the true IPV effect. A final limitation of the
study is that two of the five IPV screening questions were not
part of the validated STaT instrument. At the time of initial
study design, a succinct IPV scale that incorporated sexual
violence screening had not yet been developed and validated
in HIV-infected individuals. Because we felt that the assess-
ment of sexual violence and controlling partner behaviors was
necessary in fully characterizing the IPV experiences of our
participants, we adapted the STaT tool to better address these
components.

Thus, among this often neglected, difficult-to-reach popu-
lation, IPV may continue to fuel HIV transmission and disease
progression by interfering with access to outpatient HIV care
and medication adherence and by reducing capacity to
practice safe sex. Future investigations should attempt to
prospectively evaluate whether HIV-positive crack users who
experience IPV are more likely to engage in these high-risk
behaviors than their non-abused counterparts. They should
further assess the prevalence and impact of other established
risk factors of poor HIV-related health,28,29 such as childhood
abuse and shame resulting from histories of abuse and ac-
quiring an HIV diagnosis, on medication adherence, HIV
testing, and HIV status disclosure in this population. Safe sex
interventions aimed at curbing HIV transmission, should in-
corporate IPV screening of heterosexual and LGBT individ-
uals, methods for negotiating barrier protection in settings of
abuse, and consider incorporating female-initiated barriers
(i.e., female condoms, diaphragms, and microbicides) that
may be less likely to challenge the IPV perpetrator’s sense of
power and control.30,31 Similarly, interventions aimed at im-
proving adherence to ART and clinic appointments should
incorporate IPV screening and referral to services aimed at
longitudinally empowering IPV survivors.

Table 5. Multivariate Analyses of IPV with Outcomes That Promote

HIV Transmission and Disease Progression

Outcomes Prevalence ratio 95% Confidence intervals

Unprotected sexual intercourse within the past 6 monthsa 1.34 1.08, 1.68
Diagnosis with a sexually transmitted infection

within the past 6 monthsb
3.49 1.60, 7.62

Use of HIV care within the past 12 monthsc 0.90 0.79, 1.03
Current use of antiretroviral therapyd 0.57 0.41, 0.80

Men 0.31 0.17, 0.56
Women 1.13 0.64, 1.97

aFinal model also included frequency of crack use, gender, engagement in transactional sex in the prior 6 months, and sexuality. Data
shown is unprotected sex variable analyzed among all participants, regardless of HIV status of partner.

bFinal model also included number of sexual partners, gender, and sexuality. Data shown is STI variable analyzed among all participants,
regardless or reported STI testing.

cFinal model also included frequency of crack use and homelessness.
dFinal model also included gender and an IPV-gender interaction term.
STI, sexually transmitted infection.

INTIMATE PARTNER VIOLENCE AMONG HIV-POSITIVE CRACK USERS 239



Acknowledgments

We would like to thank all members of the Project HOPE
research team and the study participants at Emory University
and University of Miami for their contribution to this work
and Dr. Mitch Klein for guidance with statistical analysis. This
work was supported in part by the NIH/NIDA (RO1
DA01761201-A2), the NIH/NIAID Emory Center for AIDS
Research (2P30AI050409), University of Miami D-CFAR
(P30AI073961) and NCRR Atlanta Clinical and Translational
Science Institute (UL1RR025008).

Author Disclosure Statement

None of the authors have financial or other beneficial in-
terest in the products or concepts mentioned in the manu-
script that would bias the report.

References

1. Kral AH, Bluthenthal RN, Booth RE, Watters JK. HIV ser-
oprevalence among street-recruited injection drug and crack
cocaine users in 16 US municipalities. Am J Public Health
1998;88:108–113.

2. Strathdee SA, Sherman SG. The role of sexual transmission
of HIV infection among injection and non-injection drug
users. J Urban Health 2003;80(4 Suppl 3):iii7–14.

3. Kuo I, Greenberg AE, Magnus M, et al. High prevalence of
substance use among heterosexuals living in communities
with high rates of AIDS and poverty in Washington, DC.
Drug Alcohol Depend (in press).

4. Baum MK, Rafie C, Lai S, et al. Crack-cocaine use accelerates
HIV disease progression in a cohort of HIV-positive drug
users. J Acquir Immune Defic Syndr 2009;50:93–99.

5. Timpson SC, Williams ML, Bowen AM, Atkinson JS, Ross
MW. Sexual activity in HIV-positive African American crack
cocaine smokers. Arch Sex Behav 2010;39:1353–1358.

6. Metsch LR, Bell C, Pereyra M, et al. Hospitalized HIV-in-
fected patients in the era of highly active antiretroviral
therapy. Am J Public Health 2009;99:1045–1049.

7. Clark DB, Thatcher DL, Martin CS. Child abuse and other
traumatic experiences, alcohol use disorders, and health
problems in adolescence and young adulthood. J Pediatr
Psychol 2010;35:499–510.

8. Centers for Disease Control and Prevention. Injury Preven-
tion & Control: Violence Prevention. Intimate partner vio-
lence: definitions 2011. www.cdc.gov/ViolencePrevention/
intimatepartnerviolence/definitions.html. (Last accessed
April 16, 2011).

9. El-Bassel N, Gilbert L, Witte S, et al. Intimate partner vio-
lence and substance abuse among minority women receiv-
ing care from an inner-city emergency department. Womens
Health Issues 2003;13:16–22.

10. El-Bassel N, Gilbert L, Wu E, Go H, Hill J. Relationship be-
tween drug abuse and intimate partner violence: A longi-
tudinal study among women receiving methadone. Am J
Public Health 2005;95:465–470.

11. Walton MA, Murray R, Cunningham RM, et al. Correlates of
intimate partner violence among men and women in an inner
city emergency department. J Addict Dis 2009;28:366–381.

12. Pederson CL, Vanhorn DR, Wilson JF, et al. Childhood
abuse related to nicotine, illicit and prescription drug use by
women: Pilot study. Psychol Rep 2008;103:459–466.

13. Dunlap E, Golub A, Johnson BD, Benoit E. Normalization of
violence: experiences of childhood abuse by inner-city crack
users. J Ethn Subst Abuse 2009;8:15–34.

14. Swanston HY, Plunkett AM, O’Toole BI, et al. Nine years
after child sexual abuse. Child Abuse Negl 2003;27:967–984.

15. White HR, Widom CS. Three potential mediators of the ef-
fects of child abuse and neglect on adulthood substance use
among women. J Stud Alcohol Drugs 2008;69:337–347.

16. Gielen AC MK, O’Compo PJ. Intimate partner violence, HIV
status, and sexual risk reduction. AIDS Behav 2002;6:107–116.

17. Henny KD, Kidder DP, Stall R, Wolitski RJ. Physical and
sexual abuse among homeless and unstably housed adults
living with HIV: Prevalence and associated risks. AIDS Be-
hav 2007;11:842–853.

18. Stevens PE, Hildebrandt E. Life changing words: Women’s
responses to being diagnosed with HIV infection. ANS Adv
Nurs Sci 2006;29:207–221.

19. Clinical Trials.gov: A service of the U. S. National Institute of
Health. Project HOPE: Hospital visit is an opportunity for
prevention and engagement with HIV-positive crack co-
caine users 2011. http://clinicaltrials.gov/ct2/show/study/
NCT00447798?term = project + hope&rank = 2 (Last accessed
February 22, 2011).

20. Paranjape A, Rask K, Liebschutz J. Utility of STaT for the
identification of recent intimate partner violence. J Natl Med
Assoc 2006;98:1663–1669.

21. Paranjape A, Liebschutz J. STaT: A three-question screen for
intimate partner violence. J Womens Health (Larchmt)
2003;12:233–239.

22. McCosker H, Barnard A, Gerber R. Phenomenographic
study of women’s experiences of domestic violence during
the childbearing years. Online J Issues Nurs 2004;9:12.

23. McFarlane J, Wiist W, Watson M. Predicting physical abuse
against pregnant Hispanic women. Am J Prev Med 1998;
15:134–138.

24. Paranjape A, Heron S, Kaslow NJ. Utilization of services by
abused, low-income African-American women. J Gen Intern
Med 2006;21:189–192.

25. Rosen DH. The diagnosis of colinearity. A Monte Carlo
simulation method. [dissertation]. 1999.

26. Kleinbaum DG, Klein M. Logistic Regression: A Self-Learn-
ing Text, 3rd ed. New York: Springer, 2010.

27. Waalen J, Goodwin MM, Spitz AM, Petersen R, Saltzman
LE. Screening for intimate partner violence by health care
providers. Barriers and interventions. Am J Prev Med 2000;
19:230–237.

28. Persons E, Kershaw T, Sikkema KJ, Hansen NB. The impact
of shame on health-related quality of life among HIV-posi-
tive adults with a history of childhood sexual abuse. AIDS
Patient Care STDs 2010;24:571–580.

29. Martinez J, Hosek SG, Carleton RA. Screening and assessing
violence and mental health disorders in a cohort of inner city
HIV-positive youth between 1998–2006. AIDS Patient Care
STDs 2009;23:469–475.

30. Gupta GR. How men’s power over women fuels the HIV
epidemic. BMJ 2002;324:183–184.

31. Weeks MR, Mosack KE, Abbott M, et al. Microbicide ac-
ceptability among high-risk urban U.S. women: Experiences
and perceptions of sexually transmitted HIV prevention. Sex
Transm Dis 2004;31:682–690.

Address correspondence to:
Ameeta S. Kalokhe, M.D.

206 Woodruff Research Extension Building
49 Jesse Hill Jr. Drive

Atlanta, GA 30303

E-mail: akalokh@emory.edu

240 KALOKHE ET AL.


