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Substance abuse (SA) and intimate partner
violence (IPV) areclosdly associated inthepublic
mind. Many peoplebelievethat men’sabuse of
drugsor acohol isaprimary reasonfor their
battering. Othersthink that SA may increasetherisk
for IPV, butisnot adirect causeof IPV. Still others
believe SA and IPV are separateissues, which only
appear to berelated dueto other factors. Infact,
both SA and IPV have many causesand many
effects, and their apparent correlation appliesto only
asub-group of batterersand victims (Testa, 2004).
For some men who batter, SA may increasethe
frequency or severity of their violence. For other
men, SA and IPV are separateissueswhose
apparently high rate of co-occurrence may stem
from shared pre-conditions such asantisocia
persondity (Fals-Stewart, Leonard & Birchler,
2005) or from abelief that when they get drunk or
high, they aregoingto beviolent (Field, Caetano, &
Nelson, 2004). Finaly, for some men, both
substance abuse and I PV may be manifestations of
anunderlying need for power and control related to
gender-based distortionsand insecurities (Gondolf,
1995).

Regardlessof theexplanationfor it, the co-
occurrenceof 1PV and SA issubstantial acrossa
seriesof sudies:

» Half of themenin batterer intervention programs
appear to have SA issues (Gondolf, 1999) and are
eight timesaslikely to batter on aday inwhichthey
have been drinking (Fals-Stewart, 2003).

* Approximately haf of partnered men entering
substance abuse treatment have battered in the past
year (Chermack, Fuller & Blow, 2000; Fals-

Stewart & Kennedy, 2005) and are 11 timesas
likely to batter on aday inwhich they have been
drinking (Fals-Stewart, 2003).

* Betweenaquarter and half of thewomen
receiving victim servicesfor IPV have SA problems
(Bennett & Lawson, 1994; Downs, 2001; Ogle&
Baer, 2003).

»  Between 55 and 99 percent of womenwho
have SA issueshave been victimized at some point
intheir life (M oses, et a., 2003) and between 67
and 80 percent of women in SA treatment are IPV
victims(Cohen, et al., 2003; Downs, 2001).

For al thereasonsabove, SA issuesshould
always be cons dered when making decisions about
thesafety of IPV victimsand therisk posed by IPV
perpetrators. Likewise, past and current IPV, along
with other trauma-rel ated i ssues, should wayshbe
cons dered when assi sting men and women
recovering fromtheeffectsof SA. Intheremainder
of thispaper, wewill discussthe co-occurrence of
SA and [PV, highlight the specia roleof men's
drunkennessin I PV, examine substance abuse by
victims, and briefly present issuesrelated to
coordination and integration of SA and IPV
SErvices.

In thispaper, except when aspecia distinctionis
necessary, wewill usetheterm SA (substance
abuse) to refer to both the continued use of or
dependency on alcohol or other drugsin theface of
adverse consegquences. Wewill usetheterm IPV
(intimate partner violence) to refer to threatening or
controlling behavior, both physica and non-physicd,
directed at women by menwho aretheir partnersor
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ex-partners. While PV dsoincludesviolencein gay
and lesbian relationships, and violenceto men by
their women partners, very littleinformation existson
thelink between SA and these other formsof 1PV.
Inthispaper wewill limit IPV to threatening or
controlling behavior, both physical and non-physical,
directed at women by menwho aretheir partnersor
ex-partners.

Prevalence

Both SA and IPV arecommon, but the
frequency of their co-occurrenceisnot entirely clear.
The co-occurrencerates of substanceuseand 1PV
inmost published studies have ranged between 25
and 50 percent. Inanational study of man-to-
woman |PV in 6,002 households, of the 12% of
adultswho reported 1PV, 22% of the men and 10%
of thewomen were using a cohol at thetimeof the
violence, but inthree out of four episodesof 1PV,
neither party had been drinking (Kantor & Strauss,
1987). A study in Canada setsthe co-occurrence
rate closer to 50% (Pernanen, 1991). However,
thesefigures demonstrate the number of batterersor
victimswho had been drinking at thetime of the
violence (a cohol use), and not their drinking
patternsor the cumulative effectsof drinking
(alcohol abuse).

The proportion of meninthegenera population
whouselPV increaseswith thefrequency they get
drunk (Johnson, 2001; Kantor & Straus, 1987).
Therelationship between drunkennessand IPV aso
variesby socid class. Inonestudy, lower income
menwho never got drunk rarely committed IPV
(2%) compared to therate of IPV among lower
income men who got drunk often (40%). For menin
the higher incomegroup in thisstudy, theannua |PV
rateincreased from 2% of menwho never got drunk
to 9% of menwho got drunk often (Coleman &
Straus, 1983). These data appear to support a
public perception that men who batter are drunken
bums, that is, menare morelikely tocommit IPV if
they earnlow income and abuse alcohol (Kantor &
Straus, 1987).

But, the drunken bum perspectiveon IPV is
limitedin severa ways. First, therelationship
between SA and IPV isstrongest for those menwho
aready think PV isappropriatein certain situations
(Field, et al., 2004; Kantor & Straus, 1987). One
study found that when the endorsement of men’s
dominancewas considered, the correl ation between
SA and IPV disappeared (Johnson, 2001). Second,
even though the per capitarate of 1PV ishigher
among lower socio-economic groups (Gelles,

1993); theoccurrence of IPV iswell established
acrossall incomegroups. Third, theamount of

a cohol used prior to most episodesof intimate
violenceisoftenfar lessthanimagined. In
Pernanen’s(1991) classic study of a cohol-related
violence, theaverage amount of acohol consumed
prior to aviolent episode was only about an ounce,
equal to abeer or glassof wine.

A common misunderstanding isthat menwho
batter are extremely intoxicated and out of control
whenthey batter. Despitetheimpairmentinmen’s
behavior caused by alcohol and drugs, IPV remains
amatter of choice, aguided doing (Pernanen,
1991). IPV usualy occursin asafe setting (for the
batterer), selected for the protectionit affordshim,
at atimeof hischoosing, withapredictablevictim.
Thefact that violencerarely occursoutsidemen’s
comfort zone suggeststhat men who batterer are
very muchin control, not out of control. Drug use
may be even more strongly correlated to IPV than
useof acohol (Murphy, O Farrell, Fals-Stewart, &
Feehan, 2001; Kantor & Straus, 1989; Testa,
2004), but in most cases, thisdifference doesnot
reflect the biochemical propertiesof the substance
but rather exposureto criminalsand antisocia
lifestyles. Although drunkennessisastrong predictor
of IPV, SAisfar lessafactorin IPV thaninviolence
between strangers (Felson, Burchfield, & Teasdale,
2005). Onereasonfor thisisthat the choiceto
batter often precedesthedrinking or drugging. In
most cases, thereisapre-existing pattern of
dominant and controlling behavior by the perpetrator
toward histraditiond victim. Thispatternreflectsa
different relationship between perpetrator and victim
inIPV thanin stranger violence, where substance-
related violenceisoften opportunigtic.
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Overadl, research has established links between
SA and 1PV, but thislink isnot alwayssimpleand
direct. SA may increasetherisk that menwill batter
their partners, but the chemical propertiesof the
substance are not the determining factor, or eventhe
most important factor. A mgjority of heavy drinkers
never batter (Kantor & Straus, 1987), which
suggeststhat IPV islinked to other factorsin
addition to any direct effects of substances.

Per spectiveson the Relationship between
SubstanceAbuseand Woman Abuse

We acknowledgethe concern of victims
advocatesthat connections between SA and IPV
could shift theresponshility for IPV fromtheman
who battersto the substance abused, making
prevention or treatment of SA theissuewhile
ignoring the key dynamicsof gender and power.
Thisisalegitimate concern, but it isboth possible
and desirableto maintain agender-informed
perspectiveon |PV whilesmultaneoudy identifying
co-occurring issuesand targeted interventions. None
of the perspectivesbelow interferewith our
understanding of 1PV asachoicemenmakeina
society covertly supporting men’s power and control
of women.

In order to concludethat SA causes|PV, at
least three conditions need to be met. First, the
substance use behaviorsmust precedethelPV in
time. Second, the rel ationship betweenthe SA
behaviorsand IPV must be strong enoughto state
that the co-occurrenceisnot dueto chance. Findly,
there must not be any other explanation for both SA
and IPV. Whilethefirst two conditions have been
established by research (Fals-Stewart & Kennedy,
2005), thethird condition—no other explanation—is
thefatal flaw inan argument that SA causes|IPV.
Severa of these complicating factorsare described
below.

Thewaysthat substance use or abuseimpact
IPV, or viceversa, are complex and research aimed
at understanding the rel ationship continues. Here, we
distinguish between the acute effects of acohol or
drugs(e.g. intoxication) and the chronic effects(e.g.

substance abuse or dependency). Evidence suggests
that both acute and chronic effectsimpact men’suse
of IPV, but operate differently. Among menwho are
inprogramsfor either substance abuse or battering,
80% of al battering episodes occur withinfour
hours of a cohol use (Fals-Stewart, 2003),
supporting theview that understanding the acute
effectsof drinkingisimportant. Onthe other hand, a
study of factory workers showed that adiagnosis of
alcohol abuseisabetter predictor of IPV inmen
than the quantity or frequency of acohol use
(Leonard, Brommet, Parkinson, Day, & Ryan,
1985). Thisstudy supportstheimportance of
understanding the chronic effects of alcohol abuse,
inadditionto any immediate effects of intoxication.
Chronic SA increasestherisk for IPV in several
ways. For instance, it can gradually erode cognitive
functioning, such asproblem solving and memory. It
canasoimpair socid relationships, including

rel ationship with on€ sintimate partner. Specific
effectsof acuteand chronic SA aredescribed

bel ow. SA asoincreasestherisk for incomeloss
through variousmechanisms, whichinturnincreases
therisk for IPV.

Although popular, itistoo smpleto say that the
chemical propertiesof asubstance act on the part of
thebrainthat inhibitsviolence. Sinceno such
inhibition center hasbeen located inthe brain, the
direct disinhibition model has been challenged by
most experts. If direct disinhibition explained the
relationship between substanceuseand 1PV, we
would expect battererswho were substance abusers
to become non-violent when they weretreated and
achieved abstinence. In some casesthisdoes
happen (Klostermann & Fals-Stewart, 2006), but
abstinent and recovering substance abusersare
well-represented in domestic violence courtsand
batterers programs, somewith many yearsof stable
sobriety. Theeffect of substanceson 1PV, if one
exists, ismuch more complicated than direct
disinhibition would alow. Other explanationsfor the
high co-occurrence of SA and IPV arebriefly
described below. Regarding | PV, substances/SA
may be;
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» Acognitivedisrupter. The most prominent
explanation of how alcohol increasestherisk for
violenceisthe proxima modd. The proxima model
proposesthat, in asub-set of men, alcohol use
causes|PV by compromisingaman’sability to
judgesocial cues, react appropriately, and maintain
attention (Klosterman & Fas-Stewart, 2006; Field,
eta., 2004). Batterersaremorelikely than non-
batterersto misperceivethe motivesof their partners
asabandoning, aggressive, or unjust, and alcohol
enhancesthose misperceptions. For example,
without a cohol consumption, aman may interpret
hispartner’scoming homelater than expected as
inconsiderate. If hedrank asix-pack of beer, he
may view the samebehavior asevidenceof infidelity.
A smilar cognitivedistortion may a so occur withno
alcohol consumption. For ingtance, watchingaTV
program about awoman having an afair or talking
to afriend about apartner’sinfidelity area so
cognitivedisruptersfor somemenwho chooseto
abusetheir partners. Different men havedifferent
thresholdsfor aggression. Alcohal will havelittle
effect onaman with ahigh threshold of aggression.
Likewise, amanwithalow threshold for aggression
does not need al cohol to reduce histhreshold, which
has already been crossed.

» A co-occurringsituation. Theapparent
relationship between SA and PV may belinked to
persondity characteristicssuch ashodtility (Leonard
& Blane, 1992), to co-occurring disorderssuch as
antisocia personality disorder (Fas-Stewart, et al.,
2005), or to other co-occurring Situationssuch as
poverty (Kantor & Straus, 1987). Conduct disorder
and antisocia personality, for example, increasethe
risk for both IPV and SA in adult men. Wewould
speculatethat, on average, more co-occurring
conditionsare associated with greater likelihood of
men’'saggression against their partners. Itis
important to remember, however, that most poor
men, most menwith antisocia personality disorder,
most menwith highlevelsof hotility, and most men
with SA disorder do not batter.

* A power motive. McCldland (1975) suggested
that the d cohol-aggression rel ationship isconditional
uponindividua power needs. Small quantitiesof
alcohol tendto increaseasocial user’ssense of

altruistic power, or the power to help others. A
large quantity of alcohol for socia drinkers-or any
quantity of alcohol for addi cted persons—tendsto
increasethe user’s sense of personal power and
domination over othersrather than their altruistic
power. Several researchers(Gondolf, 1995; Kantor
& Straus, 1987) have suggested power theory may
explain, in part, the co-occurrence of SA and IPV.
Theeminent a coholism researcher Robin Room
(1980) referred to a cohol asan instrument of
intimate domination. From thisview, both IPV
and SA would be, in part, outcomes of aman’s
need for power, particularly power over other
people. A man’sneed for power may haveorigins
both in early experiencesand insocid interactions,
so power theory isnot incons stent with traditional
gendered perspectiveson men’sviolence. The
power motive may beviewed asapsychol ogical
condition that predisposes men to abuse substances
and peopl e, but the rel ati onship between power and
abuseisusualy gendered and reinforcedin culture.

»  Situationd. Violencemay occur duringthe
processof obtai ning and using substances, rather
than from the substances per se (Goldstein, 1985).
Thesituational relationship between SA andIPV is
particularly relevant whenillegd drugsareinvolved
(Roberts, 1988). Ingenera, IPV by menusing
illega drugsismoreseverethan PV by menusing
alcohol aone (Willson, et a., 2000), but thereasons
havelessto dowith thedrugitself thanthe situation
inwhichthedrugisused and thelifestyle of theuser
(Testa, 2004). Procuring and trafficking drugs
increasesthe opportunity for exposureto criminals,
weapons, and violent sub-cultures. Conflict between
intimate partners over whether, where, and whento
use substances, including acohol, isnot uncommon.
Inonestudy of acohoalic patientsusing aviolence
recollection procedure, conflict over drinking

a cohol wascited asthetopic of conflictin over half
of the episodesrecalled by both perpetrator and
victim (Murphy, Winters, O’ Farrell, Fals-Stewart,

& Murphy, 2005). A battered woman may also use
substanceswith her abuser in an attempt to manage
hisviolence and increase her own safety, or shemay
beforced by her batterer to use substanceswith him
(Center for Substance Abuse Treatment, 1997).
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» Effectiveacrossgenerations. The SA-IPV link
may transcend generations. Adverse childhood
experiences (ACEsS), suchaswitnessing [PV or
being physically or sexualy abused, grestly increases
thelikelihood of aSA problem asan adult (Dubea,
Anda, Felitti, Edwards, & Crofta, 2002). In general,
men and women with moreACEshaveagreater
likelihood of having SA and IPV issuesasadults. A
substantial proportion of adult women observed
their mother being battered (13.9%), or were
themsalvesphysically abused (25.1%) or sexudly
abused (22.2%) and therate of ACEsfor menis
smilar (Whitfield, Anda, Dube, & Fdlitti, 2003).
Each violent ACE doublesthe odds of awoman
beingan IPV victimor aman being an IPV
perpetrator. Likewise, parental SA increasesthe
chancesthat achild will grow up to bean abuser, a
victim of abuse, and/or asubstance abuser.
Surprisingly, experiencing violenceinthefamily of
originisamoreimportant predictor of adult SA by
men thanisbeing the child of a coholic parents
(Kantor & Asdigian, 1993).

* Anexcuse. Inmany societies, includingours,
substance use hasaroleasatimeout from

respons bility during which the user can engagein
exceptional behavior and later disavow the behavior
as caused by the substancerather than the self
(MacAndrew & Edgerton, 1969). A variation of it
wasn't me; it wasthe alcohol isathemeheardin
courts, in batterer programs, andin pleastoa
battered partner. Whilemany peoplebdievethat
men usetheir being drunk or stoned asan excusefor
violence, researchindicatesthat thecriminal justice
system no longer acceptsthisexcuse. Thereverseis
truefor victims, however; her use of acohol and
drugsincreasesthedegreecriminal justice
professional sattributeresponsibility to her for her
ownvictimization (Klostermann & Fals-Stewart,
2006).

Which of the above modelsisthe best
explanation for the high rates of co-occurring SA
and IPV?Our perspectiveisthat itismoreuseful to
apply al thesemode sasstandpointsor filters
throughwhichtoview IPV and SA. Webelieveour
understanding of 1PV and SA will beenhanced if we

learn to ask: (1) When did the perpetrator or victim
usedrugsor alcohol relativeto an episodeof [PV,
what did they use, and how much?(2) What
aspectsof persondity or living conditionsmight be
influencing SA and PV ?(3) What power and
control issuesarein play inthiscase?(4) What was
the specific Stuation and setting inwhich the SA and
IPV occurred? (5) What isthefamily and social
history of violence, trauma, and SA inthelifeof
victim and perpetrator that isbackground to the
current Situation?(6) Towhat do thevictim and
perpetrator attributethe PV and the SA?and (7)
How dothey believe SA and IPV arelinked?We
believe answersto these questionsgivesresearch
legs, and better accomplishesthetransition of
knowledgeto applicability.

The Role of Drunkenness

Drunkennessoccupiesacentral and usualy
unexamined rolein our understanding of SA and
| PV. Drunkenness, more so than quantity or
frequency of substanceuse or even adiagnosisof
SA, isthesinglebest predictor of re-offense by men
ordered to batterer intervention programs (Gondolf,
2002). Themorefrequently aman drinks heavily,
themorelikely heisto batter (Johnson, 2001).
Drunkennessincludes both proximal and chronic
featuresof SA, but it also containsafeaturethat
linksit moreclosaly with IPV: fear, whichleadsto
domination.

Bystanders, especidly intimate partners, ater
their behavior to compensatefor their inability to
predict the other person’sresponseswhile drunk.
Alternately, for somebatterers, drunkennessisa
sgnal that batteringwill follow, and victimsknow
when to take protective actions. Whether abuse
following drunkennessisasurethingor only a
possibility, drunkennesscontrolsbehavior inintimate
rel ationshipsthroughinstigation of fear and concern
for one'ssafety. A study of drunkennessand fear
found that thefrequency of drunkennessamost
quadrupled thelikelihood that avictim feared her
batterer, even after researcherscontrolled for the
amount of alcohol theman used, class, race, marital

Substance Abuse and Intimate Partner Violence (May 2008)
VAWNnNet: The National Online Resource Center on Violence Against Women

Page 5 of 14
www.vawnet.org



VAWnet Applied Research Forum

status, and hislevelsof prior abuse (Hutchinson,
1999).

TheVictim’'sSubstanceAbuse

Therolethat SA playsinmen’sIPV ismuch
more prominent than therole SA playsinwomen’s
victimization. Thereislittleevidenceto support the
belief that awoman’s SA causesher victimization.
SA playsamoresubstantid rolein maintaining
womeninIPV relationships, as SA may impair
women'sability to adequately protect themselves.
Thelifestyleassociated with abuseof illegal drugs
may put women even closer to harm’sway (Testa,
2004).

Many studieshavefound asignificant
rel ati onshi p between theamount of childhood
traumaand adult SA (seeGutierres& Van
Puymbroeck, 2006, for areview). Inadditionto
childhood trauma, IPV suffered by adult women
alsoincreasestherisk for SA. Women aremore
likely than men to report that they initiated substance
useto alleviatethetraumaassoci ated with abuse
(Gutierres & Van Puymbroeck, 2006). Moreove,
women’'sSA and |PV haveareciprocal relationship.
A longitudinal study of 3,006 women found that drug
useincreased therisk of IPV and IPV increased the
risk of substance use (Kilpatrick, Acierno, Resnick,
Sauders, & Best, 1997). A woman’'s SA may
increase her risk of 1PV through numerous paths,
suchasimpairingjudgment, increesing financia
dependency, or exposing her to violent menwho
also abuse substances (El-Bassdl, Gilbert, Schilling,
& Wada, 2000). PV may lead awoman to both
abuse substances and to partner with men who
abusethem (Gutierres & Van Puymbroeck, 2006;
Najavits, Sonn, Walsh, & Weiss, 2004).

Advocatesworking with battered womenwith co-
occurring SA identify many reasonswomen may beat
increased risk for harm, including:

» Acuteand chronic effectsof SA may prevent
women from accurately assessing thelevel of danger
posed by their perpetrators. Under theinfluence,
women may feel asense of increased power, and
may erroneousdly believethat they can defend

themselvesagaingt physica assaults. SA may make
safety planning moredifficult.

»  SA may beencouraged or forced by an abusive
partner asamechanism of control. Women's
abstinence and recovery efforts may be sabotaged.
For example, adomestic violence/sexua assault
victim recelving methadone on adaily basiscould
easily bestalked.

» Theremay bereluctanceon the part of the
victimsto seek assistance or contact policefor fear
of arrest, deportation or referral to achild protection
agency.

»  Thecompulsionto useand withdrawal
symptomsmay makeit difficult for SA victimsof
IPV to access services such as shelter, advocacy, or
other formsof help. Recoveringwomen may find
that the stress of securing safety leadsto relapse.

*  Women who are using substances or who have
used substancesin the past may not be believed.

Aninability to be safeor heal from 1PV makesit
harder for women to addresstheir co-occurring
issues. For women in substance abuse treatment,
failureto addresscurrent or past victimization can
interferewith trestment effectivenessand canlead to
rel gpse. Behaviorsstemming from trauma, saif-
harming actions, such ascutting or suicidal thrests,
may makegroup living challenging. Alcohol or other
drug overdose or suicidethrests/attempts, etc., are
indicatorsthat immediateinterventionisrequired
(Bland & Edmund, 2008; IDHS, 2000; CSAT,
1997).

Serial, Coordinated, and I ntegrated Services

Historically, SA and IPV havebeenregarded as
independent problemsrequiring independent
interventions (CSAT, 1997; IDHS, 2005). Our
current understanding about the relationship
between SA and IPV isthat they are, for most
peopl e, independent of one another, but for a
substantia subgroup of men and women, the status
of one problem influencesthe other problem (Testa,
2004). Thisrecognition makes practicewith some
peopl e experiencing co-occurring SA and IPV more
complicated. Beliefsabout theindependence of SA
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and PV underlieserid, pardld, coordinated, and
integrated approachesto services.

Batterer intervention programsusualy screenfor
SA, recognizing that active SA ispotentialy athreat
toavictim'ssafety, but thereisno consensuson
what to do when aman screenspositivefor SA. In
somecases, aprogramreferstheman for SA
treatment, and when heisstable, heispermitted to
beginthelPV program. Thisisaserial approach
andissimilar to the outdated approach historically
employed when SA and mentadl illnessco-occur
(Mueser, Noordsy, Drake, & Fox, 2004).
Alternately, the batterer program could admit the
man and refer him to S multaneous SA trestment,
expecting himto beresponsiblefor entering
treatment, but not actively enabling himto do so.
Thisparallel approach haslittleor no contact
between SA and [PV providers. If therewereactive
contact between PV and SA providers, including
sharing information on progress, discharge, and
other issues, wemovefromapardle toa
coordinated service configuration. Finaly, when
PV and SA servicesare provided under the same
roof, or at least by the same agency, we can identify
anintegrated program. Thesetermsare a so used
to describe service configurationsfor IPV victims
with co-occurring SA problems, and programsfor
men and womenin SA treatment.

In the past decade, there hasbeen atrend away
from serid and paralldl service gpproachesand
toward coordinated and integrated service
approaches, but thereislittleresearch toindicate
which approach to serviceismoreeffective. What
we mean by effectiveisimportant. If aperson
enters servicethrough aSA door, effectivewill
mean, aboveall else, reduction or abstinencefrom
psychoactive substances, aswell asadoption of
behavioral changesto maintain recovery. Violence, if
assessed at all, will be seen aslowering the
prospectsfor recovery (Chermack, et al., 2000). If
aperson entersservicethrough an PV door,
effectivewill mean, aboveall else, reduction or
elimination of aggressivebehavior (if enteringa
batterer program) or implementation and
maintenance of asafety plan (if enteringavictim

program). SA, if assessed at all, will beseenas
lowering the prospectsfor abatterer’snon-violence
and lowering the prospectsof avictim getting and
staying safe (IDHS, 2005).

Thereare concernsabout the effectiveness of
IPV and SA programseven when the problemsof
SA and IPV don’t co-occur (Babcock, et al., 2004,
Gondolf, 2002). Regardlessof how effectivea
program may be, the presence of unexamined co-
occurring problemsmakesit lesseffective.
Unattended, the co-occurring problem can become
anissuethat isimpossibletoignore. Inthe sections
that follow, wediscuss servicesfor womenvictims
and servicesfor menwho batter.

Services for Victims

Seria approachesfor women who abuse
acohol or drugsand arethevictimsof IPV are
generdly contrarindicated. IPV servicesshould, at a
minimum, be provided aong with SA treatment if
needed. A consensuspracticeprincipleisthat all
women should be screened for SA and IPV—as
well asother traumaand co-occurring issuessuch as
depression and PTSD—regardlessof wherethey
seek help (shelter, walk-in program, substance
abusetreatment, or mental health treatment). The
aim of theWomen’'s Co-Occurring Disordersand
Violence Study (WCDV S), which beganin 1998 as
afiveyear study at 14 sSitesacrosstheU.S,, isto
increase knowledgefor devel oping comprehensive
and integrated servicesfor women with co-
occurring menta health and substance abuse
disordersand who have experienced trauma,
including IPV (Jahn Moses, Reed, Mazdlis, &
Ambrosio, 2003). The centers participatinginthe
WCDV Sfeatured integrated trauma-focused
programs, peer-led services, advocacy, and
resource coordination into existing servicesina
variety of traditional settings. Thefollowingincludes
thekey findingsfrom the study (Jahn Moses, et d.,
2003):

* \Women are consumers, survivors, or recovering
(C/IS/IR), and itisimportant to integrate C/S/R
womeninto every leve of the process.
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* Individua and team-based case management
withrelatively small casel oads (30-50) wasthe
stapleof theclinical integration approach. Thebasic
service package availablefor consumersinclude;
outreach, screening and assessment, treatment,
parental support, advocacy, trauma-specific
services, crisisintervention, and peer-run services.

» Outcomesfor theWCDV Sarepositive but
modest. A 6-month follow-up study that compared
1,023 womenreceiving WCDV Sintervention with
trestment-as-usual, found significant improvementin
substance abuse behavior and mental health
symptomsof WCDV S participants compared to
treatment-as-usua (Morrissey, et a., 2005). In
generd, al thedatafromthe WCDV Sproject
support thevaueof integrated servicesover theway
interventionsare customarily ddlivered.

TheWCDV Sstudy recommended that services
for women, where PV and SA co-occur, must be
integrated. Thefirst step toward anintegrated
approachisscreening and referral, coupled with
ongoing contact and coordination with staff at the
agencieswherethewomanisbeing referred. The
screening processitsalf can be helpful if conducted
properly. For example, Ogle and Baer (2003)
conducted apilot experimentinan [PV victim
serviceagency using the Drinkers Check Up (DCU)
screening tool. The DCU drawsfromthe
motivationa interviewing FRAMES process
(feedback, responsibility, advice, menu, empathy,
and self-efficacy) to create supportivereferralsof
women who screen positivefor heavy acohol use.
Inthisstudy, theresearchersidentified 33 of 147
(22%) shelter residentsaseither “heavy drinking” or
usingillega drugs(Ogle& Bager, 2003). SA
trestment agenciesshould: includescreening dl
women for childhood and adult abuse; shift the
trestment focusfrom confrontational to
empowerment approaches; focuson increased self
efficacy to counter feelingsof helplessness,
hopel essness, and low self esteem; includeresilience
building programs;, traumarecovery programs, and
woman-specific treatment facilities (Gutierres& Van
Puymbroeck, 2006). Hands-on, practitioner-friendly

manuasareincreasingly availableto assist agencies
in devel oping traumarinformed servicesfor women
with co-occurring SA and IPV (e.g. Bland &
Edmund, 2005).

Programsfor Batterers

I nterventionsfor men’sco-occurring SA and
IPV can occur regardless of whether the man comes
through the IPV door, the SA door, or another door.
Thefact that half of all themen referred to batterer
intervention programsdo not completethem (Daly
& Pelowski, 2000), even when court ordered,
indicatesaneed to devel op approachesto increase
men'’s participationin these programs. Approaches
that emphasi ze engagement, such asmotivationa
enhancement therapy (MET: Miller, Zweban
DiClementi, & Ryctarik, 1995) and readinessto
changehave proven useful in SA treatment. Two
studiesof MET found preliminary evidencefor its
effectivenessintermsof change, compliance,
acohol use, and anger in asingle motivational
session (Easton & Sinha, 2002). Easton and Sinha's
study al so suggested that motivationa techniques
integrated throughout the program, rather than
condensed into adiscrete session toward the end of
the program, may lead to better results. Researchers
have also used MET principlesand avariant of the
DCU to develop the Men’sDomestic Abuse
Check-Up (MDA CU) to reach untreated and
unadj udi cated men who may be abusing substances
and battering (Roffman, Edleson, Neighbors,
Mbilinyi, & Walker, 2008).

Research on coordinating and integrating SA
and [PV for men hasbeen dow to develop. In
additionto MET described above, Behaviora
CouplesTherapy (O Ferrdl, Murphy, Stephan,
Fas-Stewart, & Murphy, 2004), cognitive-
behavioral group therapy (Easton, et al., 2007), and
the Dade County experiment on integrated SA and
batterer intervention (Goldkamp, Weiland, Collins&
White, 1996) haveall shown positiveeffectson
both SA and IPV. Thereareanumber of other
coordination and integration effortswithout
published evaluationsthat are neverthelesswell
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established (e.g. Alternativesto Domestic
Aggression and Dawn Farm, 2005, AMEND in
Colorado, described by Pettit & Smith, 2002).

Although Behavioral CouplesTherapy (BCT)
has been shown to reduce the annual preval ence of
IPV from 64% to the United Statesaverage of 12%
(O’ Ferrdl, etd., 2004), BCT isproblematic
because: (1) therestrictionson the batterer’s
behavior would eliminate most menreferred by the
court; (2) BCT effectshave beenfound only for
those menwho maintain their sobriety after
treatment; and (3) conjoint counseling may increase
risk for women partners. Thisisalongstanding
concern of thelPV community and the use of
couplescounsding iseither cautioned or prohibited
by most state standardsfor batterer programs
(Austin & Dankwort, 1999). Advocatesare
concerned that in couplecounsding, IPV may be
relabel ed asacouple behavior rather than the
respongbility of the batterer. Couple counsdaling may
requirevictimsto choose between lying about abuse
to remain safe, thusundermining therapy, or telling
thetruth about abuse and risking their safety. There
isaso concernthat professional s providing couples
counsdling arenot required to have any trainingin
IPV.

Cognitive Behavioral Group Therapy (CBGT) is
12-session structured intervention designed to
remedy someof the problemsin BCT mentioned
above. An evauation showed that CBGT
intervention resulted not only inreduced I PV, but
alsoinreduced acohol consumption (Easton, et al.,
2007). Unfortunately, the CBGT program would not
meet the standardsfor batterer intervention
programsin most statesand provinces.

Neverthel ess, these programs have demonstrated
that SA and IPV can be addressed in anintegrated
way.

In an approach more consi stent with [PV
practice, aFloridaexperiment compared parallel
and integrated domestic violenceand SA
interventionsin the Dade County Domestic Violence
Court. Battererswere randomly assigned to either
parallel treatment or integrated treatment and were
followed for seven months (Goldkamp, et al .,

1996). Theintegrated treatment condition wasmore
successful thanthe paralel conditionat engaging
offendersintreatment (87% V. 57%), maintaining
offendersin treatment (160 daysv. 99 days), and
reducing re-arrest at 7-month follow-up (6% v.
14%). Thesefindings suggest that domestic violence
courtscould beanimportant catalyst for incubating
coordinated and integrated SA and partner violence
services.

SubstanceAbuseand | PV in Gay and L eshbian
Relationships

SA andIPV arejust aslikely to permeate same-
sex couples (Burke & Follingstad, 1999; Wal dner-
Haugrud, Vaden Gratch, & Magruder, 1997).
Althoughlimited by thedifficulty of obtaininga
random sample, most sudiesfind therate of IPV is
approximately the sameamong gay and lesbian
couplesas heterosexua s (Burke & Follingstad,
1999; Waldner-Haugrud, Vaden Gratch, &
Magruder, 1997). Inarecent survey of 817 gay
menin Chicago, 157 (19.2%) report alifetime
history of physical IPV (Houston & McKirnen,
2007) and the National Lesbian Health Care Survey
found anannual IPV prevalenceof 8%inadiverse,
nonclinical sampleof nearly 2,000 women
(Bradford, Ryan, & Rothman, 1994). Both of these
figuresareinlinewith surveysof heterosexuas. The
prevalenceof SA among gaysand lesbiansisa
meatter of debate, dueto the absence of control
groups, dependency on datagathered from bar
samples, lack of aclear definition of “gay” and
“leshian,” and thefact that many gay menand
| esbian women may remainin-the-closet (hidden
from study) (Bux, 1996). Despitetheselimitations,
the consensusisthat prevalenceof SA inthegay
and lesbian community, however defined, ishigher
than the prevalenceamong heterosexuas
(SAMHSA, 2001).

Thefew studiesthat examine co-occurring
same-sex |IPV and SA (Cruz & Peralta, 2001,
Schilit, Lie, & Montagne, 1990) suggest that the
prevalence of co-occurrenceisnot different from
that among heterosexuals (Idand & Letellier, 1991;
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Rose, 2008). In the Chicago study, gay men
reporting |PV wereamost twiceaslikely (26.4%v.
15.6%) to report substance abuse issuesthan were
gay men not reporting IPV (Houston & McKirnen,
2007) andinastudy of 228 gay men IPV
perpetrators, 40% reported substance abuse by
parents and 40% were themsel ves substance
abusers(Farley, 1996). Despitelimited datato
support practice, counsel ors and advocatesworking
with victimsand perpetratorsof |PV can proceed
with the same engagement, support, and safety
approachesaswith heterosexuals, dthoughwith
caution (SAMHSA, 2001). At thecommunity level,
however, thelack of civil protectionsfor agay or

| eshian rel ati onship coupled with apaucity of
servicesfor them makereferra, coordination, and
integrationachalenge.

Conclusion and Recommendations

Both research and experience suggeststhat SA
isoneof severd important factorsthat increase the
risk of IPV. IPV asoincreasestherisk for SA. SA
may be affected by other risk factors(e.g., violence
inthefamily of origin, belief intheaggression-
increasing power of substances) and SA may affect
risk factors(e.g., power motivation, cognitiveand
behavior skills, and the belief that violence against
women isappropriate under certain circumstances).
Theserisk factorsare not only personal, but they
also bear theimprint of society. Various perspectives
have been offered to explain these complex
relationships, but no single perspectivecanexplain
therelationship between SA and IPV indl cases.
Conversations between advocatesand SA
professionals, cross-training, and careful research
will hel p uschoosewhich perspectivesare best for
the devel opment of practiceand programsin
specific settings. We arein the early stagesof
developinginterventionsand programsthat target
both SA and IPV, but afew tentative
recommendationsfollow from our current level of
knowledge.

When either SA or IPV areencounteredin
practice, the chance of encounteringtheotheris
subgtantia. Thissuggeststhat assessment for both

problemsisneededif either of the problemsis
detected, regardless of the setting. Second, since
SA and IPV haveareciprocal relationship, viewing
one problem asacause of the other isnot useful.
Both SA and IPV should beregarded as primary
problems, and reduction of one problemtothe
familiar language and interventionsof the other
problemisill-advised. Sincetherelationship
between SA and IPV iscomplex, and since both are
primary problemsand have personal and socid
causesand manifestations, social agenciesand
ingtitutionsthat addressthese co-existing problems
need to be capabl e of addressing and managing the
complexitiesinvolved. Sincethisisusualy beyond
the scope of asingle agency, service networksand
coordinated community responsesto both problems
areessentid. Serid interventions (e.g. completion of
SA treatment firgt, followed by IPV intervention) are
usudly contrarindicated. Coordinated programs
(IPV and SA intervention at the sametime, with
information flowing between programs) and
integrated programs (the same program providing
both interventions) arelikely to be superior to sexid
sarvices. Inorder to effectively implement
coordinated services, it isimportant that | PV and
SA programswork collaboratively.
Thetraumarinformed approach to services
promisesto transform theway programsview men
and women who have co-occurring Situations.
I ntegrating services, changing froma*“ what’syour
problem?’ approachto a“what has happened to
you?’ approach, and attending to how our services
may compromiseor re-traumati ze those we seek
our hel p may improve service engagement and
retention. Ontheother hand, viewing IPV assimply
another traumaand SA assimply another trauma-
managing behavior arereductionist and ignorethe
gender and power elementsinboth SAand IPV.
Screening for both SA and PV should be
routinein all settingsthat specializein either SA or
IPV, aswell asin settingswherewe can expect a
high prevalence of both SA and IPV, such ashealth
care (both physical and mentd), child welfare, and
public aid agencies. Screening will beuseful only if
systemsare modified to engage and refer thosewho
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screen positiveand if agenciesarein placeto assess,
educate, or treat the problemsreferred to them.
Ultimately, the successof interventionsfor co-
occurring SA and PV depend ontheinvestment a
society iswilling to make. Althoughratesof 1PV and
SA areroughly equivaent inthe population, our
society hasviewed SA asthegreater problem, while
placing lessemphasis(intermsof funding) on1PV. A
greater awareness of |PV and amore balanced
approach to co-occurring 1PV and SA will benefit
perpetrators, victims, and our society asawhole.
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Half of themenin batterer intervention programsappear to abuse a cohol or drugs, approximately half
of themen in treatment for substance abuse batter, between aquarter and half of thewomenin treatment for
substance abuse have been battered, and asubstantial portion of thewomenin 1PV programsare substance
abusers (Gondolf, 1999, Chermack, Fuller & Blow, 2000; Fals-Stewart & Kennedy, 2005, Fals-Stewart,
2003, Lawson, 1994; Downs, 2001; Ogle & Baer, 2003). Despite these high numbers, therelationship
between substance abuse (SA) and intimate partner violence (IPV) iscomplex and should not be reduced
toideasabout one causing the other. Many theoretical perspectivesexplain the co-occurrence of SA and
IPV including: substance usedisruption of thinking processes; adverse childhood experiences; power
motivation; during the process of obtaining and using substances; and co-occurring Situationslike hostile
personalities, antisocia personality disorder, or poverty; however none of these theoriesaccount for all the
co-occurrenceof SA and IPV toindicatethat SA causes|PV. Therefore, werecommend practitionersiearn
to ask aseriesof questionsrather than adhereto asingletheory. The questionsare: (1) Whendid the
perpetrator or victim usedrugsor a cohol relativeto an episode of 1PV, what did they use, and how much?
(2) What aspectsof persondlity or living conditions might beinfluencing SA and 1PV ?(3) What power and
control issuesarein play inthiscase? (4) What wasthe specific situation and setting in which the SA and
IPV occurred? (5) What isthefamily and socia history of violence, trauma, and SA inthelifeof victimand
perpetrator that isbackground to the current situation? And, (6) to what do the victim and perpetrator
attributethe PV and the SA, and how do they believe SA and IPV arelinked?

Therolethat SA playsin men'sIPV ismuch more prominent than therole SA playsinwomen’s
victimization. Thereislittleevidenceto support the belief that awoman’s SA causesher victimization. SA
playsamoresubstantial rolein maintainingwomenin PV relationships, as SA may impair women'sability
to adequately protect themsalves. Thus, thelifestyle associated with abuseof illegal drugsmay put women
even closer to harm’sway.

Servicesprovided for co-occurring SA and IPV may be serial, where SA treatment precedes | PV
services, parale or coordinated, where servicesare provided at the sametimeby different agencies, or
integrated, where servicesare provided at the sametime by the same agency. Inthe past decade, therewas
been atrend away from serial and parallel approachesand toward coordinated and integrated services.

Screening for both SA and PV should beroutinein al settingsthat specializeineither SA or IPV, as
well asin settingswherewe can expect ahigh prevalence of both SA and | PV, such ashealth (both physical
and mental), child welfare, and public aid agencies. Screening will beuseful only if syssemsaremodifiedto
engage and refer those who screen positive and if agenciesarein placeto assess, educate, or treat the
problemsreferred to them. Ultimately, the success of interventionsfor co-occurring SA and | PV depend on
theinvestment asociety iswilling to make. Although ratesof IPV and SA areroughly equivaent inthe
population, our society hasviewed SA asthegreater problem, while placing lessemphasis(in termsof
funding) on IPV. A greater awarenessof | PV and amore balanced approach to co-occurring PV and SA
will benefit perpetrators, victims, and our society asawhole.

In Brief: Substance Abuse and Intimate Partner Violence (May 2008) www.vawnet.org

*The production and dissemination of this publication was supported by Cooperative Agreement Number U1V/CCU324010-04 from
the Centers for Disease Control and Prevention. Its contents are solely the responsibility of the authors and do not necessarily
represent the official views of the CDC, VAWNnet, or the Pennsylvania Coalition Against Domestic Violence.
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