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Abstract

HIV and other sexually transmitted infections (STIs) and interpersonal violence (IV; e.g., 

childhood abuse, partner violence, and rape) victimization are significant and interconnected 

public health problems facing incarcerated women. We adapted a best-evidence HIV prevention 

intervention for women (the Women's CoOp) to address sexual safety among incarcerated women 

with histories of interpersonal violence victimization. The standard Women's CoOp teaches safe 

sex, substance use harm reduction, and violence prevention information and skills needed to 

empower women to make more intentional decisions about their safety. We also incorporated 

strategies to increase affect management, social support, and access to community resources. This 

resulted in the first trauma-focused HIV prevention intervention for women that directly addresses 

the sequelae of IV (such as affect dysregulation in sexual situations) within the context of HIV 

harm reduction. This manuscript describes the rationale, feasibility, acceptability, and pre-post 

outcomes of this intervention among 14 women nearing release from prison in two state prison 

systems. Assessments took place at baseline, prior to release, and at 2, 5, and 8 months after 

release. The intervention overall and each of its components were feasible and acceptable. 

Participants' number of unprotected sexual occasions, posttraumatic stress disorder symptoms, and 

depressive symptoms decreased significantly from baseline to post-release. Effectiveness 

obtaining resources increased significantly from baseline to post-release. Because pre-post 

measurements of outcomes are confounded with incarceration and subsequent release in this 
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preliminary study, a randomized controlled trial is needed to establish the efficacy of this tailored 

intervention.
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HIV and other sexually transmitted infections (STIs) and interpersonal violence (IV) are 

significant and interconnected public health problems facing incarcerated women. Female 

inmates in the United States have much higher rates of HIV and other STIs than do male 

inmates or non-justice-involved women (Hammett & Drachman-Jones, 2006). In fact, about 

50% of incarcerated women self-report STI history (Clarke et al., 2006; Hale et al., 2009). 

HIV/STI risk among women prisoners is a public health concern because they typically 

serve short prison sentences and then return to the community and engage in behaviors that 

put themselves and others at risk, including trading sex, using condoms inconsistently, 

having sex under the influence of alcohol and drugs, and having high-risk or multiple 

partners (Harris et al., 2003). The majority of incarcerated women also report IV 

experiences (e.g., childhood abuse, partner violence, and rape). Between 60 to 75% of 

incarcerated women report exposure to IV in adulthood prior to incarceration and most (66 

to 90%) incarcerated women report histories of childhood physical or sexual abuse (Browne, 

Miller, & Maguin, 1999; Zlotnick, 1999).

IV and HIV/STIs are connected in several ways. IV places women at increased risk for 

HIV/STI infection (Arriola, Louden, Doldren, & Fortenberry, 2005; Campbell et al., 2008; 

Maman, 2000). For example, female victims of child abuse (Wilson & Widom, 2008) and 

women who were beaten by the husbands or boyfriends (Davile & Brackley, 1999) are 

significantly more likely to become infected by HIV than are female controls. IV is also a 

barrier to safe sex (El-Bassel et al., 2005; Morrill et al., 1996; Phillips et al., 2014; Wingood 

& DiClemente, 1997). IV compromises a women's perceived ability to engage in safer 

sexual practices (Gupta, Whelan, & Allendorf, 2003; Mittal, Senn, & Carey, 2013) and 

limits her success in negotiating with her partner for condom use (Teitelman et al., 2008). 

Furthermore, IV increases risk for mental health difficulties, particularly substance use 

disorders, posttraumatic stress disorder (PTSD), and major depressive disorder (Duncan et 

al., 1996; Golding, 1999; Kendler, 2000; Kessler, 1995), which are associated with HIV 

risk-taking behaviors in women (Blumberg & Dickey, 2003; El-Bassel et al., 2001; Klein, 

Elifson, & Sterk, 2008; Ramsey, Bell, & Engler, 2010). Hence, a preventive intervention 

that targets both IV and HIV/STI risk behaviors could be of great benefit to incarcerated 

women to curb the spread of sexually transmitted infections.

In order for gender-specific interventions for women to be effective, researchers have urged 

that it is “imperative” that HIV risk prevention interventions with women address 

victimization (Logan, Cole, & Leukefeld, 2002). A few small feasibility studies (e.g., Davila 

et al., 2008; Enriquez et al., 2010) have described interventions that provide information 

about partner violence in the context of HIV prevention for non justice-involved women. 

One large study recruited women who were judged to be at risk for HIV and partner 
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violence by virtue of being justice involved (i.e., recently incarcerated, or on parole or 

probation; Weir et al., 2009). Participants were randomized to one of three conditions: (1) a 

HIV/STI counseling and testing alone control, (2) HIV/STI counseling and testing plus 12 

sessions of motivational interviewing (MI) focused on HIV/STI risk, or (3) HIV/STI 

counseling and testing plus 12 sessions of MI focused on reducing both HIV/STI and partner 

violence risk. Both MI intervention conditions resulted in significant decreases in HIV/STI 

risk behaviors relative to the control condition, but there were no differences among any of 

the conditions in partner violence experiences (Weir et al.). The Weir et al. intervention 

helped women create plans for reducing partner violence risk, but did not address the effects 

of IV more generally (including childhood and all forms of adult victimization) on women's 

ability to negotiate safe sex. Furthermore, no previous study of which we are aware 

(including Weir et al.) has used a sample of women selected for violence exposure.

In order to answer the call for more gender and trauma-responsive HIV prevention 

interventions for incarcerated women, our project recruited only women with IV history and 

directly addressed the effects of IV on women's ability to negotiate safe sex. The 

intervention included explicit discussion and skill-building about sexual decision-making 

after one has experienced violence. We targeted intervention components (affect 

management skills, skills to improve social relationships and resources, re-entry specific 

information) that address IV-related psychopathology and social impairment in sexual 

decision-making during re-entry and integrated them into the Women's CoOp HIV 

prevention intervention (Wechsberg, Lam, Zule, & Bobashev, 2004). We chose the 

Women's CoOp because it has been shown to be effective in reducing risky sex for other 

high-risk populations of women, including poor female substance users and sex workers 

(Wechsberg et al., 2004; 2006; 2010; 2010b) and was found to be a best evidence HIV 

prevention intervention the Centers of Disease Conrol (Lyles et al 2007). Furthermore, 

because it has been effective with other disenfranchised and vulnerable women, it seemd 

like a good fit for incarcerated women, who are stigmatized, marginalized, and encounter 

multiple instrumental and psychological barriers to accessing resources. The Women's 

CoOp also improves other outcomes relevant to incarcerated women, including drug use, 

alcohol use, employment status, homelessness, and victimization (Wechsberg et al., 2004; 

2006; 2010).

We adapted the Women's CoOp intervention in three ways to meet the needs of our target 

population. First, we included affect management skills. Affect dysregulation (i.e., 

impulsivity, reactivity, dissociation, avoidance) is a salient feature in the lives of women 

with IV (Herman, 1992; van der Kolk et al., 1996; Kuo et al., in press) and appears to 

present significant challenges to their safe sex behaviors (Becker-Lausen, 1995; Sterk, 

2006). For example, avoidant behaviors may compromise women's ability to assess risk, to 

successfully negotiate condom use, and to engage in self protective behaviors. Second, we 

incorporated skills to improve social relationships and resources, broadly defined as 

instrumental and emotional personal support and ability to utilize formal (e.g., treatment) 

and informal resources to meet one's needs. Positive social support has been found to be 

important for HIV prevention for women (El-Bassel et al., 1997; van Empelen et al., 2003), 

for reducing IV and its mental health sequelae (Coker et al., 2002; Mitchell & Hudson, 

1983; Van-Wyk, 2003), and for successful community re-entry after incarceration (Benda, 
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2005; Parsons & Warner-Robbins, 2002). We conducted one set of focus groups (Kuo et al., 

2013; Peabody et al., in press) to outline barriers and facilitators to safe sex at re-entry to the 

community from prison, and then incorporated population-specific details and narratives 

into the intervention. After all intervention components were integrated, we conducted a 

second set of focus groups to assess the acceptability of the draft intervention and made 

changes based on the feedback.

The paper reports on the rationale for the intervention and its feasibility, acceptability, and 

pre-post outcomes in an initial small feasibility trial of 14 women receiving the intervention 

prior to prison release, with follow-up assessments at 2, 5, and 8 months post-release. In 

addition to feasibility and acceptability, longitudinal outcomes included unprotected vaginal 

or anal sex occasions with a male partner (given that these present the greatest risk of HIV 

and STI transmission for women; primary); interpersonal violence episodes, symptoms of 

PTSD and depression, and drug using/drinking days (secondary); and affect management 

and social support (including effectiveness obtaining resources) (tertiary).

Method

Participants

Participants were 14 sentenced female volunteers from three women's state prisons in two 

Northeastern States who were: (1) 18 years of age or older; (2) reported having experienced 

lifetime IV based on a “yes” response to at least one item on the Physical and Sexual Assault 

Experiences subscales of the Trauma History Questionnaire (Greene, 1995); (3) had at least 

one unprotected vaginal or anal sexual occasion with a male partner within the 90 days prior 

to incarceration ascertained with the Timeline Followback (TLFB; Stein, Anderson, 

Charuvastra, Friedmann, 2001); and (4) expected to be released in the next 6–14 weeks (to 

allow us to examine the effects of the intervention during community re-entry).

Participants were recruited by reviewing release dates at each prison facility. Study research 

assistants met individually with women with upcoming release dates for screening. 

Screening and informed consent took place privately, and emphasized that there were no 

legal and minimal financial (US$30 for completed follow-up assessments) incentives for 

participation. The consent form, which was read aloud, emphasized the voluntary nature of 

study participation and was clear about the purpose and content of the intervention (e.g., safe 

sex information, male and female condom use skills, violence prevention). The study 

obtained a Certificate of Confidentiality to protect the confidentiality of study data. We 

emphasized to participants that study data were confidential and would not be shared with 

parole and probation officers, family members, or any others who were not study staff. The 

study had institutional ethics review board approval and followed ethical guidelines for 

research with prisoners.

Intervention, Interventionists, and Intervention Fidelity

The Women's CoOp promotes personalized safe sex, substance use harm reduction, and 

violence prevention skills within an empowerment theory framework (Wechsberg, 1998). 

This structured psychoeducational intervention works to empower women by providing 
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information and personalized skills that will increase their awareness, help them not give 

their power away through alcohol and drug use, and be active decision-makers in sexual 

situations. It involves extensive practice of relevant negotiation and empowerment skills, 

including male and female condom use skills, through role-playing and rehearsal. Although 

the facts and activities presented are highly scripted, the tone of the intervention is engaging, 

personalized, and uses ample doses of praise, encouragement, validation, and humor. The 

intention is to create a safe, affirming space for women to engage as active participants in 

discussions and skills practice for their own sexual safety. The Women's Prison CoOp tested 

in this open trial expands on these areas to include detailed information on IV and mental 

health difficulties related to IV, strategies to build affect regulation skills and social support/

access to community resources, and role plays and rehearsal to improve affect management.

The Women's Prison CoOp consisted of five 90-minute small group sessions, two individual 

sessions lasting approximately 45–60 minutes each (one during incarceration and one within 

4 weeks after prison release), and a safe sex kit given to women as they left prison. Session 

1 provided participants with “facts and myths” of HIV, STIs, and IV, how certain sex 

behaviors can increase HIV risk, and the importance of HIV testing. Session 2 had 

participants practice correct male and female condom use with penis and vagina anatomical 

models. This session also teaches women sexual negotiation skills as well as ways to make 

condoms “fun and sexy” to increase likelihood that they will be appealing to both women 

and potentially violent partners. Session 3 addresses the intersection of drugs, violence and 

sexual safety. Specifically, women discuss how using alcohol and drugs before or during sex 

can negatively affect sexual decision-making and take away women's power in sexual 

situations, making it more difficult for women to remember to use a condom, to use it 

correctly, or to protect themselves from violence or other risks. It explains how the mental 

health difficulties (depressive symptoms, PTSD symptoms, numbing, and impulsive acting 

out) resulting from violence can contribute to sexual risk behaviors. Participants then have 

in vivo practice in affect management skills (e.g., grounding techniques to reduce 

dissociation) so that they can make conscious choices rather than relying on automatized 

reactions in sexual situations. In Session 4, participants discuss relationship power and then 

participate in role plays to practice communication and negotiation skills in general and then 

more specifically with male partners (including potentially violent partners) about condom 

use. Session 5 presents sexual assault and intimate partner violence risk reduction strategies 

and helps women identify their key sober non-violent supports, as this can reduce both 

incidence and mental health consequences of victimization. This session concludes with a 

group discussion on self-care and other ways in which women can empower themselves.

During the pre-release individual session, which took place after the group sessions ended 

but prior to prison release, women and interventionists collaboratively developed 

personalized risk-reduction plans that addressed alcohol and other drug use, condom use, 

violence, and social supports. They reviewed women's discharge plans and relevant 

community resources (e.g., hotlines and shelters for intimate partner violence, free HIV 

testing sites, substance use and mental health treatment referrals). Study staff met women as 

they were released from prison and gave them “safe sex kits,” which included male and 

female condoms, information sheets on how to use them, hygiene kits, finger cots, mini 

lubes, keychain whistles, dental dams, and a booklet reviewing safe sex information and 

Johnson et al. Page 5

J Interpers Violence. Author manuscript; available in PMC 2016 November 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



community resources. In the individual post-release session (conducted as close to release as 

possible, but always within 4 weeks of release), women and interventionists reviewed the 

personalized risk-reduction plan to identify and problem-solve barriers to implementing it; 

interventionists provided referrals to substance use and mental health treatment and other 

community resources as needed.

Three interventionists each ran one intervention group of 4–5 women. Interventionists 

included an MSW health education worker and discharge planner within the prison, and a 

MPH student. The interventionists received two days of training with a booster day just prior 

to the start of the study, conducted primarily by Dr. Wechsberg with assistance from Drs. 

Zlotnick and Johnson. This was followed by another day of training by Dr. Zlotnick once we 

had finalized the intervention. Dr. Zlotnick reviewed the audio recorded sessions throughout 

the study and provided weekly group supervision of approximately 45 minutes to the 

interventionists. Dr. Wechsberg reviewed taped sessions of each of the interventionists and 

also provided feedback. A trained rater rated intervention adherence (e.g., all session 

components delivered following the scripted session outlines) and competence (e.g., engages 

women in discussion, praise, warmth, caring) for a randomly selected 20% of the group 

sessions and ~10% of the individual sessions.

In addition, participants were free to attend prison and community substance use and mental 

health treatment and other available classes. Some standard sex and health education was 

available on a very limited basis at the prison facilities, but it was informational, rather than 

skills-based, and primarily explained disease transmission and prevention processes. It did 

not use an empowerment model, train women in male and female condom use and 

negotiation skills, address affect regulation and access to resources, address the effects of 

mental health and substance use problems on sexual safety, discuss sexual safety in the 

context of a history of interpersonal violence victimization, or provide any post-release care 

or resources.

Assessments

The study was an open, unblinded, feasibility trial of the Women's Prison CoOp intervention 

among women prisoners with lifetime IV who were approaching community re-entry. Our 

targeted sample size for this initial feasibility trial was up to 15; we recruited 14 women who 

attended the intervention in 3 groups (one at each state women's prison). Assessments were 

delivered by trained research assistants with bachelor's degrees in public health fields and 

training and ongoing supervision in study assessment measures. Assessments took place at 

study intake (in prison), 6–7 weeks later after the group intervention was completed (prior to 

release), and then at 2, 5, and 8 months after release. Post-release study assessments took 

place in the community at locations that were safe, private, and convenient for participants.

Feasibility and acceptability measures included study recruitment and refusal rates, 

intervention attendance, ability of the interventionists to deliver the intervention adherently 

and competently, rates of intervention completion (attending at least 5 of the 7 scheduled 

group and individual sessions) and drop-out, and participant satisfaction as measured by the 

8-item Client Satisfaction Questionnaire-Revised (CSQ-8-R; Larsen, 1979). An End of 

Intervention Questionnaire (EIQ) was also administered to provide information on the 
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perceived helpfulness and appropriateness of each intervention component. Finally, 

individual exit interviews with participants provided additional information about women's 

comfort with and perceived helpfulness of intervention components; detailed notes were 

taken at each exit interview. CSQ-8-R, EIQ, and exit interviews were administered at 2 

months after prison release.

Primary outcome—The primary outcome was unprotected vaginal or anal sexual 

occasions (USOs) with male partners. This information was obtained from the Timeline 

Followback (TLFB; Sobell, 1980). The TLFB is a calendar assisted structured interview that 

provides a way to cue memory so that accurate recall is enhanced for event-level data. The 

TLFB has been used to assess sexual risk-taking (Stein et al., 2001) with excellent reliability 

and validity (Stein, Charuvastra, Anderson, Sobota, Friedmann, 2002). At baseline and 

follow-up interviews, a detailed, partner-by-partner assessment of sexual behaviors and 

condom use was made for each of the participant's sexual partners. We also used the (TLFB) 

to assess pre-incarceration and post-release drug use and drinking days (a secondary 

outcome). The baseline TLFB assessed USOs and substance use during the 90 days prior to 

incarceration. Post-release TLFB administrations assessed USOs and substance use since 

release or since the previous follow-up. The TLFB was not used to assess sexual behavior or 

substance use during incarceration, as this information is unreliable.

Other secondary outcomes (in addition to substance use) included IV and symptoms of 

PTSD and depression. The Trauma History Questionnaire (THQ; Greene, 1995), a 24-item 

self-report measure, was used to assess lifetime history of traumatic events (at intake) to 

establish study eligibility and to assess for trauma exposure between follow-up assessments. 

We also added the following IV questions that were tracked on the TLFB calendars for each 

TLFB timeframe: (1) “How many times have you been physically assaulted (pushed, kicked, 

beaten or assaulted with a weapon, choked, had something thrown at you)?” (2) “How many 

times has someone forced you into unwanted sexual contact (such as rape, sexual assault, 

inappropriate touching)?” (3) “How many times has someone threatened or coerced you into 

unwanted sex or other sexual contact (e.g., threatening to hurt you, report you to child 

protective services, etc.)?” We also used the self-report Revised Conflict Tactic Scale 

(CTS2; Straus, 1996) to assess partner violence and abuse (including verbal abuse) within a 

woman's sexual relationships (including main, casual, and trading relationships with both 

men and women); every woman reported at least one such relationship. Baseline CTS2 

scores assessed violence and abuse incidents in the year prior to the baseline assessment 

(which included time outside prison and time in prison for most women). Follow-up scores 

reflect partner violence incidents since the previous assessment. It was possible for CTS2 

scores to change while women were still incarcerated because the CTS2 assesses some 

positive relationship behaviors as well as verbal abuse (altercations and threats) which could 

take place by phone. Past-week PTSD symptoms were measured at all assessments using the 

Davidson Trauma Scale (DTS; Davidson et al., 1997), a widely used 17-item self-report 

measure. We used the Quick Inventory of Depressive Symptomatology self-report (QIDS-

SR; Rush, 2003) to assess past-week depressive symptoms at all assessments.

Tertiary outcomes were theorized mediators, and were measured at all assessments. Affect 

management was measured using the Distress Tolerance Scale (Simons, 2005), a 15-item 
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self report measure that assesses perceived ability to tolerate emotional distress, including 

ability to regulate negative affect. Two dimensions of social support were measured. The 12-

item Multidimensional Scale of Perceived Social Support (MSPSS; Zimet, Powell, Farley, 

Werkman, & Berkoff, 1990) assessed general emotional support. An adapted Effectiveness 

in Obtaining Resources Scale (EOR; Sullivan, 1999) assess respondents' effectiveness in 

obtaining resources in 16 areas: housing, education, transportation, employment, legal 

assistance, health care for the woman, physical health, mental health, substance use 

recovery, personal safety/partner violence, children's health, social support, financial issues, 

material goods and services, child care, and any other issue of importance to the woman for 

herself or for her children.

Analyses

Data were double entered with discrepancy resolution. Feasibility and acceptability data are 

presented descriptively. There is no ideal way for dealing with count variables (e.g., USOs, 

substance using days) with only a few cases (n = 14), over several time points. Therefore, 

count variables (USOs and substance using days; see Table 1) were transformed with 

square-root transformations. Continuous variables (listed in Table 2) and transformed count 

variables were then analyzed using two sets of paired t-tests. We compared 2-month post-

release scores (which took place after all intervention sessions were completed) to baseline 

scores, expecting significant differences for all outcomes. We then compared 8-month post-

release scores (which took place at our final follow-up) to 2-month post-release scores, 

expecting no differences for outcomes (i.e., expecting intervention gains to be maintained).

Results

Thirty-six women were approached for study screening between July and October of 2012; 

20 (55%) women expressed interest in study participation. The primary reason given for 

lack of interest at screening was being busy with other classes or work at the prison. Of the 

20 who expressed interest in screening, 6 screened out due to not having unprotected vaginal 

or anal sex with a male partner in the 90 days prior to incarceration (n = 2) and to releasing 

too soon, too late, or outside RI or MA (n = 4). Follow-up rates for the 14 enrolled 

participants were 86% at the post-intervention assessment (2 women released earlier than 

expected), 93% at 2 months post-release, 86% at 5 months post-release, and 93% at 8 

months post-release.

At baseline, the average age of the 14 enrolled participants was 35.6 (range 23–47). Three 

(21%) identified as African-American and two (17%) identified as Hispanic. Five (36%) 

were married or living with someone as if married. Half were employed prior to coming to 

prison; all made less than $30,000 of legal income per year prior to prison, and ten (71%) 

made less than $10,000 per year. At baseline, they had been incarcerated a median of 8 

weeks (range 4–506); all but 2 had been incarcerated for less than a year. All but one woman 

reported prior convictions (range 1–30). A majority (9; 64%) met criteria for current PTSD 

as assessed by the SCID-IV (First, Spitzer, Gibbons, & Williams, 1996). Most (n = 13; 93%) 

met SCID-IV criteria for dependence on at least one substance in the year before 
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incarceration, including alcohol (57%), cocaine (50%), opiates (21%), cannabis (14%), and 

sedatives/anxiolytics (7%).

Feasibility and Acceptability

Treatment attendance was perfect (all group and both pre-release and post-release individual 

sessions attended) for 12 women; the other 2 were released from prison early (one after 3 

group sessions and one after 4 group sessions) and did not complete the post-release 

individual session. Therefore, all women but the two who were released early were 

considered to be “treatment completers.” Overall satisfaction (CSQ-8-R total) scores ranged 

from 24–32 (mean 30, SD = 3.1) on an 8–32 scale. EIQ results indicated that, on a scale 

from 1 = very harmful to 7 = very much, participants found the intervention very helpful 

(6.9), said they learned useful skills overall (6.9), and said that the intervention was 

somewhat to very likely to help them practice safe sex and reduce chances of contracting 

HIV/STIs in the future (6.7).

Intervention components—Helpfulness of each intervention component was rated on an 

EIQ scale from 1 = very harmful to 7 = very helpful. Mean ratings for intervention 

components from most to least helpful were: Session 2: How to use male and female 

condoms and negotiating safe sex (6.9); Session 1: Information on HIV and STIs (6.8); 

Session 3: Drugs, alcohol, and violence and how to reduce your risk (6.8); individual 

meetings with the interventionists (6.8); Session 4: Communication skills (6.4); Session 5: 

Violence prevention (6.4). Written answers to the question “what did you like most about 

the intervention?” reflected having good teachers (n = 2), being listened to and having 

questions answered without being judged, being offered information in a way that felt 

genuinely helpful, not forced, the group discussions, the safe sex kit and resources, and 

information on managing relationships when angry, HIV testing and female condoms, STIs 

and what they look like, and learning many ways to protect oneself from harm.

Feedback from exit interviews to refine the intervention—When asked which 

specific discussion or activity in the group “had the most positive impact on you personally” 

during exit interviews, five women mentioned the graphic pictures of each STI, both to 

know what each disease looked like and because “they make you want to use a condom.” 

Three mentioned interpersonal support and power components of the intervention. 

Specifically, they mentioned (1) an exercise to identify potential community supports (“My 

support system is small, but it's very very strong. This exercise helped me feel more 

supported, like a safety net”); (2) information on partner violence; and (3) work on setting 

healthy boundaries (“How to take care of yourself. Learning that you are the most important 

and you have to look out for you, and how to manage manipulation and guilt in 

relationships.”) Two women mentioned statistics about how common STIs are and about 

“what drugs do to you,” and another two mentioned the female condom demonstrations as 

the most helpful. When asked about impactful events in individual sessions, participants said 

it was very helpful to have interventionists sit down and go through the study's community 

resource lists (e.g., STI testing, housing, substance use treatment, food, employment) with 

them individually, especially given that they experienced the counselors as non-judgmental, 

caring, and concerned about helping women find resources to address their needs. When we 
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asked each woman about her comfort level with and how helpful she found practice with the 

male and female models and condoms in prison, a few women said it was “awkward,” but 

that interventionists' humor helped. Most women felt these exercises were helpful for 

understanding how to use the female condom in particular, even if it was initially 

uncomfortable for some. Most participants said that they preferred the small-group format 

(3–5 women) over an individual format (“I like listening to other people's opinions in the 

group”) or a larger-group format. Most also felt that the number of intervention sessions was 

about right; however, a few would have liked more post-release individual sessions.

Ability of study interventionists to deliver the intervention with fidelity—
Interventionists' average general competence score (i.e., reflecting warmth, praise, caring, 

engaging women in conversation) for rated sessions was 5.3 on a 1–6 scale. Interventionists 

completed an average of 98% of rated intervention components, with a mean component 

competence (i.e., how well was the skill taught) of 5.7 on a 1–6 scale.

Pre-post and follow-up outcomes

Count outcomes (Table 1)—USOs (per unincarcerated day) decreased significantly 

from baseline (which assessed the 90 days prior to the index incarceration) to the 2 month 

follow-up (t = −2.45, df = 12, p = .03); these gains did not change significantly between the 

2 month and the 8 month follow-ups (t = .33, df = 11, p = .75; see Table 1). Substance using 

days (including drug using and drinking days per unincarcerated day) had a trend decrease 

from baseline to the 2 month follow-up (t = −2.15, df = 12, p = .053), with no difference 

between the 2 month and 8 month follow-ups (t = .29, df = 11, p = .78; see Table 2).

Of women reporting TLFB interpersonal violence (IV) data at each time point, 36% (4 of 

11) had at least one IV experience as measured by the TLFB in the 90 days prior to the 

index incarceration, with 8% (1 of 12), 8% (1 of 12), and 33% (4 of 12) reporting at least 

one IV experience in the 2 or 3 month periods covered by the 2 month, 5 month, and 8 

month follow-ups, respectively. As assessed by the THQ, most (12 of 14; 86%) had 

experienced lifetime physical violence or abuse at baseline; 4 of 13 (31%) had these 

experiences at any time during the 8-month post-release follow-up period. Most (11 of 14; 

79%) had been victims of sexual violence or abuse (lifetime) at baseline; none (of 13) 

reported these experiences during the 8-month post-release follow-up period.

Continuous outcomes (Table 2)—PTSD symptoms (DTS scores) decreased 

significantly from baseline to 2-month follow-up (t = −2.27, df = 12, p = .04); gains were 

maintained from the 2 month to the 8 month follow-ups (t = −.62, df = 11, p = .55; see Table 

2). Depressive symptoms (QIDS-SR scores) followed the same pattern (t = −2.87, df = 12, p 

= .01 for baseline to 2 month follow-up; t = .00, df = 11, p = 1.00 for 2 month to 8 month 

follow-up). There was a trend (t = −1.97, df = 2, p = .07) for distress tolerance (Distress 

Tolerance Scale scores) to improve from baseline to 2-month follow-up, with no difference 

between 2 month and 8 month follow-up (t = 1.04, df = 10, p = .32). General emotional 

support (MSPSS scores) did not change over either time period. However, number of areas 

of need (as identified on the EOR) decreased significantly from intake to the 2 month 

follow-up (t = −3.58, df = 12, p = .004; gains maintained from 2 month to 8 month follow-
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up, t = .00, df = 10, p = 1.00) and effectiveness of efforts to obtaining resources in areas of 

need increased significantly during this time period (t = 3.29, df = 12, p = .006; effectiveness 

scores were similar at 5 months, but dropped by the 8 month follow-up relative to the 2 

month, t = −2.3, df = 10, p = .047).

Partner violence victimization and perpetration (assessed using the CTS-2 victimization and 

perpetration total scores) decreased significantly from baseline to the 2-month post-release 

follow-up (t = −3.51, df = 12, p = .004 and t = −6.21, df = 12, p < .001, respectively). The 

fact that baseline scores reflected incidents over 12 months, and the 2-month post-release 

scores reflected incidents over only 2 months may explain the observed differences. 

However, comparisons between partner abuse episodes in the 6 weeks the intervention was 

taking place and the 2 months after it ended also showed trend-significant reductions in 

women's perpetration (t = −2.14, df = 11, p = .06) and victimization scores (t = 1.97, df = 11, 

p = .08), even though the latter time period was longer. Victimization and perpetration did 

not change significantly (i.e., remained lower) between the 2 month and the 8 month follow-

up periods (which each reflected a 2–3 month window of time; t = .74, df = 11, p = .48 for 

victimization and t = .74, df = 11, p = .47 for perpetration).

Discussion

Our enhancement of a brief, user-friendly, skills-building, gender-specific HIV prevention 

intervention (the Women's CoOp; Wechsberg et al., 2004) to include trauma-specific 

intervention components (skills to increase affect management and social support) 

represents the first trauma-focused HIV prevention intervention for women that directly 

addresses the sequelae of IV (such as affect dysregulation in sexual situations) within the 

context of HIV harm reduction and the first to be tested in incarcerated women; an 

underserved and high-impact population of women with their dual risk for HIV/STIs and IV. 

Results of this small uncontrolled pilot study of Women's Prison CoOp intervention among 

women prisoners with lifetime IV who were approaching community re-entry shows 

promise in that the intervention was feasible and acceptable. Participants' number of 

unprotected sexual occasions, PTSD symptoms, and depressive symptoms decreased 

significantly and effectiveness obtaining resources increased significantly from baseline to 

post-release, with trends toward a decrease in substance using days and IV victimization and 

perpetration and an increase in distress tolerance over this period. Women's level of general 

perceived emotional support (as measured by the MSPSS) did not change. Given that 

incarceration itself can produce temporary reductions in risky behavior (i.e., risky sex, 

substance use) immediately following release (Knudson, Staton-Tindall, Oser, Havens, & 

Leukefeld, 2014; Peabody et al., in press), a randomized controlled trial is needed to 

establish the efficacy of this tailored intervention. However, given that IV victimization and 

perpetration, distress tolerance, and access to resources often worsen (Johnson et al., in 

press; Kellett & Willging, 2011; Richie, 2001) as women are released to the community 

from prison, and PTSD and depressive symptoms stay roughly the same (Zlotnick, Johnson, 

& Najavits, 2009; Johnson & Zlotnick, 2012), the observed positive trends for these 

variables from within prison to after release in the current sample are encouraging.

Johnson et al. Page 11

J Interpers Violence. Author manuscript; available in PMC 2016 November 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



When we asked participants about the most helpful aspects of the intervention, many of their 

responses were consistent with our theoretical approach of empowerment; a collaborative 

and non-confrontational approach with an emphasis on information, increasing access to 

resources, and skill building around around self-care and safety planning skills. This finding 

supports the literature which indicates that an empowerment model is a beneficial approach 

for survivors of violence (Dutton, 1992). The most commonly mentioned personally 

impactful part of the group, however, was the graphic STI pictures we included to help 

women identify STIs and which women described as “helpful” but “horrifying.” This was 

unanticipated because negative messages have generally been found to ineffectual or even 

counter-productive in reducing risky behaviors (Albarracin et al., 2005).

Teaching male and female condom use skills in prisons can be challenging, because 

condoms and anatomical models are considered to be “contraband” and are not allowed in 

most prisons. Because most women were not familiar with the female condom, because 

female condoms in particular do not require women to negotiate with potentially violent 

partners, and because prison administrators were invested in helping women be physically 

and sexually safe after release, after discussion, we were allowed to bring female and male 

condoms and models into the prisons for intervention sessions under very tightly controlled 

circumstances. Because of the charged nature of these items in prison, some women found 

them more awkward than usual to work with in prison; however, most women found the 

condom demonstrations and practice to be helpful, especially for the female condom. As the 

trial went on, we learned ways to facilitate condom skills practice in the prisons that 

increased participants' level of comfort, including using humor, having the interventionists 

model the skills in group before having women try them, and adjusting the timing of the 

condom skills practice so the practices did not occur after discussing violence or while 

simultaneously practicing grounding skills, as this was triggering for some women. By the 

end of the trial, the condoms skills practice in the prison facilities was smooth, feasible, 

acceptable, and perceived as helpful by participants.

Strengths of this study include a high-risk, high-need population for HIV prevention 

interventions, a well-specified, manualized intervention with fidelity rating, and high 

intervention completion and study follow-up rates (86% at 8 months after prison release). 

However, this was a small (n = 14) feasibility study. It lacked a control condition. 

Furthermore, the assessment of study outcomes was confounded with a potentially life 

changing event (an incarceration and subsequent release), meaning that there are many 

potential explanations for observed changes in women's behavior and distress other than 

participation in our intervention. Therefore, our pre-post outcome analyses should be 

interpreted with caution. Because of the small sample size, analyses examining maintenance 

of gains from 2 months to 8 months post-release only had the power to detect only large 

changes over time. Generalizability of our findings to women in prison in other parts of the 

country (with more diverse prison populations) is still unknown. However, results to date 

indicate that the intervention is feasible and acceptable and that a subsequent randomized, 

controlled trial (RCT) is warranted. If the Women's Prison CoOp (WPC) intervention is 

found to be efficacious in a subsequent RCT, we anticipate that it could have significant 

implications for HIV/STI prevention efforts for women prisoners with IV and potentially for 
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other women with IV, given that IV is highly prevalent among females and its enduring 

consequences can interfere with sexual safety.
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Table 1

Count outcomes per unincarcerated day in each follow-up period

Prior to prison median 
(SD) n = 14

2 months post-release 
median (SD) n = 13

5 months post-release 
median (SD) n = 12

8 months post-release 
median (SD) n=12

Unprotected sexual 
occasions (TLFB) .46 (.34) .08 (.39) .15 (.37) .12 (.49)

Drug using/drinking days 
(TLFB) .64 (.45) .13 (.41) .02 (.32) .23 (.43)
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Table 2

Continuous outcomes

Intake (in 
prison) mean 
(SD) n = 14

Post-group (in 
prison) mean 
(SD) n = 12

2 months post-
release mean 
(SD) n = 13

5 months post-
release mean 

(SD) n = 12
b

8 months post-
release mean 

(SD) n = 12
b

CTS2 partner violence

  Perpetration
a 58 (28) 49 (32) 31 (16) 33 (11) 38 (31)

  Victimization
a 57 (31) 50 (33) 33 (17) 34 (18) 40 (35)

PTSD symptoms (DTS) 42 (30) 35 (27) 27 (25) 32 (34) 22 (34)

Depressive symptoms (QIDS) 10.3 (5.1) 8.3 (3.8) 7.5 (4.0) 9.8 (5.7) 8.1 (4.2)

Distress Tolerance Scale scores 32 (13) 33 (12) 40 (15) 30 (17) 36 (15)

Social support

  MSPSS 60 (19) 62 (15) 62 (16) 64 (17) 62 (18)

  EOR unmet needs 8.4 (1.9) 7.3 (3.0) 6.5 (1.9) 6.4 (1.5) 6.7 (3.1)

  EOR effectiveness in obtaining 
resources 2.4 (.8) 2.6 (.9) 3.1 (.7) 3.1 (.6) 2.8 (.6)

a
Baseline scores reflect partner violence incidents in the year prior to the baseline assessment (which included time outside prison and time in 

prison for most women). Follow-up scores reflect partner violence incidents since the previous assessment.

b
n = 11 for QIDS and DTS and EOR at 5 months and for the EOR at 8 months
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