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Abstract

Background: The synergistic epidemics of substance use, violence, and HIV/AIDS, also 

known as the SAVA syndemic, disproportionately affects vulnerable women in the United States. 

Methamphetamine use is closely linked with physical and sexual violence, including intimate 

partner violence (IPV), which heightens women’s vulnerability to HIV. This mixed methods study 

examined the prevalence and correlates of violence among women who use methamphetamine, 

(n=209) enrolled in an HIV intervention study in San Diego, California.

Methods: At baseline, 209 women completed an interviewer-administered computer-assisted 

survey. A sub-set of women who reported lifetime IPV (n=18) also participated in qualitative 

interviews to contextualize our understanding of patterns of violence over time.

Results: In the overall cohort, reports of lifetime (66.0%) and past two-month (19.6%) IPV 

were prevalent. Moreover, women reported lifetime physical only (27.3%), sexual only (6.2%), or 
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both forms of violence (50.7%) by multiple perpetrators. Factors independently associated with 

lifetime IPV were having unprotected sex with a steady partner (odds ratio [OR]: 2.50, 95% 

confidence interval [CI]: 1.04, 6.00) and being high on methamphetamine during unprotected sex 

with a steady partner (OR: 2.56, 95% CI: 1.30, 5.09) within the past two months. Our qualitative 

narratives illuminated how IPV in women’s steady relationships often reflects a culmination of 

violent victimization throughout their lifetime which is further exacerbated by methamphetamine 

use and sexual risk through gendered power dynamics.

Conclusions: HIV prevention interventions should address the SAVA syndemic in a holistic 

manner, including the role of methamphetamine use in the context of women’s abusive steady 

relationships.
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Introduction

The synergistic epidemics of substance use, violence, and HIV/AIDS, also known as the 

SAVA syndemic, disproportionately affects marginalized women in the United States.1–5 

First proposed by Merrill Singer,6 a syndemic refers to the constellation of two or more 

epidemics that interact to exacerbate each other.6,7 Taken from the Greek words synergos, 

meaning working together toward a stronger effect, and demos, meaning people, a syndemic 

framework creates a common conceptual language to bridge multidisciplinary perspectives 

and illustrates how mutually reinforcing health and social factors impinge on the wellbeing 

of vulnerable populations.7 Specific to the SAVA syndemic, HIV infections continue to 

rise among women who use drugs,8,9 whom are doubly at risk for HIV infection through 

unprotected sex and unsafe injection.10 These transmission routes may be influenced 

by physical and/or sexual violence by intimate or transactional sex partners.11,12 Taken 

together, the SAVA syndemic describes how the confluence of substance use, violence, and 

HIV/AIDS epidemics interact to create excess burden on vulnerable populations.2,13,14

The mechanistic pathways that define the SAVA syndemic include direct, indirect, and 

bidirectional relationships between components of these epidemics.1,2,15 For example, 

previous literature has supported a bidirectional relationship between drug use and IPV, 

where drug use may facilitate partner violence and whereby IPV may facilitate drug 

use.16–18 Substance use and IPV perpetration has been qualitatively shown to be rooted 

in power and control differentials.19 Additionally, power differentials are influenced by, and 

also a risk factor for substance use.20

The prevalence of lifetime sexual and physical IPV among women who use drugs, 

particularly crack cocaine, are three times higher than women who do not use drugs.10 In the 

limited data that is specific to methamphetamine use, the focus of the current investigation, 

intimate and non-intimate partner violence victimization and perpetration is commonly 

reported by women who use methamphetamine.21–24 It has been documented that cognitive 

effects of methamphetamine use include inhibition of cues that normally control behavior, 
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increased arousability, interference with communication and interpersonal interactions, and 

intensification of emotions.18 Further, methamphetamine use among women has been 

associated with greater risky sexual behavior and HIV/STIs.25–28 Increased HIV risk among 

women who use methamphetamine may be caused by the direct pathway between injection 

drug use and HIV or indirectly via sexual risk behaviors (e.g. unprotected sex, transactional 

and/or concurrent sex partners, sex work, HIV-positive or unknown-status partners).24,29–34 

A number of systematic reviews addressing the SAVA syndemic support the mutually 

reinforcing nature of these epidemics.1,2

The current study focuses on a sample of heterosexual women who use methamphetamine in 

San Diego, CA, USA, a setting with high rates of methamphetamine use, violence, and HIV. 

From 2014-2018, rates of methamphetamine-caused deaths and emergency room visits due 

to methamphetamine use in San Diego have steadily increased (5.4 to 9.8 per 100,000 and 

1,260 to 1,469 per 100,000, respectively).35 Fifty-five percent of methamphetamine users are 

female.32 In San Diego, methamphetamine has become cheaper and easier to access, in part 

due to close proximity to the Mexican border, a port of entry for illegal methamphetamine. 
35 Methamphetamine seizures at the Mexican border port of entry have increased from 5,862 

kilograms in 2014 to 19,171 kilograms in 2018.35 An indication that methamphetamine 

use and violent behaviors intersect is that, among 77 cases reviewed by the San Diego 

Domestic Violence Fatality Review Team between 2006 and 2014, 26% of victims and 

34% of perpetrators had a known history of methamphetamine use.36 San Diego County 

has the third largest population of HIV/AIDS cases in California. In San Diego County, the 

majority of women living with HIV acquired the infection through heterosexual sex (69%) 

and injection drug use (22%);37 however, it is important to note that these statistics do not 

fully take into account the overlap between heterosexual sex and drug use.

The overall objective of our mixed methods study was to examine the prevalence and 

correlates of violence among women who use methamphetamine enrolled in an HIV 

prevention intervention study and draw upon qualitative interviews with a subset of women 

to contextualize patterns of violence over time. We framed our analysis within a SAVA 

syndemic perspective to link the sexual risk behavior and drug use contexts in which 

physical and/or sexual violence occurs by intimate and/or non-intimate partners. Findings 

from this mixed methods study may help inform integrated programs and policies that 

holistically address the SAVA syndemic among women who use methamphetamine.

Methods

This mixed methods study began with a baseline survey from FASTLANE-II, an HIV 

behavioral intervention trial of HIV-negative, heterosexual men and women who use 

methamphetamine in San Diego, CA, followed by semi-structured qualitative interviews 

with a sub-sample of women from FASTLANE-II who reported a lifetime history 

of physical or sexual violence by a current or former intimate partner. We analyzed 

FASTLANE-II quantitative data to examine the prevalence of physical and sexual violence 

and HIV risk correlates of lifetime IPV, then triangulated our findings with the qualitative 

data to understand the lived experience of violence and its intersection with sexual and drug-

related risk for HIV. Representative excerpts were selected from the qualitative transcripts to 
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provide context for the quantitative findings through women’s perspectives. All participants 

were given pseudonyms to protect confidentiality. All participants provided written consent 

and all study procedures received Institutional Review Board approval.

Quantitative Sample and Data Collection (FASTLANE-II)

The FASTLANE-II intervention trial was conducted between 2006 and 2011 and consisted 

of a nine-session, individualized counseling program that used motivational interviewing 

concepts, cognitive behavioral therapy, and social cognitive strategies to reduce sexual 

risk behaviors, methamphetamine use, and depressive symptoms among HIV-negative 

heterosexual men and women who use methamphetamine. Eligible participants were aged 

≥ 18 years, self-identified as heterosexual, reported having unprotected vaginal, anal or 

oral sex with at least one opposite sex partner during the past two months, reported using 

methamphetamine at least twice during the past two months and at least once during the 

past 30 days, and tested HIV-negative at the baseline visit. HIV testing was conducted 

using the OraSure HIV-1 Oral Collection Specimen Device. Recruitment occurred primarily 

through targeted community outreach efforts in areas identified as having high concentration 

of people who use methamphetamine, social marketing (e.g., targeted advertisements in 

newspapers and magazines), and chain referrals. A total of 432 men and women were 

enrolled into the study and completed baseline and follow-up audio computer-assisted self-

interviews (ACASI) questionnaires at 4, 8, and 12 months. Participants were compensated 

$30 at the completion of each interview.

The present study analyzed baseline FASTLANE-II survey data from women only (n=209). 

We examined sociodemographic characteristics, drug use behaviors, sexual risk behaviors, 

physical and sexual violence history, and mental health outcomes. Drug use behaviors 

included type of illicit drugs used, frequency of use, route of administration, and syringe 

sharing practices. Sexual risk behaviors assessed in the past two months included the 

frequency of unprotected vaginal and anal sex acts with spouse/steady partners and 

casual/anonymous partners, substance use before/during unprotected sex with spouse/steady 

partners and casual/anonymous partners, risky sex partners (i.e., HIV-positive, transactional, 

anonymous), and reporting two or more sex partners. Lifetime and recent (i.e., past two 

months) physical and sexual violence was assessed by a series of questions. Lifetime 

physical violence was measured by a single question that asked if the participant “has 
ever been physically abused (hit or assaulted)?” Lifetime sexual violence was measured 

by a single question that asked if the participant “has ever been forced or coerced to 
have sex against their will?” Women with experiences of physical and/or sexual violence 

reported their age and type of perpetrator at first incident, number of violent episodes, and 

relationship to perpetrator for each episode. Lifetime IPV was defined as ever having an 

experience of physical and/or sexual violence by a current or former spouse, live-in, or 

steady partner. Recent physical and sexual violence were defined as having occurred in the 

past two months by a partner (intimate or non-intimate such as casual or anonymous sex 

partner).
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Qualitative Sub-Sample and Data Collection

Between February and September 2011, we recruited women who reported lifetime 

physical and/or sexual IPV in FASTLANE-II to participate in a qualitative study on 

experiences and attitudes toward female-initiated barrier methods (i.e., female condoms, 

vaginal microbicides). We used a two-step process to create a sampling frame. First, 

we generated a list of all women who reported ever experiencing physical and/or sexual 

violence by a current or former intimate partner (i.e., spouse, live-in, or steady partner) in 

the FASTLANE-II baseline assessment. Based on this list, women were then purposively 

sampled to represent maximum variation in ethnicity (i.e., White, African American, and 

Hispanic) and experience using a female condom (those who had reported ever using a 

female condom versus those who had not). Variation in ethnicity was important as the 

FASTLANE-II parent study recruited an ethnically diverse sample. A standard script was 

used to contact eligible participants through phone and/or email to explain the study and 

request participation. Those agreeing to participate provided additional written consent 

and completed the interviews at the FASTLANE-II project offices. While all participants 

enrolled into the qualitative study had a lifetime history of methamphetamine use, some 

participants did not report current methamphetamine use at the time of their participation, as 

required for the FASTLANE-II parent study. This was due to the fact that the qualitative 

study was conducted following the FASTLANE-II intervention, designed to in part, 

reduce methamphetamine use. Hence, some women successfully reduced or stopped using 

methamphetamine following their participation in FASTLANE-II and prior to the qualitative 

study.

We conducted semi-structured interviews on topics that included histories of sexual 

relationships, drug use, partner violence and/or other abusive experiences, contraception 

and HIV prevention, and attitudes towards the female condom and vaginal microbicides. 

Each in-depth interview was digitally recorded and lasted approximately 30-90 minutes. 

Interviewers wrote detailed notes after each interview to summarize key topics and assessed 

the physical and mental health condition of participants. Women were compensated $25 

for their time, given a transportation day pass, and referred to local support services. After 

completing 18 interviews, discussions among the research team concluded that conceptual 

saturation had been reached, whereby we repeatedly heard similar stories and opinions about 

primary and secondary topics of interest and no new information would be elicited through 

further interviews.

Data analysis

Quantitative Analyses—First, we conducted descriptive analyses of prevalence and 

patterns of physical and sexual violence. We then compared the characteristics of women 

who use methamphetamine and who ever experienced lifetime IPV to those who did not, 

using Pearson’s chi-square tests for categorical variables and Wilcoxon rank-sum tests 

for continuous variables. Variables significant at <0.20 were entered into a multivariable 

logistic regression model to identify sexual- and drug-related risk behaviors independently 

associated with experiencing lifetime IPV at a significance level of <0.05. The Akaike 

Information Criterion was used to determine model fit. All analyses were performed using 

SAS version 9.4.
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Qualitative Analyses—All digitally recorded interviews were transcribed verbatim. We 

employed deductive and inductive analytic approaches to analyzing the qualitative interview 

data. First, the principal investigator, qualitative project coordinator, and research assistant 

read through the same selected interview excerpts independently and generated an initial list 

of codes based on the content of the interview guide as well as relevant themes that emerged 

in the transcripts. Second, the team met to construct an initial codebook. Finally, researchers 

independently applied codes to entire transcripts, including identical transcripts to check for 

consistency. Team members met regularly to discuss the transcripts, resolve differences in 

coding assignment, and refine codes as needed. The qualitative project coordinator merged 

the coded data into a single project file and checked the coding for quality control purposes. 

We used MAXQDA software to manage coding and analysis in an integrated system 

(MAXQDA, Berlin, Germany, 2010).

We draw upon the quantitative and qualitative results to examine the prevalence and lived 

experiences of physical and/or sexual violence among heterosexual, HIV-negative women 

who use methamphetamine. Our mixed methods approach employs an explanatory design, 

which looks to the richness of qualitative data to explain or build upon initial quantitative 

descriptive results. Using this design, we provide descriptive statistics of the prevalence of 

violence and build a final multivariable model to identify factors associated with lifetime 

IPV, as well as contextualize and expand upon our understanding of the specific factors 

associated with lifetime experiences of IPV that heighten vulnerable women’s risk for HIV.

Results

Characteristics of Quantitative Sample

Of 209 total women in FASTLANE-II, the average age was 36 years (SD=9.2 years; range: 

18-63). The sample was ethnically diverse with 36.8% White, 26.8% African American/

Black, and 21.1% Latina women; the remaining 15.3% were multiracial or other. The 

majority were unemployed (79.9%). Approximately two-thirds had at least a high school 

diploma and 28.7% had neither a high school nor general equivalency diploma. The majority 

had children under the age of 18 years (74.2%). Only 10.5% of women were married, while 

the majority were either never married (47.9%), separated (15.8%), or widowed or divorced 

(25.8%). Approximately 20% of women were currently living with a spouse or steady sex 

partner, 48.8% were living alone or with another adult person who was not a sex partner, 

14.4% were homeless, and 16.8% had other living arrangements.

Drug Use Patterns—The average age of initiation into methamphetamine use was 19.7 

years (SD=7.2 years). Participants had been using methamphetamine on average for 16.7 

years (SD=9.0 years). The median number of days in the past month in which women had 

used methamphetamine was 15 (interquartile range (IQR), 6-22) and approximately half 

of the women were binge users of methamphetamine, defined as using large quantities of 

methamphetamine for a period of time until one runs out of drugs or physically cannot 

continue. In the past two months, women injected methamphetamine or some combination 

of methamphetamine (e.g., methamphetamine and heroin) a median of 5 times (IQR, 

2-20). Approximately 75% of women had ever used other illicit drugs, including heroin 
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(29.7%), cocaine (70.3%), heroin and cocaine mixed together (14.8%), and heroin and 

methamphetamine mixed together (12.9%). Of the 75.0% of women with a lifetime history 

of using other hard drug use, 39.0% used one or more of these drugs in the past month and 

11.0% used one or more in the past week.

Physical and/or Sexual Partner Violence—Of the 209 women, the overall lifetime 

prevalence of physical and/or sexual violence perpetrated by intimate partners was 66.0%; 

in the past two months the prevalence was 19.6%. In the past two months, physical and/or 

sexual violence by a casual partner or stranger was reported among 8.6% of women. 

When examining physical and sexual partner violence individually, the overall prevalence 

of physical partner violence in the past two months was 22.1% and the overall prevalence 

of sexual partner violence in the past two months was 8.6%. The most commonly reported 

perpetrator of physical partner violence was a spouse or live-in partner (29.7%) and steady 

partner (14.8%). The most commonly reported perpetrator of sexual partner violence was a 

spouse or live-in (8.1%) and stranger (7.4%).

Characteristics of Qualitative Sub-Sample

Table 1 compares the characteristics of women in the quantitative sample with the 

characteristics of women in the qualitative sample. The 18 women who experienced lifetime 

IPV and participated in the qualitative interviews were slightly older than the overall 

quantitative sample, with an average age of nearly 40 years (range: 26-57). The women were 

ethnically diverse, comprised of seven white, six African American/Black, one Asian, and 

four Latina women. Eight women reported methamphetamine use in the past two months. 

The remaining ten women were no longer actively using methamphetamine at the time of 

their qualitative interviews. Thirteen women were involved in a relationship at the time of 

the interview. Half of the eight women who actively used methamphetamine were currently 

involved in an intimate relationship. Condom use, particularly in the context of steady 

relationships was inconsistent. With the exception of age and current methamphetamine 

use, there were no significant differences on demographic characteristics between the 

quantitative and qualitative samples of women.

Violence Victimization History

Physical Violence—Of the 209 total women from the quantitative sample, 27.3% 

reported ever experiencing physical violence only, 6.2% reported sexual violence only, 

50.7% had experienced both physical and sexual violence, and 15.8% had never experienced 

physical or sexual violence. Among 165 women reporting ever experiencing physical 

violence, the median number of times these incidents occurred was 10 (IQR, 4-22) and 

the median number of people that perpetrated physical violence against these women was 

3 (IQR, 2-5). Forty-two percent of these women were last physically abused in the past 

year, 35.2% between one and five years ago, and 22.4% more than five years ago. The 

median age at the first physically abusive incident was 14 years (IQR, 11-19 years). The 

most commonly reported perpetrator of any physical abuse incident was an intimate partner 

(spouse, boyfriend, or regular partner; 78.7%), followed by male relatives (21.9%).
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With the exception of one woman, all participants in the qualitative sub-sample experienced 

lifetime physical violence. Three of these women were currently in a relationship with an 

abusive partner. Reflective of the quantitative data, women often endured revictimization, 

multiple experiences with abuse throughout their life and were more likely to report recent 

physical violence compared to sexual violence. Nellie was physically abused as a child by 

her parents, which shaped her experiences with intimate relationships as an adult, “almost 

all” of whom were physically abusive:

I was starting off as a kid, being abused, you don’t want to be hit, you just want 

them to be happy so that they don’t hit you so they don’t get mad, ya know. So you 

get into a relationship, you want your partner to be happy, you don’t want them to 

be mad or hit you. So it’s like, okay, you just kinda go with it.

Women discussed a range of violent experiences, which were primarily perpetrated by 

sexual partners. Women described experiences of being beaten, choked, stabbed, and 

threatened with further physical violence and death. Several women had multiple abusive 

relationships, such as Briana who said her controlling ex-husband frequently beat her:

[He] was very abusive. He liked to choke me while he was having sex. He beat the 

shit out of me so bad that one day … I had make up covering it and I had a hat 

and big glasses on, but that didn’t hide the fact that I looked like a meat cleaver was 

taken in my face ‘cause I was swollen everywhere. … he says I’m still his wife ‘til 

death. And he means it ‘cause he’s tried to put me six feet under.

Amy was the youngest qualitative participant and one of three women in a current physically 

abusive relationship. She relies on her partner for a place to stay stating:

If you’re a woman and you’re using and you don’t have a place to stay and you’re 

couch hopping, you have to deal with constantly being barraged by men wanting 

to fuck you…His apartment provides me a place where I can stay, get high. At any 

moment he could decide that he wants to kick me out. But then when he kicks me 

out, ta da, I’m on the street.

Amy also described the power and control that exists in her current relationship:

There’s a power-control thing between me and him where I like it where he’s 

running after me. And when he’s not, I’m like, “What’s going on?” So I manipulate 

the situation, not that I may even really want him but just so I get that attention or 

something.

Amy used methamphetamine daily, with and without her partner. She described their 

addiction as:

I’m in that point in my addiction that my self-esteem and my mind has been twisted 

up. He has a lot of his own head issues that he needs to deal with in his own 

addiction that he needs to deal with too.

She discussed how the violence in her relationship recently escalated:

He lost it and he locked the door, I had a black eye, I couldn’t really eat, like 

it hurt for me to move my jaw. I was curled up in the fetal position as he was 
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kicking me in my side and smashing my face into the couch, telling me that I was 

going to die… I was pretty, pretty scared for my life at that point. So, why I would 

be even speaking to him again …? I don’t know because I’m in that point in my 

addiction…my self-esteem and over the past year and what not, my mind has been 

twisted up (sighs).

Of the other two women who reported current physical abuse, one said she was trying 

to ”get clean” and leave her partner. She explained that she needed to “get clean to have a 

better mindset to leave the relationship”. They had a long history of violence, and although 

he had not been physical with her recently, she called him a “narcissist” who blamed her 

for everything. The other woman called her relationship “an endless cycle of violence and 

psychological abuse,” which she felt was related to both her and her partner’s drug use. She 

explained that she planned to stay with him until he began serving time in prison because it 

was a safer way to leave the relationship rather than risk more violence if she told him she 

wanted to leave.

Sexual Violence—Of the 209 total women from the quantitative sample, 120 women 

reported sexual violence in their lifetime at a median of 3 times (IQR, 1-6) with a median of 

3 different perpetrators (IQR, 1-5). Twenty-one percent of these women were last sexually 

abused in the past two years, 9.7% between two and five years ago, 49.2% more than five 

years ago, and the remaining 20.1% did not report the last time they experienced sexual 

abuse. The median age at the first sexually abusive incident was 19 years (IQR, 16-24 

years). The most commonly reported perpetrators of sexual violence were strangers (40.1%), 

some other type of perpetrator (37.5%), and male relatives (30.0%). Twenty-four percent 

reported intimate partners as the perpetrator. Fewer women reported sexual clients and 

female relatives as perpetrators (4.2% and 3.3%, respectively).

Among the qualitative sub-sample of 18 women, 72.2% reported lifetime sexual violence, 

some of whom reported multiple assaults. Ten of the women had been raped or molested 

when they were minors. Early experiences were typically perpetrated by family contacts. 

Bernice was first molested by a family member and later repeatedly victimized by her 

mother’s new husband when she went to work. Cases of rape that occurred mostly between 

the late teenage years to late 20’s were often perpetrated by strangers, such as Monica who 

was brutally raped at age 28 by a stranger who broke into her home in the middle of the 

night.

Other women linked their drug use to environments where sexual violence occurred. Gloria 

has survived multiple rapes during her lifetime, including violent kidnapping and gang rape. 

When she was younger, she went through a period of heavy heroin injection use and traded 

sex for many years to support her habit. Gloria described being kidnapped and physically 

and sexually tortured, and how these events were related to drug use:

It was extremely violent. He broke my jaw. He broke my wrist um yeah it was not 

nice. He held me for 4 days, repeatedly raped and sodomized me. So, you know, 

you, you get into that kind of behavior and it’s kind of uh a vicious cycle because, 

I mean, honestly, who wants to think about that, you know. I am a multiple rape 

survivor um for many years I think the heroin helped dull… some of the stuff I 
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got to deal with…Also, when I was prostituting I got gang raped by a group of 

men, gang bangers basically, and contracted syphilis and gonorrhea from that route. 

So, I’ll always be paying for that. So ultimately you have to look at it and say if I 

hadn’t been using [drugs]…I wouldn’t have been engaging in that kind of behavior 

so. You have to own your part of it.

Amy described her most recent experience of rape perpetrated by an acquaintance in the 

context of unstable housing and drug use:

After being high and awake for five days, I went into this set up that this guy’s 

house, you know, he had a room. And that’s it. So there’s a bed. I laid down. I 

remember sitting down on the bed and at some point like laying back. When I woke 

up, my pants were down and I was under the covers and things felt different down 

there. I asked him, you know, “Did we have sex?” He was like, “Yeah, you don’t 

remember?”

Amy then described how she dealt with this event:

I didn’t acknowledge it at the time…I see rape as something that signifies that I am 

a weak female. And so for me to acknowledge that maybe that it happened to me 

makes me feel things that I don’t like. So I didn’t acknowledge it.

Amy ended up living with this man for a couple of months. She finally left him and 

rekindled a relationship with a former partner (also a mutual friend of the previous abusive 

boyfriend), to whom she confessed what had happened to her. Amy described how her new 

partner reacted:

…constantly chastised me and, and called me a whore and a slut and a fucking, 

you know, piece of shit because I fucked his friend. And doesn’t believe that it 

happened and he doesn’t even know that I stayed with his friend as long as I did. 

And definitely would not understand that and said that it was my fault because I 

shouldn’t have been there in the first place which enrages me because that’s the 

whole, “Oh, I was asking for it?”, you know. Like no, a woman doesn’t ask for it, 

okay?

Other cases of sexual violence by intimate partners tended to involve manipulation and 

sexual coercion, which were typically tied to methamphetamine use. Monica’s shared that 

her current partner coerced her into having sex when he was high, even if she cried and 

pleaded with him that she did not want to continue. Ella said she was in “a really sick 

relationship” with a previous partner that involved mental and physical abuse, who would 

also manipulate her with drugs and guilt her into having sex because he provided her with a 

place to live.

SAVA Syndemic Effects: Sexual- and Drug-Related HIV Risk and Lifetime 
IPV—To assess the syndemic effects of sexual- and drug-related HIV risk behaviors 

and experiences of IPV among women, we examined the violence victimization histories 

of all women in the quantitative FASTLANE-II sample. Specifically, we compared 

sociodemographics, substance use behaviors, and sexual risk behaviors of women with 

lifetime experience of IPV to those without IPV (Table 1). Groups did not differ in regard 
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to their sociodemographic characteristics or substance use behaviors. In terms of sexual 

risk behaviors, compared to women without a history of IPV, women with a history of 

IPV were significantly more likely to report unprotected vaginal and/or anal sex with a 

steady sex partner in the past two months (90% vs. 79%, p=0.04), report being high on 

methamphetamine during unprotected sex with a steady sex partner in the past two months 

(64% vs. 42%, p=0.01), and to be older at the time of a first forced sex incident (median 

age 16 vs. 12 years, p=0.01). Marginal significance was achieved for women reporting an 

anonymous sex partner in the past two months and IPV status (30% vs. 18%, p=0.07). In the 

final multivariable regression model (Table 2), factors independently associated with lifetime 

IPV were having unprotected vaginal and/or anal sex with a steady partner within the past 

two months (odds ratio [OR]: 2.50, 95% Confidence Interval [CI]: 1.04, 6.00) and being 

high on methamphetamine during unprotected sex with a steady partner within the past two 

months (OR: 2.56, 95% CI: 1.30-5.09).

Among women with histories of violent victimization, the cumulative effects of violence 

over the life course and its relation to recent risk behaviors with steady partners was 

highlighted by our quantitative modeling and reflected in our findings from women in our 

qualitative interviews. Nellie, who had experienced a continuum of abuse over her life, 

described that these experiences influenced her current patterns of condom use with her 

partner:

I was starting off as a kid, being abused, you don’t want to be hit, you just want 

them to be happy so that they don’t hit you so they don’t get mad. So you get into 

a relationship you want your partner to be happy, you don’t want them to be mad or 

hit you. So it’s like, okay you just kinda go with it. ‘Oh, okay, I want you to wear 

a condom because…” And then you don’t, or make a big deal about it, I don’t want 

you to get mad, I don’t want you to put your hands on me. So I feel like it [violence 

in previous relationships] has affected my decision-making.

Further, women in our qualitative sub-sample described the role of methamphetamine use 

in the context of gendered power dynamics, resulting in unprotected sex and threats of 

violence. In particular, women discussed that methamphetamine made sexual partners either 

aggressive or crave sex, which often was unprotected and occurred while either or both 

partners were high. Stacy explained how her partner wanted to have unprotected sex with her 

in the midst of verbal abuse:

He never wanted to wear protection… and then he would call me names and I 

would say, “Well why do you want to have sex with me, if I’m such a dirty slut?” 

He’d say, “Cause you’re my dirty slut.”…And sometimes we would be high.

Violet described her abusive partner’s demeanor under the influence of methamphetamine, 

especially as it was related to her requests for him to use condoms:

Sometimes that [being asked to use condoms] is what would really piss him off, 

like I would want him to, to have protection and he would like [say], “No, fuck 

that.” Then he would try, basically like start talking shit. “You’re gonna get the fuck 

out if you don’t give it to me. Ya know, I’m not wearing a fucking condom, and I’m 

not your trick,” and ya know, stuff like that.
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For Violet and others, current experiences with abusive relationships were rooted in drug 

use and gendered power differentials that often played a role in sexual decision-making. As 

Debra who attributed her partner’s physical violence to his traumatic childhood and current 

drug use, acknowledged, “Violence and love and drugs, it all goes hand in hand.”

Discussion

Consistent with the SAVA syndemic framework, our findings illustrated a high prevalence 

of physical and sexual violence across the lifespan among heterosexual women who 

use methamphetamine. Our mixed methods approach described and contextualized the 

synergistic overlap between drug use, violent experiences, sexual HIV risk, and relationship 

dynamics to highlight the complicated lived experience of women’s heightened risk for 

HIV. We situate our discussion within the broader IPV literature to suggest the importance 

of addressing methamphetamine-related violence and conclude by offering suggestions for 

HIV prevention programming targeting the SAVA syndemic.

Over two-thirds of all women in our survey ever experienced physical abuse while over 

half ever experienced sexual abuse. These estimates are higher than other studies focused 

on women who use drugs in the US11 and general female populations.38–40 Supported 

by both quantitative and qualitative data, women who use methamphetamine experienced 

multiple, violent experiences, many of which included overlapping types of abuse (physical, 

sexual, psychological) over the course of the lifespan that were perpetrated by multiple 

partner types (e.g. stranger, sex client, relative, intimate partner). This is not surprising 

given that childhood physical and/or sexual victimization has been found to increase the risk 

for adulthood victimization by any type of perpetrator.41 Moreover, sexual revictimization 

is associated with increased risk for posttraumatic stress disorder and substance use,42 

emphasizing the significant overlap between violence and substance use, as was also 

evidenced by the women’s experiences in our study.

Similar to previous cross-sectional and longitudinal studies,16,43–45 we also found evidence 

of heightened HIV risk for women with experiences of lifetime IPV through unprotected 

vaginal and/or anal sex and drug use while having sex. However, our use of quantitative 

and qualitative methods to focus on women who use methamphetamine not only adds 

prevalence estimates of IPV to the current literature, but through qualitative narratives draws 

out the syndemic connections between drug use and violence in turn, affecting gendered 

power differentials and subsequently, HIV risk. Some women described their use of 

methamphetamine as a primary cause of victimization and risky drug and sex practices (e.g., 

sex work, unprotected sex). Women frequently attributed their victimization by intimate 

partners to their own and their partners’ use of methamphetamine. This highlights how these 

victimization experiences minimized women’s agency to negotiate risk reduction strategies, 

which is consistent with research conducted among female sex workers who use drugs in 

Canada and Mexico.46,47

Manipulation and sexual coercion by intimate partners were also typically tied to 

methamphetamine use. Prolonged methamphetamine use has been found to cause violent 

behavior, anxiety, confusion, insomnia, and paranoia.25 Relative to other drugs such as 
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cocaine, methamphetamine offers a longer lasting high and has even been supported to 

engender higher levels of paranoia as compared to crack.18 Psychotic behaviors including 

auditory hallucinations, mood disturbances, delusions, and paranoia increase risk for 

violence in everyday situations.25 Additionally, methamphetamine use enhances sexual drive 

and libido. Supported by prior research, the role of drugs was apparent through its use 

to cope with violent experiences, as a catalyst to abuse within relationships, and as a 

psychological impediment that places women in risky sexual situations or promotes sexual 

risk-taking.16,48 Taken together, our results suggest that methamphetamine is a critical 

component of the SAVA syndemic among vulnerable women.

Our mixed methods analysis linking sexual and drug-related HIV risk behaviors within 

steady sexual relationships (rather than casual or anonymous) with lifetime IPV has 

important implications for HIV prevention programming. As evidenced in our qualitative 

narratives, women may be continuously exposed to HIV/STIs throughout these steady 

relationships via several linked pathways. First, risk for HIV/STIs increases significantly 

when there are gendered-power differentials and women are unable to negotiate safe sex, 

as in the case of abusive intimate relationships.49,50 Just as reflected in our qualitative 

data, prior research has found that abused women are often unable to negotiate safe sex 

with their partners due to fear of continued violence or limited power in relationships,51,52 

while drug use further contributes to lack of condom negotiation,53,54 a relationship further 

exacerbated in the presence of IPV.55 Second, our findings parallel the literature focused 

on female populations with no history of abuse (e.g., adolescents, sex workers, drug users) 

that has shown rates of condom use with non-primary partners being much higher than 

rates of condom use with primary partners.56–59 Lower rates of condom use have been 

reported by women who use drugs with both their intimate partners and sex clients,60,61 

and unprotected sex often occurs in the context of substance use by both the woman 

and/or her partner.55,60 Third, unstable housing emerged qualitatively as a key factor in 

the interplay between methamphetamine use and IPV. Prior research has quantitatively 

found that physical, sexual, and psychological violence is significantly associated with 

unstable housing.62 IPV experiences can further increase women’s risk for HIV, owing to the 

intertwined nature of substance use, IPV, and sexual risk behaviors through gendered power 

differentials to form the SAVA syndemic.1

Overall, our study helps us understand the role of methamphetamine use in the SAVA 

syndemic among women in San Diego, CA. Locally, violence and methamphetamine use 

continue to be intertwined.36 While the severity of methamphetamine use may be a unique 

attribute of this setting for our study, it may also be that parallel syndemics related to 

methamphetamine or other stimulants remain underreported elsewhere. To our knowledge, 

this is the first investigation to focus on the SAVA syndemic in a population of women who 

use methamphetamine in a geographic setting where HIV, violence, and methamphetamine 

use are significant intersecting public health problems.

Limitations

The current study was limited by the cross-sectional analysis of the quantitative data; the 

sexual- and drug-related risk correlates observed cannot be construed as causal factors. 
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However, a key strength is its mixed methods design that enabled us to draw on qualitative 

data to provide rich context and highlight the interrelationships between substance use, 

violence, and HIV risk. Because the baseline data were collected from a behavioral 

intervention study designed to reduce sexual risk behaviors, methamphetamine use, and 

depressive symptoms among HIV-negative women, our study population consists of women 

who engaged in recent risky sexual- and drug-related risk behaviors. This therefore presents 

a threat to the external validity or generalizability of these study findings to the general 

population. However, given neglect of this population within the IPV literature, in addition 

to evidence that supports high rates of IPV among women in drug treatment facilities,11 

these findings provide insight into IPV among an understudied vulnerable population – 

women who use methamphetamine. Additionally, rather than solely exploring sexual- and 

drug-related associations with IPV, we were able to characterize the frequency, recency, 

and perpetrator for reported physical and sexual abuse incidents. Lastly, because we only 

had data from women, we were unable to assess the SAVA syndemic from both partners’ 

perspectives, which would have supported the importance of couple-based approaches in 

curbing this syndemic as highlighted by previous research.55,63

Implications

This research provides valuable insight into the SAVA syndemic, and how specifically 

methamphetamine use, IPV, and sexual risk-taking behaviors are intertwined. This research 

supports a strong relationship between lifetime and recent IPV, individual and partner drug 

use, gendered power differentials, and sexual risk-taking behaviors (e.g., poor condom 

use) in intimate relationships. Additionally, violent incidents at an early age often led 

to revictimization, which often escalated and permeated in subsequent relationship, and 

structural factors such as unstable housing were tied to drug use and IPV victimization. 

Future research should focus on further contextualizing the cyclical nature of this 

relationship to better understand how the methamphetamine use environment affects IPV, 

gendered power differentials, and HIV risk behavior among women who are dependent on 

their partners for resources such as housing.

The high rates of abuse experienced among women who use methamphetamine enrolled in 

this intervention trial provide further evidence that HIV behavioral interventions should 

address physical and sexual violence in the context of drug use. Findings from this 

study support the development of interventions and programs that incorporate all three 

components of the SAVA syndemic by considering how IPV and drug use promotes 

unsafe sex practices and subsequently the risk of HIV. A prior review underscored the 

need to advance a continuum of multilevel integrated interventions and policies that 

target salient mechanisms of the SAVA syndemic in the US and low-and middle-income 

countries.1 Relevant to at-risk HIV-negative populations, these approaches include stable 

housing for women who use methamphetamine, IPV and methamphetamine screening, 

brief intervention, and referral to methamphetamine treatment and services models that 

can be integrated with HIV counseling and testing; integrated behavioral IPV and HIV 

prevention interventions; extended trauma-informed integrated treatments to prevent HIV; 

and primary prevention community-level or structural models.1 In San Diego County, and 

similar geographical settings with high rates of methamphetamine use and violence, primary 
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and secondary prevention interventions should be inclusive to men and women to provide 

maximal impact on reducing risks associated with the SAVA syndemic.
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