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Abstract

Background: Accumulating evidence suggests that partner violence may be associated with HIV risk behavior and drug use
among women in methadone maintenance treatment programs (MMTPs), yet the mechanisms linking these overlapping problems
remain unclear.  The main purpose of this qualitative study is to explore in detail how drug-related activities and HIV risk behav-
ior occur in the context of a recent episode of partner violence among women in MMTPs.
Methods: We conducted and analyzed in-depth interviews with 31 women who reported having experienced physical or sexual
violence by an intimate partner during the past year.  Guided by existing research, feminist theory and trauma theory, we con-
structed a set of questions which were designed to explore multiple ways in which drug-related activities or HIV risk behavior
may be linked directly or indirectly to the recent event.  To examine the extent and significance of the woman’s and/or her part-
ner’s drug-related activities or sexual HIV risk issues occurring immediately before, during and/or after the most recent event, we
adapted a series of techniques for thematic analysis of qualitative data.
Results: Of the 31 women who reported recent events: 83.8 % (n=26) recalled recent events in which there was some drug-
involvement; 40% (n=13) indicated that both she and her partner were involved in drug-related activities during the most recent
event of partner abuse; 35% (n=11) reported that the partner was drug-involved; and only two women (6.4%) indicated that they
alone had been drug-involved.  One-fifth (19.3%, n=6) of the women indicated that they had used drugs immediately after the
event because they were upset or in physical pain.  One-fifth of the women (n=6) reported that they had coerced, unprotected sex
during or after the most recent incident.
Conclusions: The multiple ways in which the use of mood-altering drugs are related to partner violence and the occurrence of
coerced, unprotected sex underscore the need to design specific interventions for preventing drug relapse, and HIV and HCV
infection among abused women in MMTPs.  Treatment and policy implications of study findings are discussed.
Key Words: Domestic violence, methadone, HIV prevention, hepatitis C, drug use, sexual risk behavior.

Introduction

OVER THE LAST DECADE, emerging evidence has
implicated partner violence as a risk factor for
drug use and HIV risk behavior.  Estimated life-
time rates of partner violence reported by drug-
involved women range from 60 – 75% (1 – 3).
These rates are two to three times higher than the
21 – 34% range found in national surveys of gen-
eral populations of women (4).  Accumulating
evidence has also linked the epidemics of partner
violence and sexually transmitted diseases
(STDs), including human immunodeficiency

virus (HIV) (5 – 12).  Recent research has also
indicated that partner violence and STDs are
associated among women in Methadone Mainte-
nance Treatment Programs (MMTPs) (13, 14).
The relationship between partner violence and
hepatitis C (HCV) has yet to be researched.  HCV
is most commonly transmitted through multi-per-
son use (“sharing”) of drug injection equipment
by drug users (15), however, it may also be sexu-
ally transmitted if a person has genital sores or
sexually transmitted diseases where a possibility
of blood transfer exists.

Although the literature suggests that partner
violence, HIV and drug use are converging epi-
demics, particularly among low-income, urban
women, the mechanisms linking partner violence
to drug use and risk behavior for HIV and HCV
remain unclear.  This lack of clarity has led
researchers to recommend the need for fine-
grained contextual data on the mediating role of
drugs and HIV risk behavior in victimization
experiences (6, 16 – 18).  Understanding how
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partner violence contributes to drug relapse, and
HCV and HIV infection, may provide further
information to aid in the design of more contextu-
ally specific interventions in MMTPs.

Existing research on the relationship between
drug use and partner violence indicates that the
relationship is complex, varying by type and
severity of drug use as well as by whether the
perpetrator, the victim or both are drug-involved
(19, 20).  Over the last two decades, numerous
studies have documented associations between
alcohol use by males and violent behavior toward
their intimate partners (19, 21, 22), and associa-
t ions between male drug use, particularly
crack/cocaine and marijuana use, and partner vio-
lence (23).  Substantial research also suggests that
a woman’s alcohol use increases her risk of being
abused by a partner (24 – 27).  More recent find-
ings suggest a relationship between a woman’s
drug use and abuse by a partner (3, 28 – 31).

Goldstein’s tripartite model (32) linking drug
use and violence lends further insight into this
complex relationship, suggesting that psychophar-
macological, economic compulsive, and systemic
effects of drugs should be considered as factors
contributing to violence.  The more traditional
psychopharmacological explanation posits that
substance use acts to disinhibit violent behavior.
More recent research has focused on how sub-
stance use induces cognitive disruption, which
impairs the individual’s ability to process social
interactions (33).  Other researchers, however,
have argued that drug use is an instrument of
domination and control used to excuse the exer-
cise of violence against intimates (34, 35).

Economic compulsive violence occurs when
the drug user engages in violent crimes to support
costly drug use or when violence erupts as a
result of conflict over procuring drugs (32).  Eco-
nomic compulsive violence may emerge in inti-
mate relationships when drug users fail to supply
their intimate partners with drugs, when they
argue about spending money on drugs, or when
they steal drugs or money from each other.  Sys-
temic violence refers to the patterns of social
interactions within the system of drug distribution
and use that are predisposed to violence (32).
Systemic violence may erupt in intimate relation-
ships in the form of disputes over splitting drugs.

Similarly, research on the relationship
between partner violence and HIV indicates mul-
tiple, bi-directional linkages.  Studies have found
that compared to non-abused women, abused
women are less likely to report using condoms
(11, 13); they are more likely to report partner-
related risk behaviors — e.g., having sex with an

injecting drug user (IDU), an HIV-infected part-
ner, or a partner who has had sex with more than
one partner (6, 13, 36) — and more likely to
report having more than one partner themselves
or exchanging sex for money (6, 13).  Recent
research conversely suggests that disclosure of
positive HIV serostatus was associated with spe-
cific incidents of partner violence among a
nationally representative probability sample of
2,864 HIV-infected women (12).

Qualitative research may further explain the
multi-dimensional, bi-directional associations
which have been found between partner violence,
drug use, and HIV, and provide information so
that intervention strategies can be made that are
more effective in reducing drug relapse, and both
HIV and HCV risk among abused women in drug
treatment.  The purpose of this study was to: (a)
briefly describe background characteristics, cur-
rent drug use, and sexual and physical partner
violence as measured by the Revised Conflict
Tactics Scale (37) and sexual and drug-related
risk behavior; (b) elicit detailed information on
different contexts in which drug-related activities
and HIV risk behavior occurred immediately
prior to, during or after a recent episode of part-
ner violence among a sample of 31 abused
women in MMTPs, using data from in-depth nar-
rative interviews; (c) provide detailed recent
event analysis using three case examples; and (d)
discuss implications of study findings with
respect to policy and practice at MMTPs.

Methods

Recruitment and Eligibility

Data were drawn from a National Institute on
Drug Abuse (NIDA) funded study to examine the
relationships between HIV-risk behavior, drug
abuse and intimate-partner violence in women
enrolled in MMTPs.  This study had two phases:
a qualitative phase, consisting of focus groups
and in-depth interviews; and a longitudinal quan-
titative phase.  Women were recruited from three
MMTPs in New York City.  Between May and
December 1997, twenty-minute structured, face-
to-face interviews were conducted with 251
women for screening purposes to determine
whether they met eligibility criteria for the quali-
tative phase of the study.

To be eligible, women needed to report that
they were between the ages of 18 and 55; had
been on methadone for at least three months; had
an intimate sexual partner in the past year; and
had experienced physical or sexual abuse by
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someone who they considered to be a boyfriend,
spouse, father of their children or ex-spouse.  Of
these eligible women, 68 women participated in
focus groups.  A subsample of 38 women from
the focus groups was selected randomly to partic-
ipate in in-depth narrative interviews.  Data for
the present study were drawn from 31 women
who had completed data on a recent event of part-
ner violence.

Trained female research assistants conducted
interviews in private rooms on-site at the
methadone clinic.  The interview lasted about two
hours.  During the first 15 minutes, we read a
consent form to the participants which detailed
the purpose of the study, confidentiality proce-
dures and their rights as research participants, and
then asked the participants to sign the form.  The
institutional review board of the participating
methadone maintenance treatment program
approved the protocol for this study.  The last 15
minutes of the interview were reserved as a
debriefing period.  During this time, we assessed
the needs and made referrals for women who
exhibited signs of distress during the interview or
who expressed a need for help.  We presented the
women with a handbook of services in their com-
munity (e.g., housing, domestic violence services,
job training, counseling, and gynecological care)
and encouraged them to call us if they needed fur-
ther help with referrals.  At the end of the inter-
view, participants were paid $20 as compensation.

Data Collection

In order to ensure that the interviewers did
not overly influence or construct respondents’
accounts of their experiences and beliefs, inter-
viewers allowed the participants’ responses to
direct the flow of the interview — using active
probes to keep the interview on target (38).

The interview protocol consisted of two parts.
The first portion of the interview covered a range
of topics designed to illuminate aspects of the
personal biographies of the respondents and their
intimate sexual partners, their histories of victim-
ization, substance use and HIV-risk behavior, the
history and nature of their intimate relationship,
and the nature of their interpersonal relationships
in general.  We did not ask questions about HCV
risk behavior apart from HIV risk behavior.  In
the second portion of the in-depth interview, each
respondent was asked to reconstruct the interac-
tions that occurred within her most recent event
of partner abuse.  After a respondent was given
the opportunity to recount the event in her own
words, the interviewer used a series of probes to

elicit details regarding key transitional moments
of the interaction described.  Several scholars
have focused on violent event data in their
research because of the analytic advantages that
the approach affords (39 – 41).  We chose this
approach because it allows us to capture detailed
descriptions of the contexts in which partner vio-
lence occurs.  In addition, this event data helps us
to understand the specific processes involved in
violence, HIV risk and drug-related behaviors
under study.

Our inquiry into these recent events of partner
violence was influenced by existing research cited
in the above sources, as well as by feminist the-
ory and trauma theory.  Feminist theory holds that
an imbalance of power and control between
women and men in intimate relationships may
increase the risk of partner violence and unsafe
behaviors that put women at r isk for HIV
(42 – 44). Feminist theory also claims gender dis-
crepancies in power and control over procuring,
sharing and using drugs.  Drug-related activities
and HIV risk behaviors take place within a wider
context of culturally based gender role expecta-
tions and structural forces, such as poverty and
racism (45).  Gender power differentials are
intensified even further for women in abusive
relationships (11).  Viewed within this theoretical
framework, intimate violence in drug-related or
HIV risk-related contexts occurs as an extension
of the unequal distribution of power, social status,
and labor between men and women (42, 46 – 48).
Because drug-dependent women often engage in
illicit activities including those that symbolize
sexual availability, they are perceived as violating
traditional gender role norms and are conse-
quently regarded as “low status” women (20, 24,
48).  Their low social status further enables inti-
mate partners to exercise control and power in all
aspects of the relationship, including determining
when, where and how drug use and unprotected
sex will occur, and initiating unprotected sex.

Alternatively, trauma-based theory and
research suggest that when women become
involved in drug-related activities, they are more
likely to be exposed to partner violence and trau-
mas of all kinds, thereby increasing their risk of
post-traumatic stress and future substance abuse
as a self-medicating response to the emotional
and physical pain of the violent traumas.  Accu-
mulating evidence has linked substance abuse to
post-traumatic, stress-related events of all kinds,
including partner violence (16, 49 – 51).  Trauma
theory suggests that the numbing and desensitiz-
ing effects of traumatic experiences like partner
violence may enhance the likelihood of women
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engaging in a wide range of risky behaviors,
including having unprotected sex with risky part-
ners (52, 53).  The consequences of not pursuing
protection with a partner may loom small for a
woman who has experienced multiple traumas.

Guided by existing research, feminist theory
and trauma theory, we constructed a set of ques-
tions with respect to the recent event, which were
designed to explore: (a) the extent to which drug-
related activities (i.e., procuring, sharing and using
drugs) of the woman and/or her partner occurred
before, during or immediately after the violent
event; (b) the participant’s perception as to the sig-
nificance of these drug-related activities in trigger-
ing or escalating the violent event; (c) the extent to
which HIV risk issues (i.e., request for condom
use, disclosure of STDs, refusal to use condoms,
insistence on sharing needles) occurred immedi-
ately prior to the event and the participant’s per-
ception of how significant a role the issue played
in triggering or escalating the violence; and (d) the
extent to which the event itself involved HIV risk
behavior (i.e., forced or unwanted, unprotected
sex, injecting drug use).  Feminist theory also
guided our questions about situations in which the
low social status of drug-involved women and
negative stigma associated with their drug and
alcohol use may have served as a pretext for their
partners’ emotional and physical abuse.  Trauma
theory informed our inquiry about situations in
which women used drugs or alcohol to recover
from the physical or emotional pain after an abu-
sive episode.  We differentiated patterns of vio-
lence by type of drug (i.e., heroin, crack/cocaine,
and alcohol) and by whether the woman, her part-
ner or both were involved in or abstaining from
drug-related activities.

Study Limitations

Material presented here is meant to be sugges-
tive.  Sampling procedures and number of partici-
pants are insufficient to render data that may be
generalizable.  Further, several factors may have
influenced the ability of women to recall and dis-
close specific details about the event.  First, the
time frame in which the experiences of abuse and
drug use were recounted varied considerably, as
some women discussed past relationships, some
current long-term relationships, and some relation-
ships that had started relatively recently.  This
variation in time frames may have differentially
affected the ability of the women to recall.  Sec-
ond, several women reported that they had been
high during the event, which may have further
affected their recollection of the event.  Finally,

some women may have been reluctant to disclose
their drug use or HIV risk behaviors to interview-
ers, due to social desirability reasons or fear of
jeopardizing their status in the MMTP.  In order to
lessen the bias that might be derived from the per-
ception that research staff were “clinic insiders,”
we, as interviewers, were careful to establish that
the study had no connection with the operation of
the methadone clinic and that, as researchers, we
followed strict confidentiality procedures.

Data Analysis

Each interview was audiotaped and tran-
scribed verbatim.  Interview data were coded
using a modification of the methods developed by
several researchers (54 – 56).  The following steps
were taken.  First, all the interviews were summa-
rized to develop an overview of the data.  Second,
based on these summaries, a list of the topical
areas represented in the data was composed.  Seg-
ments of the transcripts were coded under these
topic headings using NuDist (Non-numerical
Unstructured Data Indexing, Searching and Theo-
rizing) software.

Then, in order to examine the extent and sig-
nificance of the woman’s and/or her partner’s
drug-related activities or HIV risk issues occur-
ring immediately before, during and/or after the
most recent event of violence, we adapted a series
of techniques developed by Boyatzis (56) for the-
matic analysis of qualitative data.  According to
Boyatzis, “thematic analysis enables scholars,
observers, or practitioners to use a wide variety of
types of information in a systematic manner that
increases their accuracy or sensitivity in under-
standing and interpreting observations about peo-
ple, events [and] situations.”  We compared
themes that we had identified from a close read-
ing of cases within each subsample.  Themes con-
sist of generalized statements by respondents
about experiences, behavior, beliefs, attitudes,
values, or sentiments (55, 56).  Lists of emerging
themes were also compared across subsamples at
intervals during the analysis.  Finally, the themes
generated from each subsample were compared
for all the cases.  In addition to this event analysis
among the 31 participants, we selected three case
studies which are representative of some of the
general themes that emerged from the data
regarding how drug-related activities and HIV
risk behavior evolve and play out in tandem with
partner violence.  In these case studies, names
have been substituted and any personal identify-
ing information has been removed to protect the
confidentiality of the participants.
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Results

Socio-demographic Background

As shown in Table 1, the majority of partici-
pants were Latina (51.6%) and African-American
(29.0%).  The average age of the participants was
37.  Fewer than one-third (29.0 %) were married
or had common-law relationships, but three-quar-
ters of the women (74.0%) had children under the
age of 18.  Only two women (6.5%) were cur-
rently employed.  More than three-quarters
(77.4%) of the women reported that they hadn’t
had enough money to buy food in the past year
and one-quarter (25.8%) indicated that they had
been homeless in the past year.

Partner Violence

The vast majority of the sample (87.0%)
reported experiencing a minor physical assault
from an intimate partner in the past year, based on
the Revised Conflict Tactics Scale, and more than
half (58.0%) indicated that they had experienced
a severe physical assault in the past year (Table
2).  Almost two-thirds (64.5%) reported experi-
encing a minor sexual coercion from an intimate
partner in the past year and 12.9% indicated
severe sexual coercion.  One-third (32.3%)
reported experiencing severe physical injury from
an intimate partner in the past year.

Drug Use and HIV and HCV Risk

Almost one-third (29.0%) had used heroin in
the past 90 days and 41.9% had used
crack/cocaine (Table 3).  More than one-third

(35.4%) reported drinking alcohol one or more
times per week.  One-fifth (19.4%) indicated that
they had injected drugs in the past year.  Nearly
two-thirds (61.2%) reported that their partner had
a substance abuse problem.  Three-quarters
(74.1%) reported having had sex in the past 90
days.  Sixty percent (60%) had never used a con-

TABLE 1
Background Characteristics of Participants (n=31)

Age — in years 37.8 ± 6.15

Ethnicity (n) (%)
African-American 9 29.0
Latina 16 51.6
White 5 16.1
Other 1 3.2

Marital Status
Single 22 70.9
Married or common-law 9 29.1

Have children under age of 18 23 74.2
Less than high school education 16 51.6
Currently employed 2 6.5
Homeless in the past year 8 25.8
Not enough money to buy food 24 77.4

in past year

TABLE 2
Prevalence of Partner Violence in the Past Year as Measured

by Revised Conflicts Tactics Scale
(n=31)

Revised Conflict Tactics Subscale n %

Minor physical assault 27 87.0
Severe physical assault 18 58.0

Minor Sexual Coercion 20 64.5
Severe Sexual Coercion 4 12.9

Minor Injury 14 35.1
Severe Injury 10 32.3

TABLE 3
Drug Use and HIV Risk Characteristics of Participants

(n=31)

Characteristic n %

Heroin use in the past 90 days 9 29.0
Crack/cocaine use in the past 90 days 13 41.9
Alcohol use one or more times a week 11 35.4

in the past 90 days
Injecting drugs in the past year 6 19.4
Partner has a substance abuse problem 19 61.2
Had sex in the past 90 days 23 74.1

Never used condoms during sex in the 14 60.0
past 90 days

Exchanged sex for money/drugs in the 6 19.4
past 90 days

Had sex with >1 partner in the past 90 days 6 19.4
Had sex with an HIV+ partner in the past 5 16.1
90 days
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dom with their main intimate partner.  One-fifth
(19.4%) indicated that they had exchanged sex for
money or drugs during the past 90 days.  Another
one-fifth (19.4%) indicated that they had had sex
with more than one partner in the past 90 days,
and 16.1% reported having had sex with an HIV-
positive partner.

Recent Event Analysis

Table 4 shows the frequency of different
drug-related activities occurring immediately
before, during or immediately after recent events
of partner violence.  Of the thirty-one women
who reported recent events, 83.9% percent (n=26)
recalled events in which there was some drug-
involvement; 40% (n=13) indicated that both they
and their partners were involved in drug-related
activities; 35% (n=11) reported that their partners
had used drugs or alcohol or were trying to get
money to procure drugs; and only two women
(6.4%) indicated that they alone had used drugs
or alcohol.  One-fifth (19.3%) of the women
(n=6) indicated that they had used drugs immedi-
ately after the event because they were upset or in
physical pain.  The use of drugs after an abusive
event to calm down or to alleviate physical pain
lends some credence to a trauma theory approach
to explaining the violence drug use nexus.

Crack/cocaine was the most prevalent drug
that the women reported using immediately
before, during or immediately after the most
recent violent event.  One-fifth (19.3%) of the
women indicated crack/cocaine use in conjunc-
tion with the most recent violent episode; in com-
parison, one-tenth reported heroin use and 6.4%
reported alcohol use.  For male partners, however,
alcohol and crack/cocaine use were the most
prevalent substances reported in conjunction with
the most recent violent episode.  Almost one-third
of the women (29%) indicated that their partners
were drinking immediately before or during the
episode.  One-quarter (25.8%) also reported that
their partners had used crack/cocaine and 6.4%
indicated that their partners were high or going
through withdrawal from heroin.

In addition to the effects of drug and alcohol
use, other drug-related factors were mentioned in
conjunction with the most violent episode,
although they were less prominent.  Four women
(12.9%) indicated that their partner’s negative
comments about their drug use triggered the con-
flict.  This type of verbal abuse, which reinforces
the low social status of drug-involved women,
was mentioned frequently in the focus groups for
this study (57) and has been noted in other quali-

tative studies (45, 58).  Three women (9.6%)
reported that an argument over their partners’ ask-
ing for money or spending money on drugs set off
or escalated the most recent violent event.  This
type of conflict suggests the presence of eco-
nomic compulsive violence outlined in Gold-
stein’s tripartite model (1985) (32).  In addition,
two women indicated that conflicts over procur-
ing or splitting drugs set off or escalated the most
recent violent event, which is typical of the sys-
temic violence from drug use in Goldstein’s
model (1985) (32).

In terms of HIV risk behavior, one-fifth of the
women (n=6) reported that they had had
unwanted sex during or after the most recent inci-
dent.  None of these women reported using con-
doms during these incidents.  None of the women
reported that the recent incidents were triggered

TABLE 4
Frequency of Drug-Related Activities and HIV Risk-Related

Issues Immediately Before, During or Immediately After Most
Recent Event of Partner Violence (n=31)

Drug-related activities before, n %
during or after event

1. Any drug involvement by woman
and/or partner 26 83.9

2. Drug involvement by woman and 13 41.9
partner

3. Drug involvement by partner only 11 35.5
4. Drug involvement by woman only 2 6.4

Woman’s drug use before, during or after event
1. Woman’s crack/cocaine use 6 19.3
2. Woman’s heroin use 3 9.6
3. Woman’s alcohol use 2 6.4
4. Any drug use by woman immediately 6 19.3

after event

Partner’s drug use before, during or after event
1. Partner’s crack/cocaine use 8 25.8
2. Partner’s heroin use 2 6.4
3. Partner’s alcohol use 9 29.0

Other drug-related involvement before or
during event

1. Arguments over partner spending 3 9.6
money for drugs

2. Partner upset about woman’s drug or 4 12.9 
alcohol use

3. Arguments over procuring or splitting 2 6.4 
drugs

Occurrence of HIV risk in conjunction with event
1. Forced or unwanted, unprotected sex 6 19.3
2. Disclosure of an STD 0 —
3. Conflicts over condom use requests 0 — 

or refusals
4. Accusations of having outside affairs 9 29.0
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by disclosure of a sexually transmitted disease or
conflict over using condoms.  The lack of conflict
over condom use may be related to the fact that
few women reported that they had ever used con-
doms with their main partners.  The occurrence of
rape and low rate of ever using condoms with
one’s main partner may indicate that the need to
protect oneself against HIV or HCV among this
sample of abused women is overridden by the
more pressing need to avoid violence.

The low rate of condom use among this group
of women is of particular concern, given that two-
thirds (67.7%, n=21) reported that they have had
outside relationships or suspected that their part-
ners have had outside relationships.  In fact,
almost one-third of the women (29%, n=9)
reported that accusations of outside affairs trig-
gered the most recent episode of abuse.

Case Studies

We selected three case studies which illustrate
a range of the multiple ways in which drug-related
activities and HIV risk-related issues insert them-
selves into episodes of partner violence.  The case
studies also provide the interpersonal and broader
social context in which events occur.

Case 1

Elaine and Mike met in drug circles.  They
did crack and heroin, and both hustled to bring
drugs for each other.  During their relationship,
Elaine’s habit stayed pretty much the same, but
Mike’s habit got worse.  As he became more
addicted, he became more abusive.  Elaine attrib-
utes much of his abuse to the drug use, although
she admits that drug use also made her “mean”
verbally.

The most recent event started over an argu-
ment as to whether Elaine should have an abor-
tion.  Elaine accused Mike of spending money on
drugs rather than giving her money for an abor-
tion.  Mike claimed that he did not want her to
end the pregnancy.  They had an extended verbal
argument.  On the day of the fight, Elaine had
done crack and heroin, and Mike had been smok-
ing crack all day long.  Elaine indicated that at the
time of the fight she was not high, but she was
physically exhausted and felt that the drug use
had contributed to her feeling emotionally broken
down.  Mike, who was high on crack at the time,
then started punching the walls and throwing
things.  When she tried to leave, he shoved her
very forcefully away from the door and prevented
her from exiting.

The fight ended when she threatened that she
would never see him again if he did not let her
go.  Elaine indicated that Mike had turned violent
because he had felt cornered by her accusations
and that the crack had intensified those feelings.
Immediately after the event, Elaine reported that
she sniffed more heroin to calm down and had
asked her friend to bring her some Valium.

In this particular event, drug use is integral to
the context in which the abuse evolves and plays
out, most directly in terms of the effect of crack
use on Mike’s violent response to Elaine’s accu-
sations and on Elaine’s need to use heroin and
Valium after the event.  Elaine’s state of exhaus-
tion from drug use and the conflict over spending
their money on Mike’s drug use rather than the
abortion also played a role in escalating the con-
flict into violence.  Although HIV risk behavior
was not directly linked to this event, their argu-
ment over whether or not to terminate Elaine’s
pregnancy demonstrates how HIV risk behavior
may be related to wider conflicts over contracep-
tion and reproduction.  This case illustrates the
inherent difficulties of introducing condom use to
couples like Elaine and Mike, where the male
partner wants to have children and maintain con-
trol of reproduction decisions.

Case 2

Lenore and Ron have been together on and
off for 20 years.  They have four children together
but are no longer living with each other.  Ron
introduced Lenore to heroin shortly after their
first baby was born.  He told her that heroin
would increase her sex drive.  Lenore believed
that heroin did improve their sex life.  She has
been using heroin for the last ten years, although
she has reduced her intake significantly since she
entered methadone treatment two years ago.
Lenore has never used condoms with Ron, even
though she has had outside partners over the last
three years.  She claims that asking Ron to use a
condom would make him think that she is having
affairs, even though Ron has also had outside
relationships while they have been together.
Lenore is worried that if Ron ever found out
about these affairs, he would kill her.  She tested
negative for HIV a couple of years ago, but he
has never been tested.

During the most recent episode of violence,
Lenore indicated that both she and Ron were high
on heroin.  They were lying in bed after having
had vaginal sex, when Ron attempted to have anal
sex.  Lenore refused, but Ron yanked her ponytail
and tr ied to penetrate by force.  She then
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screamed and threatened to kill him, at which
point he stopped.  Lenore was so furious at Ron
after this incident that she refused to have sex
with him.  One week later, when she was getting
out of the shower, he threw her down on the bed
and forced her to have vaginal intercourse.

For both Ron and Lenore, heroin has had
strong sexual associations.  In this event,
expectancies about heroin use and sexual desire
may have fueled Ron’s attempt to force anal sex.
Ron might have felt that his attempt to force anal
sex while high on heroin would be forgiven.  This
explanation is consistent with the view that drug
use is an instrument of domination and control
used to excuse the exercise of violence against
intimates (34, 35).  Or alternatively, Ron might
have misjudged cues, assuming that Lenore
wouldn’t object to having anal sex because she
was high on heroin, which is more consistent with
the psychopharmacological explanation that sub-
stance use induces cognitive disruption, which
impairs the ability to process social interactions
(33).

This event is laced with HIV implications.
Unprotected anal sex is a particularly risky act.
This event also involved a forceful attempt on
Ron’s part to restore sexual relations as a way of
countering Lenore’s refusal to have sex.  The risk
factors for HIV for Lenore and Ron are numer-
ous.  They have never used condoms with each
other although both have had outside partners in
the last three years, and both have had a long his-
tory of injecting drug use.

Case 3

The third case involves Rosa and her husband
of 8 years, Juan.  She had left Juan two months
prior to the interview.  Their relationship started
to fall apart when Rosa stopped doing drugs.  She
lost her attraction for him and had less to say to
him.  She was more reluctant to give him any
money.  Juan suspected that her withdrawal of
affection was a sign that she was seeing another
man and became increasingly abusive.  Rosa is
HIV positive, and Juan has so far tested HIV neg-
ative.  According to Rosa, Juan doesn’t care if he
gets the virus.  He refuses to use male condoms
— occasionally she has been able to use a female
condom with him, but not consistently.  Juan has
had outside relationships, but Rosa has not.

The most recent event was triggered when
Juan, who was drunk at the time, demanded
money from Rosa for drugs.  Rosa refused
because she had planned to use the money to take
her kids to the movies.  Juan responded, “You

ain’t going nowhere, you f— bitch” and hit her
hard in the face, causing her to crash into a
steampipe.  After the event she moved out to her
mother’s home, but after three days she was feel-
ing lonely and, thinking that maybe she could
work things out with Juan, she went back to the
apartment.  After talking to him and realizing that
the relationship would not work, she started to
pack her bags.  When it became clear to Juan that
she intended to leave him for good, Rosa said that
he grabbed her by the hair, threw her down and
started choking her.  Rosa began to cry and told
him that she wouldn’t leave him.  He stopped and
told her he wanted to make love to her.  She real-
ized that she had no choice but to consent,
although she said it made her feel dirty and hurt.
They did not use condoms.  Rosa then told him
she had to go get her methadone.  At this point she
went with her kids to the battered women’s shelter.

In this case, unprotected sex and drug
involvement were integral to the way the abuse
unfolded.  For Rosa as well as Lenore, having sex
after the event was critical to the cycle of contri-
tion, a sign that the abuse was forgiven and nor-
mal relations resumed.  Yet for these women, hav-
ing unprotected sex after abuse was experienced
as an unwanted but necessary act for avoiding
further conflict.  Clearly, in Rosa’s case, refusing
unprotected sex would have meant risking further
life-threatening abuse.

For women like Rosa, the competing pres-
sures of having to finance their partner’s drug
needs and to run a household inevitably forces
them to make difficult decisions.  Do they spend
their dwindling dollars on their children or on
preventing their partner from going through with-
drawal?  For some abused women in our sample,
this kind of “economic compulsive” violence was
chronic, with devastating repercussions of hunger,
homelessness and loss of children to placement.

The success or failure of a woman’s efforts to
enter drug treatment or abstain from drugs will
depend largely on the extent to which she has
extricated herself from the influence of drug-
using relationships.  Yet this can be dangerous for
women like Rosa, who are in abusive relation-
ships.  After she entered drug treatment, Juan’s
abuse escalated.  Her attempt to leave drugs
behind was perceived by Juan not only as a threat
to the whole context of intimacy in their relation-
ship but also as a threat to his access to drugs.

Discussion

By any measure, the prevalence of recent
drug use, particularly crack/cocaine use and HIV
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risk behavior among this sample of abused
women is disconcertingly high.  The event analy-
sis of recent episodes of partner violence in this
study further suggests that drug-related activities
played a significant role in contributing to and
recovering from partner violence among this sam-
ple of women in MMTPs.  Although no direct
evidence implicated requests or refusals over con-
dom use as a trigger for the most recent episode
of partner violence, the underlying pervasive con-
text of fear of partner violence may have pre-
empted any negotiation of condom use.  The mul-
tiple ways in which drugs inserted themselves
into episodes of partner violence and the occur-
rence of coerced, unprotected sex during or after
these episodes raises serious concerns about
addressing relapse, and HIV and HCV prevention,
among abused women in MMTPs.

The findings of this study suggest that the
relationship between drug-related activities and
partner violence is multi-faceted and complex.
Consistent with the psychopharmacological
explanations afforded by Goldstein’s tripartite
model (32), women in our sample attributed their
experiences of abuse to their partner’s drug use
and to a lesser extent to their own drug use.  For
women, crack/cocaine use was most often impli-
cated in partner violence episodes; whereas for
male partners, alcohol and crack/cocaine use were
the primary drugs cited in connection with partner
violence episodes.  Although a few women
believed that their partners used drugs and alco-
hol as a way of excusing their violent behavior,
most women believed that the pharmacological
effects of drugs or alcohol unleashed their part-
ner’s violence or distorted their judgment or per-
ception of situations, leading to violence.

Conflicts over spending money and procuring
drugs were also cited as a trigger for partner vio-
lence episodes, consistent with economic compul-
sive explanation of violence (32).  These conflicts
often stemmed from an imbalance in gender role
expectations, in which women were expected to
provide drugs for their partners at the expense of
their own needs and their children’s needs.  Many
women in our sample felt that their partners
demanded more from them and treated them
worse because of their tarred reputation as drug-
using women.  Other researchers have also sug-
gested that the low social status of drug-using
women exacerbates the power imbalance in inti-
mate relationships (20, 24, 48).  Although only
two women indicated conflicts over procuring or
sharing drugs in the partner violence episodes
reported in the in-depth interviews, many women
in this study suggested that fights with their part-

ner over how to divide drugs played a significant
role in their victimization (57), consistent with a
systemic explanation of violence (32).

Women were able to identify bi-directional
connections between their drug use and their
experiences of abuse.  Most notably, several
women indicated that they used drugs to alleviate
the physical and emotional pain from the abuse,
consistent with trauma theory.  For women such
as Elaine, the immediate use of drugs to calm
down after an event may represent a “learned”
response over years of coping with frequent
stressful or traumatic situations.  As long as drug
use remains a primary coping mechanism in
response to experiencing partner abuse, relapse is
inevitable and termination of violence in the rela-
tionship is unlikely.

Women in this study are at very high risk of
contracting HIV and HCV, for multiple reasons.
Only a minority of our sample have ever used
condoms with their partners although a majority
reported that they or their partners have had out-
side relationships.  Furthermore, one-fifth of the
women injected drugs in the past year; another
one-fifth of the women indicated that they had
exchanged sex for money or drugs in the past 90
days, and almost one-fifth reported having had
sex with an HIV-positive partner in the past 90
days.

Couples like the ones in the case studies pre-
sent a serious challenge to HIV and HCV preven-
tion efforts for many reasons.  First, how do you
introduce condom use in an abusive relationship,
when condom use connotes outside affairs and
any hint of other lovers is a powder keg for vio-
lence?  Jealousy and suspicion of affairs played a
significant role in triggering episodes of partner
violence in this study.  Even if a woman suspects
infidelity, injection drug use, or other risk indica-
tors, requesting that her partner use condoms or
get tested for HIV may signal a lack of trust or
caring on her part (59 – 61), may imply to her
partner that she herself has engaged in other risky
behaviors, and may threaten the stability of the
partnership, increasing the likelihood of a violent
outcome (62).  Second, drug-involved poor
women in power-imbalanced relationships, such
as the women in our sample, perceive or face
potential negative economic, social, and other
acute consequences for denying sex to their part-
ners or insisting on condom use (63 – 65).  Third,
given the wider constellation of pressing prob-
lems such as extreme poverty, homelessness, and
loss of children to placement that many drug-
involved women confront, their concern over
HIV or HCV and their motivation to use condoms
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may rank low in priority (62).  Moreover, for
some women who subscribe to traditional gender
roles, requesting or insisting that a man use a con-
dom or get an HIV test runs against the grain of
broader cultural norms which discourage women
from talking about sex, initiating sexual practices,
or otherwise controlling an intimate heterosexual
encounter (64, 66 – 68).  Weighing the benefit of
using condoms against these potentially negative
consequences (e.g., violence, loss of economic
resources and compromised social status), it is not
surprising that so few women in our sample had
ever used condoms with their partners, despite
their substantial risk of contracting HIV.

Health and social service personnel need to
consider the multiple reasons why abused, drug-
involved women do not use condoms.  The stan-
dard skills taught to empower women to negotiate
condom use with their partners is clearly con-
traindicated for abused women because of the
potential violence they may encounter in response
to suggesting condom use.

Because this study did not ask separate ques-
tions about risk behavior for HCV, we can only
speculate how partner violence may be linked to
HCV, based on the findings related to HIV risk.
Clearly, this sample of women is at risk of HCV
by virtue of their injecting drug use: one-fifth of
the women report recent injection drug use, and
the vast majority have injected drugs in the past.
Further qualitative and quantitative research is
needed to examine the relationship between part-
ner violence and risk behavior, which is more
specific to HCV.  For example, are there types of
violent sex or physical violence involving the
exchange of blood which place women at risk of
HCV?  How does a woman’s disclosure of HCV
to her partner increase her risk of partner vio-
lence?  Does the stress of living with HCV or liv-
ing with an HCV-infected partner increase a
woman’s risk of partner violence?  Do injecting-
related practices (e.g., sharing needles, rinse
water, cookers, cotton, backloading, and front-
loading) vary in abusive and non-abusive intimate
relationships?  Given the host, environmental and
viral factors which favor a rapid spread of HCV
among IDUs (15), the need to explore these type
of questions is especially paramount.

Implications for Treatment and Policy

Understanding how partner violence con-
tributes to HIV and HCV risk and drug use is
important if we are to develop policy, prevention
and treatment strategies that will address more
effectively the constellation of problems that

abused, drug-involved women confront.  Several
prevention and treatment recommendations for
abused women in MMTPs should be considered
from the study findings, including:

1. Instituting routine screening for partner
violence during intake and annual physical
exams— If women are currently involved with
abusive partners, counseling staff should at mini-
mum be trained to develop a safety plan for
women, and to provide referrals for ongoing treat-
ment for problems related to domestic violence.
Failure to address the basic need of safety for
abused, drug-involved women may jeopardize
their recovery.  Women who are dealing with the
dual problems of partner violence and substance
abuse are unlikely to remain in drug treatment as
long as the pull of their drug-dependent, abusive
partner persists.  It is also important for MMTP
staff to understand that an abused woman’s deci-
sion to enter treatment may increase the likeli-
hood of violence if her partner perceives it as a
threat to his access to drugs and the whole context
of intimacy.

2. Providing concrete services (e.g., hous-
ing, job training and placement, and securing
benefits) and enhancing the social support net-
work to increase financial and emotional inde-
pendence of abused women from their part-
ners — Financial and/or emotional dependency
on a partner may impede a woman from leaving
an abusive situation, protecting herself from HIV
and HCV, or refusing to engage in drug-related
activities.  In comparison to the chronic stress
women experience from living in substandard
conditions (e.g., hunger and homelessness), their
concern about protecting themselves against HIV
and HCV, relapse, or abuse may register low in
priority.

3. Addressing underlying trauma and
related stress that many abused, drug-involved
women present— The use of drugs to numb the
physical or emotional pain from a violent episode
underscores the importance of developing alterna-
tive ways of coping with stressful situations and
undoing the “learned response” of drug use.  Fur-
thermore, other research indicates that women
who experience multiple traumas, including part-
ner abuse, and exhibit the presence of post-trau-
matic stress disorder, are more likely to engage in
HIV risk behavior (52 – 54).

4. Raising awareness of the multiple ways
in which drug-related activities increase risk of
partner violence at an individual level as well
as an interpersonal level and broader macro-
level — Using a cognitive behavioral skills build-
ing approach, women may learn to identify and
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avoid drug-related triggers for partner violence as
well as partner-violence-related triggers for drug
relapse and HIV or HCV risk.  By further increas-
ing women’s recognition of  gender discrepancies
in power and control over reproductive and drug-
using practices, women can select more appropri-
ate HIV and relapse-risk-reduction strategies,
which may take into account their immediate
need for safety, but which may ultimately redress
the balance of power and control in their relation-
ship.  Finally, it is critical to raise awareness of
these converging epidemics at a broader commu-
nity level.  Through targeted media and peer net-
work approaches, women and men at risk may
increase their awareness of the devastating impact
of domestic violence, HIV, HCV and substance
abuse on their community.  Such heightened
awareness may lead to increased participation in
community activities and/or organizations that
may further redress these problems by changing
social norms and demanding increased prevention
and treatment resources.

Conclusion

The findings of this study highlight the need
for an integrated service system that can address
the overlapping problems of partner abuse, HIV,
HCV and addiction.  MMTPs have played a piv-
otal role in reducing HIV risk behavior and drug
use among IDUs (69).  MMTPs may be an ideal
setting to launch a contextually specific HIV,
HCV and drug-relapse intervention program for
abused, drug-involved women, given their sub-
stantial experience in HIV and relapse prevention,
their frequent, ongoing contacts with patients, and
the large number of abused women they serve.
Clearly, such an intervention would require fund-
ing more support services than are currently
available in most MMTPs.  In addition to the
social welfare benefits of providing such
enhanced, integrated services, policy makers
should consider the long-term economic costs of
treating the disproportionately high number of
cases of HIV infection, STDs, physical injuries,
substance-abuse-related complications and other
medical problems that abused, drug-involved
women are likely to present.

Acknowledgement

This research was supported by grant DA11027
from the National Institute on Drug Abuse.  We
would like to acknowledge the contributions of
the staff of the Methadone Maintenance Treat-
ment Program at the Beth Israel Medical Center,

New York, for their help in conducting this
study.

References

1. American Medical Association. Violence against women: Rele-
vance for medical practit ioners. JAMA 1992;
267:3184 – 3189.

2. Bennett L, Larson M. Barriers to cooperation between domestic
violence and substance abuse programs. Families in Society
1994; 75:277 – 286.

3. Brewer D, Fleming CB, Haggerty K, Catalano RF. Drug use
predictors of partner violence in opiate dependent women.
Violence Vict 1998; 13(2):107 – 115.

4. Browne A. Violence against women by male partners: Preva-
lence, outcomes, and policy implications. Am Psychol 1993;
48(10):1077 – 1087.

5. Eby KK, Campbell JC, Sullivan CM, Davidson WS. Health
effects of experiences of sexual violence for women with
abusive partners. Health Care Women Int 1995;
16(6):563 – 576.

6. El-Bassel N, Gilbert L, Krishnan S, et al. Partner abuse and drug
risk behavior among women receiving care from emergency
departments. Violence Vict 1999; 13(4):1 – 7.

7. Koss MP, Heslet L. Somatic consequences of violence against
women. Arch Fam Med 1992; 1(1):53 – 59.

8. Morrill A, Ickovics J. Surviving abuse and HIV risk: How
women’s experience of abuse shapes their heterosexual risk
for HIV. Presented at the Eleventh International Conference
on AIDS; 1996 Jul; Vancouver, BC.

9. Plichta S, Abraham C. Violence and gynecologic health in
women <50 years old. Am J Obstet Gynecol 1996;
174(3):903 – 907.

10. Martin S, Matza L, Kupper L, Daly M. Is domestic violence a
risk factor for sexually transmitted diseases among pregnant
women? Presented at the American Public Health Associa-
tion Meeting. Indianapolis (IN); 1997 Nov 12.

11. Wingood G, DiClemente R. The effects of an abusive primary
partner on the condom use and sexual negotiation practices
of African-American women. Am J Public Health 1997;
87(6):1016 – 1018.

12. Zierler S, Cunningham W, Andersen R, et al. Violence victim-
ization after HIV infection in a U.S. probability sample of
adult patients in primary care. Am J Public Health 2000;
90(2):208 – 215.

13. Gilbert L, El-Bassel N, Schilling R, et al. Partner violence and
sexual HIV risk behaviors among women in methadone
treatment. AIDS and Behavior.  In press.

14. El-Bassel N, Gilbert L, Rajah V, et al. Fear and violence: Rais-
ing the HIV stakes. AIDS Educ Prev 2000; 12(2):154 – 170.

15. Hagan H, Des Jarlais D. HIV and HCV infection among inject-
ing drug users. Mt Sinai J Med 2000; 67:423 – 428.

16. Kilpatrick D, Acierno R, Resnick H, et al. A 2-year longitudinal
analysis of the relationships between violent assault and sub-
stance use in women. J Consult Clin Psychol 1997;
65(5):834 – 837.

17. Goldstein P, Bellucci P, Spunt B, Miller T. Volume of cocaine
use and violence: A comparison between men and women. J
Drug Issues 1991; 21(2):345 – 367.

18. Fagan J. Interactions among drugs, alcohol, and violence. Health
Aff 1993; 12(4):65 – 78.

19. Hotaling G, Sugarman D. An analysis of risk markers in hus-
band to wife violence: The current state of knowledge. Vio-
lence Vict 1986; 1(2):101 – 124.



Vol. 67 Nos. 5 & 6 DRUG USE, HIV, HCV, AND PARTNER VIOLENCE—GILBERT 463

20. Cantor GK, Asdigian N. When women are under the influence:
Does drinking or drug use by women provoke beatings by
men? Recent Dev Alcohol 1997; 13:315 – 336.

21. Byles JA. Violence, alcohol problems and other problems in dis-
integrating families. J Stud Alcohol 1978; 39(3):551 – 553.

22. Leonard K, Bromet E, Parkinson D, et al. Patterns of alcohol
use and physically aggressive behavior in men. J Stud Alco-
hol 1985; 46(4):279 – 282.

23. Pan HS, Neidig PH, O’Leary KD. Predicting mild and severe
husband-to-wife physical aggression. J Consult Clin Psychol
1994; 62(5):975 – 981.

24. Miller BA. The interrelationships between alcohol and drugs
and family violence. National Institute of Drug Abuse Mono-
graph. NIDA. Washington (DC): U.S. Government Printing
Press; 1990. Report No.: 103, 177-207.

25. Abbot J, Johnson R, Koziol-McLain J, Lowenstein S. Domestic
violence against women: Incidence and prevalence in emer-
gency department populations. JAMA 1995;
273:1763 – 1767.

26. Miller BA, Downs WR, Testa M. Interrelationships between vic-
timization experiences and women’s alcohol use. J Stud
Alcohol 1993; 11:109 – 117.

27. Fagan J, Wexler S. Crime at home and in the streets. Violence
Vict 1987; 2(1):5 – 23.

28. Berenson AB, Stiglich NJ, Wilkinson GS, Anderson GD. Drug
abuse and other risk factors for physical abuse in pregnancy
among white non-Hispanic, black, and Hispanic women. Am
J Obstet Gynecol 1991; 164:1491 – 1499.

29. Amaro H, Fried L, Cabral H, Zuckerman B. Violence during
pregnancy and substance use. Am J Public Health 1990;
80:575 – 579.

30. Paone D, Chavkin W, Willets I, et al. The impact of sexual
abuse: Implications for drug treatment. J Womens Health
1992; 1:149 – 153.

31. El-Bassel N, Gilbert L, Wada T, et al. Drug abuse and partner
violence among women in methadone treatment. J Fam Vio-
lence 2000; 15(3):209 – 225.

32. Goldstein PJ. The drugs/violence nexus: A tripartite conceptual
framework. J Drug Issues 1985; 15(4):493 – 506.

33. Brown T, Werk A, Caplan T, Seraganian P. Violent substance
abusers in domestic violence treatment. Violence Vict 1999;
14:179 – 190.

34. Gelles RJ. Through a sociological lens: Social structure and
family violence. In: Gelles RJ, Loseke DR, editors. Current
controversies on family violence. Newbury Park (CA): Sage
Publications; 1993. pp. 31 – 46.

35. Walker L. The battered woman syndrome. New York: Springer;
1984.

36. Van der Straten A, King R, Grinstead O, et al. Couple communi-
cation, sexual coercion and HIV risk reduction in Kigali,
Rwanda. AIDS 1995; 9:935 – 944.

37. Straus M, Hamby S, Boney-McCoy S, Sugarman D. The revised
Conflict Tactics Scales (CTS2): Development and prelimi-
nary psychometric data. J Fam Issues 1996; 17(3):283 – 316.

38. Mishler E. Research interviewing: Context and narrative. Cam-
bridge (MA): Harvard University Press; 1986.

39. Dobash R, Dobash R. Violence against wives: A case against the
patriarchy. New York: Free Press; 1979.

40. Luckenbill D. Homicide as a situated transaction. Soc Probl
1977; 25:176 – 186.

41. Fagan J, Wilkinson D. Firearms and youth violence. In: Stoff D,
Belinger J, Maser J, editors. Handbook of adolescent vio-
lence. New York: Wiley; 1997.

42. Amaro H. Love, sex, and power: Considering women’s realities
in HIV prevention. Am Psychol 1995; 50:437 – 447.

43. Sugarman D, Aldarondo E, Boney-McCoy S. Risk marker
analysis of husband-to-wife violence: A continuum of
aggression. J Appl Social Psychology 1996; 26:313 – 337.

44. Zierler S, Krieger N. Reframing women’s risk: Social inequali-
ties and HIV infection. Annu Rev Public Health 1997;
18:401 – 436.

45. Sterk C. Fast lives: Women who use crack cocaine. Philadelphia
(PA): Temple Press; 1999.

46. Miller J. Gender and power on the streets. J Contemp Ethnogra-
phy 1995; 23:427 – 452.

47. Booth R, Koester S, Pinto F. Gender differences in sex-risk
behaviors, economic livelihood and self-concept among drug
injectors and crack smokers. Am J Addict 1995; 4:313 – 322.

48. Rosenbaum M. Women on heroin. New Brunswick (NJ): Rut-
gers University Press; 1981.

49. Hein D, Levin FR. Trauma and trauma-related disorders for
women on methadone: Prevalence and treatment considera-
tions. J Psychoactive Drugs 1994; 26(4):421 – 429.

50. Roberts G, Lawrence J, Williams G, Raphael B. The impact of
domestic violence on women’s health. Aust N Z J Public
Health 1998; 22:796 – 801.

51. Dansky B, Saladin M, Brady K, et al. Prevalence of victimiza-
tion and posttraumatic stress disorder among women with
substance use disorders: Comparison of telephone and in-
person assessment samples. Int J Addict 1995;
30(9):1079 – 1099.

52. Fullilove M, Lown A, Fullilove R. Crack “hos and skeezers”:
Traumatic experiences of women crack users. J Sex Res
1992; 29:275 – 287.

53. Koss M, Dinero T. Discriminant analysis of risk factors for sex-
ual victimization among a national sample of college
women. J Consult Clin Psychol 1989; 57(2):242 – 250.

54. Strauss A. Qualitative analysis for social scientists. New York:
Cambridge University Press; 1987.

55. Luborsky M. The identification and analysis of patterns and
themes. In: Gubrium J, Snakar A, editors. Qualitative meth-
ods in aging research. New York: Sage Publications; 1994.

56. Boyatzis R. Transforming qualitative data: Thematic analysis
and code development. Thousand Oaks (CA): Sage; 1998.

57. Gilbert L, El-Bassel N, Rajah V, et al. Patterns of drug use and
partner violence among women on methadone. Presented at
the American Public Health Association, 126th Annual Meet-
ing and Exposition. 1998 Nov; Washington, DC.

58. Rosenbaum A, O’Leary KD. Marital violence: Characteristics of
abusive couples. J Consult Clin Psychol 1981; 49:63 – 71.

59. Kelly JA, Kalichman S. Increased attention to human sexuality
can improve HIV-AIDS prevention efforts: Key research
issues and directions. J Consult Clin Psychol 1995;
63:907 – 918.

60. Kelly JA, Murphy DA, Bahr GR, et al. Factors associated with
severity of depression and high-risk sexual behavior among
persons diagnosed with Human Immunodeficiency Virus
(HIV) infection. Health Psychol 1993; 12(3):215 – 219.

61. Sobo E. Finance, romance, social support and condom use
among impoverished inner-city women. Hum Organ 1995;
54:115 – 128.

62. O’Leary A, Wingood G. Interventions for sexually active hetero-
sexual women. In: Peterson J, DiClemente R, editors. Hand-
book of HIV prevention. AIDS prevention and mental health.
New York: Kluwer Academic/Plenum Publishers; 2000.
pp.179 – 197.

63. Cochran SD. Women and HIV infection: Issues in prevention
and behavior change. In: Mays VM, Albee GW, Schneider
SF, editors. Primary prevention of AIDS: Psychological
approaches. Newbury Park (CA): Sage; 1989. pp. 309 – 327.


