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Abstract

Background: Using data from HIV Prevention Trials Network 064, a multisite, observational cohort study conducted
to estimate HIV incidence rates among women living in areas of high poverty and HIV prevalence in the United
States, we examined the use of HIV risk characteristics to predict emotional abuse, physical violence, and forced sex.
Methods: Participants included 2099 women, 18–44 years of age, who reported unprotected vaginal or anal sex
with a male partner and an additional personal or perceived male partner HIV risk characteristic in the past 6
months. Adjusting for time-varying covariates, generalized estimating equations were used to assess the ability
of HIV risk characteristics to predict violence 6 months later.
Results: Reported analyses were limited to the 1980 study participants who reported having a male sex partner at
that assessment. Exchanging sex, perceived partner concurrency, and perceived partner incarceration were signifi-
cantly predictive of emotional abuse 6 months later (adjusted odds ratio [AOR]: 1.60; 1.59; 1.34, respectively). Prior
sexually transmitted infection diagnosis, exchanging sex, and binge drinking were significantly predictive of physical
violence 6 months later (AOR: 1.62; 1.71; 1.47, respectively). None of the variables measured was significantly
predictive of forced sex.
Conclusions: Strategies that address reducing violence against women should be studied further in the context
of HIV prevention programs.
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Introduction

Almost a quarter of adults living with HIV in the
United States are women.1 HIV among United States

women is concentrated in small geographic pockets of the

South and Northeast that also have high rates of poverty, vio-
lence, substance use, and unmet healthcare, and social ser-
vice needs.1,2 Violence, particularly interpersonal violence,
has received attention as a risk factor for HIV acquisition
through direct pathways between experiencing violence and
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participation in behaviors that increase risk of HIV acquisition,
such as drug and alcohol use during sex, sex work, and con-
domless sex.3–7 Additionally, violence increases HIV risk
through theoretical and psychosocial pathways, such as sup-
porting traditional gender norms that disempower women, im-
pairing communication skills to negotiate safe sex behaviors
that reduce HIV acquisition, and experiencing higher rates of
depression and posttraumatic stress disorder symptomato-
logy.4,6–17,18 Despite strong support for a cross-sectional asso-
ciation between violence against women (VAW) and HIV
acquisition,7,9,11,15,19–26 longitudinal evidence of this relation-
ship, especially among study populations in the United States,
is still lacking.

Of the studies that have investigated the relationship be-
tween VAW and HIV risk with longitudinal designs, several
have limited generalizability due to narrowly defined study
populations, relatively small sample sizes, and measurement
errors caused by combining different types of violence.4,10,27–33

Most of these studies typically examine only the predictive
ability of violence on HIV risk and acquisition rather than
using HIV-related variables to predict violence. This one-
sided analysis of the relationship between violence and HIV
has resulted in a knowledge gap, with little research exam-
ining the predictive ability of HIV-related factors on expe-
riencing violence. Evidence of HIV risk being predictive of
VAW would be particularly valuable for several reasons,
including: (1) nearly 20% of new HIV cases in the United
States are among women, with heterosexual contact being the
primary route of transmission; (2) African American and
Latina women experience disproportionately high rates of
both HIV and VAW; (3) the relative abundance of HIV
prevention efforts compared with violence prevention; (4) the
promise of using HIV programming as an entry point for
addressing VAW; and (5) the evidence of a strong relation-
ship between experiencing violence and acquiring HIV.1,6,34

Moreover, temporal evidence of the ability of personal and
perceived partner HIV risk characteristics to predict sub-
sequent violence is necessary to develop effective inter-
ventions that promote context-specific HIV risk reduction
among vulnerable women.35–38

This article makes a unique contribution to the current
literature by conducting analyses of longitudinal data from an
observational cohort study to explore the predictive ability of
participation in HIV risk-related behaviors and experiencing
violence among women living in selected cities in the United
States who have male sex partners and are at risk for HIV.
Our hypothesis was that selected personal HIV risk charac-
teristics and selected perceived partner HIV risk character-
istics would be predictive of emotional abuse, physical
violence, or forced sex 6 months later. Characteristics were
selected based on evidence of a potential relationship with
violence in the extant literature and/or behavioral theory as
well as their availability in the dataset used.

Methods

Study population

Methodological details and the primary analysis of the
HIV Prevention Trials Network (HPTN) 064 Study have
been published elsewhere.39 HPTN 064 was a multisite, ob-
servational cohort study conducted to estimate HIV incidence
rate among women at risk for HIV acquisition in 10 United

States communities from six geographic areas that were se-
lected based on their high rates of poverty and HIV preva-
lence. HPTN 064 was approved by the Institutional Review
Boards at each of the study sites and collaborating institu-
tions, and a certificate of confidentiality was obtained.
Venue-based recruitment with time-space sampling was used
to recruit more than 2000 participants between May 2009 and
July 2010. Based on time of enrollment, the study followed
participants for either 6 or 12 months. Participants had to: (1)
self-identify as a woman (female by birth) or transgender
(male-to-female) woman; (2) be 18–44 years of age; (3) ac-
cept HIV testing and subsequent results; (4) report unpro-
tected vaginal or anal sex with a male partner in the 6 months
before enrollment, and (5) have at least one additional per-
sonal HIV risk characteristic or have a male sex partner be-
lieved to have at least one HIV risk characteristic in the past 6
months, except for incarceration of the participant or their
partner, which could have occurred in the past 5 years to meet
the additional risk characteristic criteria. Interviewer-
administered screening forms were used to assess eligibility.
An audio computer-assisted self-interview (ACASI) system
was used to collect participant-reported data at baseline and
follow-up assessments (at 6 and 12 months).

Measures

Data from the HPTN 064 baseline, 6-, and 12-month as-
sessments were used for the current study. Outcome variables
were measured at the 6- and 12-month follow-up visits using
three yes/no questions, designed by team experts based on the
needs of the overall study, that succinctly assessed experi-
ences of emotional abuse, physical violence, and forced sex
in the previous 6 months. To assess emotional abuse, par-
ticipants were asked, ‘‘In the last 6 months, have you been
emotionally abused by your partner or someone important to
you? Examples of emotional abuse include: When someone
makes you feel bad about yourself by calling you names,
making you think you are crazy, humiliating you, making you
feel guilty.’’ Experiencing physical violence was determined
by a ‘‘yes’’ response to the question: ‘‘In the last 6 months,
have you been hit, slapped, kicked, or physically hurt by
someone important to you?’’ Forced sex was defined as a
‘‘yes’’ response to the question: ‘‘In the last 6 months, have
you been forced to have any type of sex?’’

Personal and male partner HIV risk characteristics mea-
sured at baseline and at the 6-month follow-up served as the
predictor variables, resulting in a 6-month interval between
the measurement of all the predictor and outcome variables.
Predictor variables were assessed by self-report as occurring
in the past 6 months, unless otherwise noted, and included the
following items: (1) ‘‘Unknown or positive HIV status of last
sex partner,’’ defined as the last time the participant had
vaginal or anal sex with a man whose HIV status was un-
known or was positive. (2) ‘‘Multiple sex partners,’’ defined
as having more than one male sex partner. (3) ‘‘Concurrent
male sex partners,’’ defined as the participant reporting that
she had sex with a man while involved in a sexual relation-
ship with another man during the same time period. (4)
‘‘History of sexually transmitted infection (STI) diagnosis,’’
defined as the participant’s self-report that a doctor or nurse
had told her she had a gonorrhea, syphilis, or chlamydia in-
fection. (5) ‘‘Exchanging sex,’’ defined as the participant



Statistical analysis

To analyze the repeated measures of individual women in
the dataset in this longitudinal study, violence variables were
the outcomes of interest and HIV risk characteristics were the
predictors. HIV predictors were used instead of HIV acqui-
sition because few women seroconverted over the course of
the study.39 We used generalized estimating equations with a
logistic regression (logit) link clustered on the participant
identification and a robust variance estimate. Estimates of
odds ratios and 95% confidence intervals (CIs) were calcu-
lated. Specifically, unadjusted models included violence at 6
or 12 months as the outcome and HIV risk variables mea-
sured 6 months before the outcome measurement as predic-
tors (e.g., the enrollment data served as the baseline for all
subjects for the 6-month assessment; for subjects with 12-
month assessments, their 6-month assessment served as
their baseline). Adjusted models controlled for the effects of
covariates measured at the same time point as the predictor
variables. Significance was set at p < 0.05 and statistical
analysis was performed using SAS 9.2.44 Table 1 details the
demographic characteristics of all 2099 participants enrolled
in HPTN 064. Analyses reported in Table 2 were limited to
the 1980 study participants who reported having a male sex
partner at that assessment.

Results

The most frequent type of violence was emotional abuse,
although all types of abuse declined by similar relative
amounts over time (Table 1). Nearly 23%, 12%, and 4% of
participants reported emotional abuse, physical violence, and
forced sex, respectively, at the 6-month follow-up, whereas
approximately 19%, 11%, and 4% reported those respective
types of abuse at the 12-month follow-up. A new report of
experiencing more than one type of violence at the same as-
sessment was rare (i.e., <3%), except for new reports of expe-
riencing both emotional abuse and physical violence, which 9%
and 8% of participants reported at the 6- and 12-month follow-
ups, respectively.

Nearly all bivariate relationships between HIV risk char-
acteristics and violence were statistically significant (Table 2).
Multivariate analyses adjusting for covariates resulted in
fewer significant associations (Models A2, B2, and C2 in
Table 2). After adjustment, women who reported exchanging
sex (adjusted odds ratio [AOR]: 1.60; 95% CI: 1.20–2.13),
perceived partner concurrency (AOR: 1.58; 95% CI: 1.22–
2.05), or at least one partner who had been incarcerated (AOR:
1.34; 95% CI: 1.03–1.74) were significantly more likely to
report emotional abuse at follow-up assessment 6 months later.
Additionally, multivariate analysis revealed that women who
had a previous STI diagnosis (AOR: 1.62; 95% CI: 1.06–2.48),
exchanged sex (AOR: 1.71; 95% CI: 1.21–2.42), or reported
binge drinking (AOR: 1.47; CI: 1.03–2.09) were significantly
more likely to report physical violence 6 months later. None of
the HIV risk characteristics measured was significantly pre-
dictive of forced sex 6 months later.

Discussion

This longitudinal study found that certain HIV risk char-
acteristics of either the participant or her sex partner(s) in-
creased risk of violence occurring over a 6-month period. Our

reporting that she had sex with a man because she needed 
food, shelter, housing, drugs, or money. (6) ‘‘Weekly drug 
use,’’ defined as at least weekly use of illicit or unprescribed 
drugs (excluding marijuana) in the past 6 months, as assessed 
using a modified version of the World Health Organization’s 
Alcohol, Smoking, and Substance Involvement Screening 
Test. (7) ‘‘Weekly binge drinking,’’ defined as having four or 
more drinks at one time in the past 6 months.40

Participants were also asked at baseline and at the 6-month 
follow-up about the perceived risk characteristics of their last 
three male sex partners in the previous 6 months. Partner HIV 
risk characteristics were reported by participants and in-
cluded the following items: (1) ‘‘Perceived partner concur-
rency,’’ defined as the participant reporting that at least one of 
her male sex partners definitely had sex with another man or 
woman at the same time he was in a sexual relationship with 
her. (2) ‘‘Partner injection drug use,’’ defined as the partici-
pant reporting that she believed at least one male sex partner 
had injected drugs. (3) ‘‘Partner incarceration,’’ defined as 
the participant reporting that she believed that at least one of 
her male sex partners had been imprisoned for more than 
24 hours in the past 5 years. (4) ‘‘Reported age difference,’’ 
defined as the difference between the participant’s age and 
the median of the partner’s age category with the difference 
then dichotomized into (a) greater than or (b) less than or 
equal to a 10-year age difference.

Study design

Based on findings from other published studies,3 covariates 
of the relationship between VAW and HIV risk were selected 
a priori and controlled for in the initial analysis. These cov-
ariates were time dependent, unless otherwise noted, and in-
cluded the following: (1) baseline demographic variables, (2) 
incarceration in the past 5 years measured at baseline, (3) food 
insecurity, (4) childhood abuse, (5) experiencing depressive 
symptoms, (6) experiencing symptoms of posttraumatic stress 
disorder (PTSD), (7) social support, and (8) stable housing 
(i.e., owning or renting your own home). Demographic vari-
ables included race, ethnicity, marital status, age, education, 
income, number of children living in the household and for 
which the participant is responsible, and employment. Parti-
cipants were classified as food insecure if they reported con-
cern about having enough food for themselves or their family 
in the past 6 months. Unstable housing was determined by the 
participant’s self-report of living in a halfway house, treatment 
center, homeless shelter, motel, hotel, boarding house, park, 
abandoned building, car, or on the street. A participant’s self-
report of physical, sexual, or, emotional violence before the 
age of 18 was considered childhood abuse. Depressive 
symptoms were assessed using a version of the Center for 
Epidemiologic Studies Depression Scale, on which a total 
score of ‡7 on eight items using a 4-point scale response 
(ranging from 0 to 3) indicated depressive symptoms in the 
past week.41,42 PTSD symptoms were assessed using the Pri-
mary Care PTSD Screen, which uses a score of three on a 4-
item binary PTSD scale.43 Emotional support was defined as 
having at least one close friend or relative who the participant 
thought would help her deal with her feelings or any emotional 
problems if she needed it. Financial support was defined as at 
least one close friend or relative who the participant thought 
would help her financially if she needed it.



Table 1. Characteristics of All HIV Prevention Trials Network 064 Study Participants

Baseline (n = 2099) 6 Month (n = 1953) 12 Month (n = 1525)

n (%) n (%) n (%)

Potential confounding variables
Age

18–26 837 (40%) 786 (40%) 565 (37%)
27–33 502 (24%) 458 (23%) 369 (24%)
34+ 760 (36%) 709 (36%) 591 (39%)

Race
White 143 (7%) 125 (6%) 102 (7%)
Other race 100 (5%) 91 (5%) 67 (4%)
Mixed race 54 (3%) 47 (2%) 34 (2%)
Black 1802 (86%) 1690 (87%) 1322 (87%)

Latino
No 1854 (88%) 1727 (88%) 1369 (90%)
Yes 245 (12%) 226 (12%) 156 (10%)

Marital status
Missing 51 (2%) 19 (1%) 11 (1%)
Married 159 (8%) 149 (8%) 115 (8%)
Not married, living together 479 (23%) 505 (26%) 387 (25%)
Nonpartnered 1410 (67%) 1280 (66%) 1012 (66%)

Education
Less than high school 550 (26%) 508 (26%) 377 (25%)
High school graduate or equivalent 772 (37%) 735 (38%) 599 (39%)
More than high school graduate 777 (37%) 710 (36%) 549 (36%)

Unemployed
No 742 (35%) 569 (29%) 465 (30%)
Yes 1357 (65%) 1384 (71%) 1060 (70%)

Incarceration in past 5 years
No 1251 (60%) 1179 (60%) 909 (60%)
Yes 848 (40%) 774 (40%) 616 (40%)

Childhood abuse
Missing 29 (1%) 24 (1%) 18 (1%)
No 1136 (54%) 1152 (59%) 899 (59%)
Yes 934 (44%) 777 (40%) 608 (40%)

Concerned about having enough food for you/family in the last 6 months?
Missing 27 (1%) 24 (1%) 14 (1%)
No 1101 (52%) 1165 (60%) 951 (62%)
Yes 971 (46%) 764 (39%) 560 (37%)

Housing
Missing 30 (1%) 22 (1%) 15 (1%)
Owns or rents home 832 (40%) 854 (44%) 726 (48%)
Living with partner, friend, or parent 880 (42%) 833 (43%) 623 (41%)
Unstable housing 256 (12%) 181 (9%) 108 (7%)
Other 101 (5%) 63 (3%) 53 (3%)

CES-D depression scale score
Missing 157 (7%) 132 (7%) 74 (5%)
Less than 7 1250 (60%) 1280 (66%) 1076 (71%)
Greater than or equal to 7 692 (33%) 541 (28%) 375 (25%)

PTSD
Missing 52 (2%) 49 (3%) 33 (2%)
PTSD symptom negative 1447 (69%) 1505 (77%) 1192 (78%)
PTSD symptom positive 600 (29%) 399 (20%) 300 (20%)

Number of emotional supports
Missing 22 (1%) 17 (1%) 10 (1%)
‡1 1750 (83%) 1630 (83%) 1252 (82%)
0 168 (8%) 151 (8%) 161 (11%)
Do not know/not sure 159 (8%) 155 (8%) 102 (7%)

Number of financial supports
Missing 31 (1%) 28 (1%) 19 (1%)
‡1 1578 (75%) 1521 (78%) 1207 (79%)
0 320 (15%) 260 (13%) 205 (13%)
Do not know/not sure 170 (8%) 144 (7%) 94 (6%)

At least weekly binge drinking
Missing 32 (2%) 21 (1%) 19 (1%)
No 1569 (75%) 1635 (84%) 1287 (84%)
Yes 498 (24%) 297 (15%) 219 (14%)

(continued)



Table 1. (Continued)

Baseline (n = 2099) 6 Month (n = 1953) 12 Month (n = 1525)

n (%) n (%) n (%)

At least weekly drug use
Missing 16 (1%) 12 (1%) 5 (<1%)
No 1624 (77%) 1654 (85%) 1320 (87%)
Yes 459 (22%) 287 (15%) 200 (13%)

Mean number of dependents
Median 1 1 1
25th, 75th percentile 0, 2 0, 2 0, 2

Occurrence of violence in past 6 months
Emotional abuse 656 (31%) 444 (23%) 293 (19%)
Physical violence 401 (19%) 227 (12%) 172 (11%)
Sexual violence 148 (7%) 83 (4%) 61 (4%)
Emotional abuse + physical violence 314 (15%) 177 (9%) 119 (8%)
Emotional abuse + sexual violence 111 (5%) 56 (3%) 47 (3%)
Physical violence + sexual violence 96 (5%) 48 (3%) 34 (2%)
Emotional abuse + physical violence + sexual violence 84 (4%) 43 (2%) 30 (2%)

Personal and partner HIV risk variables
Unprotected vaginal or anal sex at last intercourse

Missing 5 (<1%) 136 (7%) 191 (13%)
No 312 (15%) 547 (28%) 425 (28%)
Yes 1782 (85%) 1270 (65%) 909 (60%)

Unknown or positive HIV status of last male sex partner
Missing 7 (<1%) 137 (7%) 189 (12%)
No 1196 (57%) 1256 (64%) 962 (63%)
Yes 896 (43%) 560 (29%) 374 (25%)

Concurrent sex partners
Missing 9 (<1%) 136 (7%) 191 (13%)
No 1314 (63%) 1285 (66%) 1002 (66%)
Yes 776 (37%) 532 (27%) 332 (22%)

Number of male sex partners in past 6 months
Missing 21 (1%) 25 (1%) 19 (1%)
0 8 (<1%) 120 (6%) 170 (11%)
1 842 (40%) 985 (50%) 821 (54%)
‡2 1228 (59%) 823 (42%) 515 (34%)

Previous STI diagnosis
Missing 33 (2%) 25 (1%) 16 (1%)
No 1834 (87%) 1806 (92%) 1441 (94%)
Yes 232 (11%) 122 (6%) 68 (4%)

Exchanged sex
Missing 21 (1%) 25 (1%) 19 (1%)
No 1302 (62%) 1369 (70%) 1113 (73%)
Yes 776 (37%) 559 (29%) 393 (26%)

Perceived partner concurrency
Missing 0 (0%) 0 (0%) 1 (<1%)
No 1336 (64%) 1476 (76%) 1222 (80%)
Yes 763 (36%) 477 (24%) 302 (20%)

At least one partner is believed to have injected drugs
Missing 148 (7%) 270 (14%) 279 (18%)
No 1776 (85%) 1573 (81%) 1150 (75%)
Yes 175 (8%) 110 (6%) 96 (6%)

At least one partner incarcerated
Missing 113 (5%) 226 (12%) 269 (18%)
No 552 (26%) 579 (30%) 443 (29%)
Yes 1434 (68%) 1148 (59%) 813 (53%)

Greater than 10-year age difference between participant and partner
Missing 7 (<1%) 139 (7%) 191 (13%)
No 1440 (69%) 1257 (64%) 954 (63%)
Yes 652 (31%) 557 (29%) 380 (25%)

HIV, human immunodeficiency virus; PTSD, posttraumatic stress disorder; STI, sexually transmitted infections (i.e., gonorrhea,
syphilis, or chlamydia infection); CES-D, Center for Epidemiologic Studies Depression Scale; HPTN, HIV Prevention Trials Network.
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questions to assess violence. In addition, use of the word
‘‘abuse’’ in the emotional abuse question might have also re-
sulted in underreporting due to the stigmatizing nature of re-
sponding ‘‘yes’’ to ‘‘abuse.’’ Future research should build on
the results from our secondary data analysis by using more
robust measures of violence and abuse. Furthermore, despite
controlling for many covariates that were selected based on
empirical and theoretical evidence, there may be unrecognized,
unmeasured covariates, which may explain or change the re-
lationships presented. Lastly, the information used in this
analysis was very sensitive and personal. Therefore, our data
may have been vulnerable to social desirability bias and recall
bias. Trained interviewers and ACASI technology were used to
reduce these biases.

Conclusions

All of the women who participated in the HPTN 064 Study
were members of a United States subpopulation whose HIV risk
was dramatically higher than the national average.2,39 The re-
lationships over time between violence variables and HIV risk
characteristics (i.e., exchanging sex, alcohol abuse, and partner
incarceration) may reflect the impact of structural and envi-
ronmental influences on behavior. Regular medical monitoring
of subpopulations who are vulnerable to HIV and STIs is one
recommended strategy to facilitate early responses by public
health agencies48 and could be particularly relevant for United
States women living in areas with high HIV and poverty bur-
dens. Furthermore, HIV prevention must be developed with
consideration to the conditions of the population of interest. One
of the most promising female-controlled, biomedical options
currently available to women is the use of preexposure pro-
phylaxis (PrEP), as it has potential to reduce HIV acquisition by
up to 92%.49–52 Despite mixed efficacy findings for products
such as tenofovir gel53,54 and the Phase III randomized placebo-
controlled FEM-PrEP clinical trial of a daily oral dose of te-
nofovir disoproxil fumarate and emtricitabine,55 microbicides
may offer additional HIV prevention options for women with
strong acceptability.56–58 Yet, there remains a challenge to ed-
ucate and offer PrEP to women experiencing violence.

This challenge is also an enormous opportunity for critically
needed future research on how best to identify women expe-
riencing violence who may benefit from PrEP, educate them
about the risks and advantages of PrEP, and determine optimal
ways to deliver PrEP to this population. Previous recommen-
dations have advocated for community and clinic-based inter-
ventions that incorporate expanded dialog addressing VAW as
a broader social norm and provide PrEP information and out-
reach to women who may be quietly grappling with challenging
situations.50,59 Based on our study findings, current HIV pre-
vention research in the United States should consider and ad-
dress additional approaches to strengthening community
agency capacity and healthcare system integration to more ef-
fectively address structural and environmental factors affecting
impoverished at-risk women. In fact, the Institute of Medicine,
the United States Department of Health and Human Services,
and the United States Preventive Services Task Force have all
recommended such an approach. These national agencies have
advocated that providers throughout the United States health-
care system screen and counsel female patients on interpersonal
violence to identify survivors and connect them with supportive
services that promote their safety and wellbeing.60,61

findings provide critical temporal evidence to support exist-
ing cross-sectional evidence. Emotional abuse has been as-
sociated with poorer mental health.3,45 This study found that 
participants who reported exchanging sex, having partners 
they perceived to be nonmonogamous, or having at least one 
male sex partner with a history of incarceration were more 
likely to subsequently report emotional abuse. To date, the 
harmful effects of emotional abuse and psychological ag-
gression on mental and physical health have been under-
estimated and underresearched.3,45 Despite the importance of 
emotional abuse in HIV research due to its potential relation-
ship with poorer mental health and greater HIV risk behaviors, 
few studies have separately examined the relationship between 
HIV risk and emotional abuse.3,46 This study is one of the first 
to examine this relationship longitudinally with a large group 
of women. More research is necessary to continue to explore 
these important relationships. Exchanging sex was also pre-
dictive of physical violence. Our finding that women who 
exchange sex were more likely to report physical violence and 
emotional abuse 6 months later confirms previous work dem-
onstrating a strong association between exchanging sex and 
violence.27,35 Although few participants considered themselves 
commercial sex workers (6%), exchanging sex was a relatively 
common practice (37%) that increased vulnerability to vio-
lence. Most researchers posit that drug use is a major reason for 
this relationship. However, even after adjusting for drug use, 
the relationship remained in this population. Other posited 
reasons for the relationship between violence and exchanging 
sex include financial dependence on male sex partners (both 
clients and intimate partners), the use of violence as initia-
tion into sex work, psychological distress from past violent or 
abusive experiences, and limited access to quality healthcare 
compromising women’s ability to receive mental health and 
addiction treatment.27,35

None of the HIV risk characteristics we measured pre-
dicted forced sex within the 6-month period. It is possible that 
there are no associations between examined HIV risk char-
acteristics and forced sex. However, this is contrary to find-
ings of other studies.47 Another possibility for the lack of 
significant association during multivariate analysis was that 
examined variables were tightly associated, as shown in 
univariate analysis, but after adjustment, no independent 
associations maintained statistical significance. Yet, another 
possibility for the lack of association was that the question 
used to create the forced sex variable was not specific enough, 
and thereby differences in how participants defined forced 
sex may have diluted the findings related to this question. 
Future studies should continue to examine this relationship.

Our results should be interpreted with several limitations 
in mind. First, we were limited to the data items used in the 
HPTN 064 study, which was designed to be succinct and 
easily understood by a diverse group of at-risk women. The 
survey questions did not ask the women to specify the per-
petrator of the violence or abuse. Previous research suggests 
that most occurrences of VAW are perpetrated by intimate 
partners.46 Because HPTN 064 was limited to women who 
reported having a male sex partner, we believe that intimate 
partners perpetrated much of the violence measured, but we 
cannot conclusively state that all the violence reported 
was intimate-partner violence, as specific information on 
the perpetrators of the reported violence was not collected. 
Another limitation to our study was the use of three brief



This study contributes to the literature in several ways, in-
cluding the use of advanced analytic techniques to assess re-
peated longitudinal data derived from a large sample of at-risk
United States women. Another major strength of this study is that
we adjusted for covariates measured at the same time point as the
investigated predictors to examine personal and partner HIV risk
characteristics and specific types of violence. The longitudinal
nature of data and the temporal ordering of the predictors and
outcomes help to address a major gap in the literature regarding
HIV risk and VAW. In summary, having certain personal and/
or perceived partner HIV risk characteristics was predictive of
violence occurring over the next 6 months among women living
in areas of the United States with high prevalence of poverty and
HIV. Our longitudinal data support the development of com-
prehensive HIV prevention efforts that combat these complex
public health issues in a contextually meaningful way.
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