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Abstract

Background—One of the most common causes of death among homeless and unstably housed 

women is acute intoxication where cocaine is present. While correlates of stimulant use have been 

determined in prior research, few studies have assessed risk factors of use specifically in this high-

risk population.

Methods—We sampled biological women with a history of housing instability from community-

based venues to participate in a cohort study. Baseline and 6-month follow-up data were used to 

determine the relative risk of stimulant use (crack cocaine, powder cocaine or methamphetamine) 

among individuals who did not use at baseline.
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Results—Among 260 study participants, the median age was 47 years, 70% were women of 

color; 47% reported having unmet subsistence needs and 53% reported abstinence from stimulants 

at baseline. In analyses adjusting for baseline sociodemographics and drug treatment, the risk of 

using stimulants within 6 months was significantly higher among women who reported recent 

sexual violence (Adjusted Relative Risk [ARR] = 4.31; 95% CI:1.97–9.45), sleeping in a shelter 

or public place (ARR = 2.75; 95% CI:1.15–6.57), and using unprescribed opioid analgesics (ARR 

= 2.54; 95% CI:1.01–6.38).

Conclusion—We found that almost half of homeless and unstably housed women used 

stimulants at baseline and 14% of those who did not use began within 6 months. Addressing 

homelessness and sexual violence is critical to reduce stimulant use among impoverished women.
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1. Introduction

While stimulant use has declined in the general population, it remains a major problem in 

impoverished North American urban areas (Fischer et al., 2006, 2012). Women are 

especially affected, with higher rates of dependence than men (Lejuez et al., 2007; Sterk et 

al., 2002), more severe forms of addiction (Fernandez-Montalvo et al., 2014b) and lower 

rates of treatment (Haller et al., 2003). Research conducted with homeless women living in 

San Francisco and across British Columbia, Canada (Vancouver, Victoria and Prince 

George), suggest nearly half of homeless and unstably housed women in these areas use 

crack cocaine, often with concomitant use of other substances (Riley et al., 2014; Torchalla 

et al., 2011).

Stimulant use among women has been linked to younger age, Caucasian race, extreme 

poverty (Stahlman et al., 2013; Torchalla et al., 2011), risky sexual practices (Neblett et al., 

2011; Torchalla et al., 2011) and violence (Falck et al., 2001; Riley et al., 2014). It is also 

associated with psychiatric co-morbidity, such as bi-polar disorder, anxiety and psychiatric 

distress (Kolodziej et al., 2005; Velasquez et al., 2007). Methamphetamine dependent 

women entering drug treatment report more psychiatric symptoms than men and non-

methamphetamine dependent women (Polcin et al., 2012).

Availability of pharmacotherapies for stimulant use is more limited than agonist 

maintenance for opiate addiction (Ersche et al., 2010; Mariani and Levin, 2012; Stoops and 

Rush, 2013); however, therapeutic approaches, including cognitive behavioral therapy 

(Penberthy et al., 2010), community reinforcement approaches (Higgins et al., 2003), 

contingency management (Farronato et al., 2013; Lussier et al., 2006; Petitjean et al., 2014; 

Prendergast et al., 2006), pharmacotherapy (Karila et al., 2011), vaccines (Kosten et al., 

2014) and gene therapy (Brimijoin and Gao, 2012), show potential for reducing or 

discontinuing use (Penberthy et al., 2010). Treatment programs that target other drug types 

(e.g., methadone and buprenorphine for opioid dependence) have been shown to also reduce 

stimulant use (Curcio et al., 2011; Fareed et al., 2009, 2010). Despite these treatment 

options, drop out and relapse serve as central barriers to drug cessation. Treatment dropout 
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rates among cocaine users are estimated to be 42% in meta analyses of controlled clinical 

trials (Dutra et al., 2008). In parallel, the Substance Abuse and Mental Health Services 

Administration’s (SAMHSA) Treatment Episode Data Set (TEDS) indicates that 44% of all 

persons being discharged from drug treatment in 2011 had successfully completed treatment 

(Substance Abuse and Mental Health Services Administration (SAMHSA), 2014b). Only 

one-third of cocaine users maintain abstinence during treatment observation (Dutra et al., 

2008), which makes the influence of treatment on future use important but uncertain.

In addition to issues related to mental health and drug treatment, stimulant use has been 

consistently linked with a variety of serious physical health consequences, including HIV 

and hepatitis C infections (Fischer et al., 2008; Ivy et al., 2013; Novak et al., 2013; 

Nyamathi et al., 2002), poor clinical outcomes among HIV and HCV-infected women 

(Carrico et al., 2011; Operskalski et al., 2008; Riley et al., 2011), arrhythmias and sudden 

death caused by stimulant-induced arrhythmia occurring in the absence of traditional risk 

factors like infarction (Hsue et al., 2007; Lange and Hillis, 2001). We recently reported a 3% 

annual mortality rate among 300 homeless women living in San Francisco over a four-year 

observation period (Riley et al., 2013). The most common cause of death was acute 

intoxication where cocaine was present, which emphasizes the continued need to better 

understand stimulant use in this population.

Here we sought to extend prior research, first by recruiting a community-based sample of 

homeless and unstably housed women, which restricts the population by gender and 

socioeconomic status to allow more focus on stimulant use in a population known to be at 

especially high risk. We considered several factors known to be disproportionately common 

in impoverished populations that have been linked with negative health outcomes among 

unstably housed women, including unmet subsistence needs and mental health comorbidity 

(Riley et al., 2014). In addition, while studies in the general population indicate that social 

isolation predicts intimate partner violence (Goodman et al., 2009; Hankin et al., 2010), our 

recent work with unstably housed women conversely shows that the odds of violence 

increase as social isolation decreases and drug use increases (Riley et al., 2014). Our 

qualitative research in the same sample confirms that this finding reflects socio-structural 

situations in which impoverished women use social isolation to extricate themselves from 

dangerous or drug-using environments (Knight et al., 2014).

Understanding that more than 85% of unstably housed women from this population have a 

history of substance-related disorders (Riley et al., 2014) and that the social context of 

poverty makes consistent care and treatment challenging (Riley et al., 2007), we sought a 

“real world” understanding of stimulant use that included various types of use (e.g., first use, 

continued casual use, use after multiple years of abstinence, and relapse after recent use or 

dependence). This broad approach offers the providers most likely to interface with 

homeless women, such as emergency department physicians and social service providers, 

population-level information to inform services. Based on our prior work, we hypothesized 

that unmet subsistence needs and multiple mental health conditions would increase the risk 

of stimulant use, and that social isolation would decrease the risk of stimulant use. We also 

hypothesized that drug treatment would confound associations between stimulant use and 

poverty-related factors.
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2. Methods

2.1. Study population

The goal of this study was to determine risk factors for stimulant use in the very near future, 

thus the first 6-month follow up visit was chosen as the time point to assess the outcome. 

Base line data were collected between June, 2008 and August, 2010 for “Shelter, Health and 

Drug Outcomes among Women” (SHADOW), a community-based cohort study examining 

violence and health risks among HIV-infected and uninfected homeless and unstably housed 

women living in San Francisco, CA. As previously described (Riley et al., 2014), 

recruitment was accomplished by a mobile outreach team that systematically screened 

women for study participation at free meal programs, homeless shelters, and a probability 

sample of low-cost single room occupancy (SRO) hotels. This recruitment methodology 

recognizes the realities of frequent transitions between literal homelessness and unstable 

housing (Riley et al., 2005; Surratt and Inciardi, 2004). Potential study participants were 

tested for HIV antibody during screening procedures. HIV-infected women were 

oversampled on additional recruitment days to accomplish HIV-specific aims of the cohort 

study regarding violence and risk behaviors. Inclusion criteria included female sex 

(biological), age ≥18 years and a history of housing instability (slept in public or a homeless 

shelter, or stayed with a series of acquaintances because there was no other place to sleep 

[“couch-surfed”]). Reimbursement of $15 was given for each study interview. Study 

procedures were approved by the Institutional Review Board at the University of California, 

San Francisco.

2.2. Instrument

All questionnaires and study procedures were pilot tested to ensure appropriateness for the 

target population. Answers to sensitive questions about drug use were obtained via Audio 

Computer-Assisted Self-Interviews (ACASI) during which participants listened to questions 

through headphones and entered responses into a computer.

Demographic, social, structural and behavioral topics were addressed. Regarding 

socioeconomic status, we included employment status, unmet subsistence needs (insufficient 

access to food, clothing, a restroom, a place to wash or a place to sleep; Gelberg et al., 1997) 

and homelessness (sleeping in a shelter or public place). Regarding social connections and 

support, we measured marital status and extreme social isolation (i.e., “very socially 

isolated,” defined by the Hawthorne Friendship Scale; a 6-item multidimensional scale 

designed to measure a quantitative spectrum between social isolation and social connection; 

Hawthorne, 2006). Considering substance use in the prior 6 months, we included at-risk 

alcohol use (>1 drink/day for women (NIAAA, 1995), use of stimulants (crack cocaine, 

powdered cocaine and methamphetamine), use of heroin and unprescribed opioid analgesics 

(Oxycontin, Vicodin, morphine or other opioid painkillers). Physical and sexual violence in 

the past 6 months were assessed by questions based on the Severity of Violence Against 

Women Scales (Marshall, 1992), which were tested previously in this population (Riley et 

al., 2014). Violence variables indicated whether the individual was hit, slapped, kicked, 

bitten, choked, shot, stabbed or struck with an object (physical violence), or forced to have 

sex of any kind (sexual violence).
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Covariates assessed prior experience in residential, inpatient or outpatient drug treatment, 

and self-help abstinence groups (e.g., Alcoholics Anonymous and Narcotics Anonymous). 

Prior studies indicate that different types of drug treatment, as well as treatment frequency, 

total duration and quality influence future drug use (Phillips et al., 2014). However, only 

20% of study participants were in any type of inpatient or outpatient substance use treatment 

and half of those in treatment were in methadone maintenance. While the proportion of 

individuals in treatment was higher than the national average of 11% (Substance Abuse and 

Mental Health Services Administration (SAMHSA), 2014a), we did not have sufficient 

power to address specific treatment types or duration in this small sample. Limited statistical 

power necessitated the collapse of all formal drug treatment into a single variable and all 

self-help abstinence group participation into another variable. A history of stimulant use was 

not included in adjusted analysis due to its correlation with drug treatment. The decision to 

include drug treatment instead of a stimulant use history focused the analysis on individuals 

who recently sought help for addiction rather than including infrequent, recreational or past 

use.

In order to reduce interview-fatigue, assessments of current mental health (depression, 

manic episodes and schizophrenia) and current pain were conducted separately using the 

diagnostic interview Schedule (DIS)-IV within one month of the main study interview. The 

DIS is a reliable tool (Cottler et al., 1998; Ross et al., 1995; Zimmerman and Coryell, 1988) 

which uses DSM-IV criteria (Zimmerman and Coryell, 1988).

2.3. Data analysis

McNemar’s test was used to compare baseline frequencies of study factors by stimulant use. 

Longitudinal logistic models fit by Generalized Estimating Equations (GEE) were used to 

estimate the population-level risk of stimulant use reported at follow-up among individuals 

who reported no stimulant use at baseline. Independent variables were deleted from the 

regression model if they did not contribute to its overall fit. Goodness of fit was determined 

by log likelihood ratios. Multicollinearity among variables and potential effect modification 

were examined.

3. Results

3.1. Participant characteristics

Over 90% of eligible persons agreed to participate in the original study (Riley et al., 2014) 

and 93% of enrolled persons, who were alive and had opportunity to participate (e.g., not 

incarcerated and still living in the area), were retained after one year of follow-up. By 

design, HIV-infected persons represented half of the original cohort in order to ensure 

statistical power for HIV-related analyses. Study participants included in the current analysis 

were those who (1) completed both baseline and 6-month follow-up interviews (up to month 

10, at which time the interview was considered for the following 12-month interval), and (2) 

completed the mental health assessment within 6 months of baseline. Compared to the entire 

cohort (N = 300), a lower proportion of study participants included in the current analysis (n 

= 260) were homeless at baseline (43% vs. 66%, p < 0.01); no statistical differences existed 
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between excluded and included participants according to drug use or mental health 

variables.

Most of the 260 study participants included in the current analysis were women of color 

(70% non-Caucasian), the median age was 47 years, almost half of study participants 

reported having unmet subsistence needs, 46% had slept in a shelter or public place during 

the prior 6 months and almost 90% were socially isolated (Table 1). Experiencing more than 

moderate levels of pain was reported by 40% of the sample, 66% had major depression, 23% 

experienced recent manic episodes and 18% had schizophrenia. Physical and sexual 

violence during the prior 6 months were reported by 27% and 10% of participants 

respectively (Table 1).

3.2. Characteristics of baseline stimulant users

Lifetime use of stimulants (crack cocaine, powder cocaine or methamphetamine) was 

reported by 89% of respondents, while use in the prior 6 months was reported by 47% of the 

sample population at baseline. Compared to individuals who did not report stimulant use at 

baseline, a higher proportion of baseline stimulant users were homeless (56% stimulant 

users vs. 34% non-stimulant users, p < 0.01), had major depression (73% vs. 57%, p = 0.01), 

experienced manic episodes (29% vs. 16%, p < 0.02), experienced physical violence (36% 

vs. 17%, p < 0.01), experienced sexual violence (14% vs. 4%, p = 0.01), used heroin (25% 

vs. 3%, p < 0.01), used unprescribed opioid analgesics (36% vs. 14%, p < 0.01) and engaged 

in at-risk drinking (56% vs. 31%, p < 0.01) (Table 1). In addition, a higher proportion of 

baseline stimulant users participated in drug treatment (32% vs. 7%, p < 0.01) and self-help 

abstinence groups (39% vs. 10%, p < 0.01) in the 6 months prior to baseline.

3.3. Predictors of stimulant use among participants who did not use at baseline

Restricting to those who did not use stimulants at baseline (n = 118), 17 individuals (14%) 

reported stimulant use at follow-up (12 reported crack cocaine use, 6 reported powdered 

cocaine or methamphetamine use). The majority of persons who began use after baseline 

(53%) reported a frequency of less than one time per month. Baseline factors that 

significantly increased the risk of stimulant use during the follow-up period included recent 

sexual violence (ARR = 4.31; 95% CI: 1.97–9.45), homelessness (Adjusted Relative Risk 

[ARR] = 2.75; 95% CI: 1.15–6.57) and use of unprescribed opioid analgesics (ARR = 2.54; 

95% CI: 1.01–6.38) (Table 2). Contrary to our hypotheses, mental health, social isolation 

and unmet subsistence needs did not significantly influence the risk of stimulant use during 

follow-up.

4. Discussion

Almost half of community-recruited homeless and unstably housed women participating in 

this study reported stimulant use at baseline and 14% of those who did not use at baseline 

began using within a very short time period (6 months). This high rate of use is surprising 

because prior research suggests that the frequency of illicit substance use decreases 

substantially after age 29 (Raveis and Kandel, 1987) and the median age of the present 

cohort was 47. Increasing participant age did not decrease the risk of stimulant use in this 
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cohort. We reviewed the possibility that the population age distribution was too old to see an 

age effect; however, the age range was 20–69 and the median was 47, thus the age 

distribution was not severely skewed and there was heterogeneity in this range. Thus, in this 

sample of community-recruited homeless and unstably housed women, stimulant use was 

relatively common, and rather than age or race, future use was predicted by sexual violence, 

homelessness and taking unprescribed opioid analgesics. In addition, while drug use is a 

well-established risk factor for HIV, HIV serostatus was not a strong predictor of stimulant 

use, suggesting the possibility of a unidirectional relationship when study participants are 

restricted to impoverished women.

We previously reported high levels of primary partner violence and non-primary partner 

violence against homeless and unstably housed women (Riley et al., 2014), as well as an 

increased risk of violence in marginal housing situations (Knight et al., 2014). The current 

analysis highlights sexual violence as a relatively common phenomenon contributing to 

stimulant use among homeless and unstably housed women. Compared to 0.3% of American 

women from the general population who have been sexually assaulted in the prior 12 

months (Tjaden et al., 2000), sexual assault was 33 times higher in half the time period 

among homeless and unstably housed women participating in the current study. This 

remarkably high level of violence against impoverished women is consistent with studies in 

multiple geographic areas (Bonugli et al., 2013; Bourgois et al., 2004; Galano et al., 2013; 

Riley et al., 2014; Tutty et al., 2013; Wenzel et al., 2006), suggesting the ongoing 

recognition of this public health problem and the lack of an effectual response. Results 

presented here and elsewhere suggest that continued violence against impoverished women 

not only compromises health and increases emergency department use (Doran et al., 2014), 

it also increases the risk of subsequent drug use (ARR = 4.56; 95% CI: 1.93–10.76; Table 2) 

and increases the severity of addiction (Fernandez-Montalvo et al., 2014a).

Few prior studies have estimated the risk of stimulant use among impoverished women over 

time, although our results are consistent with those that have shown various types of 

associations between violence/trauma and substance use among women (Coffey et al., 2002; 

Falck et al., 2001; Hedtke et al., 2008; Ullman et al., 2006; Wechsberg et al., 2003). 

Ethnographic research indicates that crack cocaine is often used to manage physical and 

emotional pain and escape from sensations of depression and grief in relation to violence 

(Bungay et al., 2010). The current study supports these findings by the increased risk of 

stimulant use among participants who reported sexual violence and those who used 

unprescribed opioid analgesics (Table 2). Likewise, our findings are consistent with reports 

indicating that living environments in which impoverished women experience violence or 

feel unsafe, anxious, and maintain hyper-vigilance also contribute to on-going drug use 

(Shannon et al., 2009; Substance Abuse and Mental Health Services Administration 

(SAMHSA), 2009). In addition, several prospective studies have been conducted in 

combined groups of men and women indicating that violence experienced post-substance 

use treatment is related to relapse (Walton et al., 2002; Yang et al., 2011). Results presented 

here extend prior research by showing that, in a population where mental illness, housing 

instability and multiple types of violence are common, homelessness and sexual violence 

both independently and simultaneously predict the use of stimulants.
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The lack of event-level data precludes our ability to assess the use of appropriate care 

following sexual assault, thus the degree to which it may have protected against subsequent 

simulant use is indeterminable. However, prior research shows that appropriate trauma care 

following sexual assault is rare. Less than one-fifth of U.S. hospitals provide comprehensive 

services to sexual assault patients (Patel et al., 2013), and follow-up care is less common 

among individuals who are homeless (OR = 0.30) and use cocaine (OR = 0.29) (Ackerman 

et al., 2006), which are the same characteristics of individuals found to be at highest risk for 

stimulant use in the current study. Results presented here highlight the importance of post-

sexual assault follow-up care for homeless women as critically important, not only for 

mental and physical health, but as a possible safeguard against future stimulant use.

Consistent with prior research reporting associations between mental illness and substance 

use (Stewart et al., 1998; Waldrop et al., 2007), we found that depression and manic 

episodes were more common among stimulant users at baseline (Table 1); however these 

mental health conditions did not increase the risk of stimulant use among individuals who 

did not use at baseline (Table 2). These results may suggest that cross-sectional associations 

between mental illness and substance use in prior studies reflected estimates of substance 

use on mental health, not mental health on substance use. Alternatively, results may suggest 

that individuals experiencing the most severe symptoms of mental illness do not stop using 

stimulants and thus would not have been included in this sample of women who did not use 

at baseline. Another possibility is that effects are different in populations with a high 

prevalence of mental illness.

Less than 10% of all baseline stimulant non-users were in drug treatment, and the limited 

number of persons in treatment precluded further stratification by treatment type, duration or 

quality. Women who reported some type of treatment were almost three times more likely to 

start using stimulants than individuals who were not in treatment. The magnitude of 

association was maintained in adjusted analysis, but the adjusted estimate did not reach a 

level of statistical significance. This positive association is similar to prior findings that 

show difficulties in achieving and maintaining abstinence among stimulant users (Dutra et 

al., 2008; Substance Abuse and Mental Health Services Administration (SAMHSA), 2014b), 

which can be particularly problematic for homeless persons returning to a challenging 

pretreatment social environment (Stahler et al., 2005). The inclusion of drug treatment in the 

current study shows that, on average, the treatment that only a few unstably housed women 

are able to access does not diminish the population-level influence of homelessness and 

sexual violence on stimulant use.

4.1. Limitations

Results presented here should be considered in the context of several limitations. First, 

compared to the entire cohort, a lower proportion of participants included in the current 

analysis were homeless at baseline (Table 1), which may have biased the sample toward 

individuals with more resources and/or less life chaos. Considering results from this and 

prior analyses, which indicate homelessness as a risk factor for using stimulants, this would 

have likely biased study results toward the null. Thus, effects are at least as strong as those 

reported here. Second, study participants may have underreported behaviors such as drug 
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use, due to recall bias or social desirability; however, this would also have biased results 

toward the null, again indicating that risks are at least as extreme as those reported. Third, 

the sample was relatively small and, due to limitations in statistical power, drug treatment 

was not broken down by type of treatment, time in treatment, quality of treatment or 

intensity/frequency of current treatment. It is possible that more refined variables would 

indicate significant differences in risk by specific treatment types. Fourth, data were 

obtained from a single geographical location and may not be representative of homeless 

women in other areas. However, prior research regarding impoverished adults from different 

geographic areas have been similar on a variety of social, behavioral, health and health 

services-related observations (Kidder et al., 2007; Kim et al., 2006; Leaver et al., 2007; 

Lewis et al., 2003; Riley et al., 2007; Sterk et al., 2007; Wenzel et al., 2007), increasing the 

likelihood that results reported here may be generalizable to impoverished women in other 

areas. A fifth limitation is that results presented here assessed the use of stimulants after a 

period of no use, a decision that did not distinguish between first use and relapse. This 

decision emphasizes a population-level approach and precludes our ability to estimate risk 

for each type of use. Study strengths include the use of prospective data from a community-

recruited sample of homeless and unstably housed women, which allowed us to estimate 

risk, the inclusion of variables that are unique to very low-income individuals, and a direct 

assessment of multiple mental health conditions using the DIS-IV.

5. Conclusion

In an environment where almost half of homeless and unstably house women use stimulants 

at baseline, those who do not use are at high risk to start using in a short (6-month) time 

period. Results presented here suggest that factors contributing to drug use risk in the 

general population, such as age and race, are not strong predictors of stimulant use among 

extremely impoverished women. While the use of stimulants is multifactorial and likely 

includes additional factors that are outside the scope of the current study, results presented 

here indicate that violence and homelessness have strong population-level influences on the 

use of stimulants. Increasing access to safe and permanent housing, and decreasing sexual 

violence is critical to reducing stimulant use among impoverished women.
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Highlights

• We estimate the risk of stimulant use among homeless and unstably housed 

women.

• Sexual violence and homelessness predict stimulant use.

• Risks are not confounded by drug treatment.

• Stimulant use prevention should address homelessness and sexual violence.
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Table 1

Prevalence of baseline characteristics and recent (past 6 months) behaviors/situations among homeless and 

unstably housed biological women living in San Francisco (N = 260).

Total (N = 260) Stimulant non-users
(N = 118) N (%)

Stimulant users
(N = 142) N (%)

p-Value

Age

 Minimum, maximum   20–69 25–69   20–62   0.22

 Median (quartiles)   47 (41–53) 48 (43–53)   47 (40–53)

Race/ethnicity

 White   79 (30.4) 35 (29.7)   44 (31.0)   0.68

 African American 113 (43.5) 49 (41.5)   64 (45.1)

 Latina   12 (4.6)   6 (5.1)     6 (4.2)

 Asian/Pacific Islander     7 (2.7)   5 (4.2)     2 (1.4)

 Other   49 (18.8) 23 (19.5)   26 (18.3)

Employed   48 (18.5) 26 (22.0)   22 (15.5)   0.18

Unmet subsistence needs 121 (46.5) 46 (39.0)   75 (52.8)   0.03

Homeless (slept in a shelter or public place) 120 (46.2) 40 (33.9)   80 (56.3) <0.01

Married or partnered 144 (55.4) 56 (47.5)   88 (62.0)   0.02

Social isolation (Hawthorn Friendship Scale)

 Very isolated 156 (60.0) 79 (66.9)   77 (54.2)   0.14

 Isolated   75 (28.8) 31 (26.3)   44 (31.0)

 Some social support   18 (6.9)   6 (5.1)   12 (8.5)

 Socially connected     9 (3.5)   2 (1.7)     7 (4.9)

 Very socially connected     2 (0.8)   0 (0.0)     2 (1.4)

Experienced recent pain

 Not at all/moderate 156 (60.0) 68 (57.6)   88 (62.0)   0.48

 Quite a bit/extreme 104 (40.0) 50 (42.4)   54 (38.0)

HIV-positive 129 (49.6) 58 (49.2)   71 (50.0)   0.89

Major Depression 169 (66.0) 67 (57.3) 102 (73.4)   0.01

Manic Episodes   59 (23.0) 19 (16.2)   40 (28.6)   0.02

Schizophrenia   47 (18.3) 18 (15.4)   29 (20.7)   0.27

Experienced physical violence   70 (27.2) 20 (17.1)   50 (35.7) <0.01

Experienced sexual violence   25 (9.7)   5 (4.3)   20 (14.3)   0.01

Crack cocaine use 122 (46.9)   0 (0.0) 122 (85.9) <0.01

Powder cocaine use   30 (11.5)   0 (0.0)   30 (21.1) <0.01

Methamphetamine use   54 (20.8)   0 (0.0)   54 (38.0) <0.01

Heroin use   40 (15.4)   4 (3.4)   36 (25.4) <0.01

Unprescribed opioid analgesic use   67 (25.8) 16 (13.6)   51 (35.9) <0.01

At-risk alcohol use (>7 drinks/week or 4 drinks at one time) 115 (44.2) 36 (30.5)   79 (55.6) <0.01

Participated in self-help abstinence groups (e.g., alcoholics 
anonymous or narcotics anonymous)

  68 (26.2) 12 (10.2)   56 (39.4) <0.01

Inpatient or outpatient substance use treatment   53 (20.4)   8 (6.8)   45 (31.7) <0.01
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◊◊
Hawthorn Friendship Scale: a 6-item scale where increasing scores indicate more social connection. 0–11 = very isolated; 12–15 = isolated; 16–

18 = some social support; 19–21 = socially connected; and 22–24 = very socially connected.

‡
p < 0.05.
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Table 2

Risk factors for stimulant use among homeless and unstably housed biological women who did not use 

stimulants at Baseline (n = 118).

Unadjusted relative risk (95% CI) Adjusted relative risk (95% CI)

Age (years) 1.00 (0.95–1.06)

Race

 Caucasian (ref) 1.0

 African American 3.21 (0.74–13.97)

 Latina 2.92 (0.31–27.36)

 Asian/Pacific Islander 3.50 (0.38–31.91)

 Other 3.04 (0.61–15.28)

Employed 0.47 (0.12–1.93)

Unmet subsistence needs 1.39 (0.58–3.35)

Homeless (Slept in a shelter or public place) 2.19 (0.92–5.25) 2.75 (1.15–6.57)‡

Married or partnered 1.58 (0.65–3.87)

Very socially isolated (Hawthorne Friendship Scale < 12)◊◊ 1.01 (0.15–6.93)

Experienced recent extreme pain 1.94 (0.79–4.75)

HIV-infected 0.43 (0.16–1.15)

Major depression 0.75 (0.30–1.85)

Manic episodes 0.74 (0.18–2.98)

Schizophrenia 1.27 (0.40–4.01)

Experienced physical Violence 1.49 (0.54–4.11)

Experienced sexual Violence 4.80 (2.02–11.43) 4.31 (1.97–9.45)‡

Heroin use 3.80 (1.28–11.27)

Unprescribed opioid analgesic use 2.66 (1.08–6.54) 2.54 (1.01–6.38)‡

At-risk alcohol use (>7 drinks/week or 4 drinks at one time) 1.59 (0.66–3.85)

Self-help abstinence group participation (e.g., AA, NA) 1.18 (0.31–4.54)

Inpatient or outpatient substance use treatment 2.95 (1.06–8.17) 2.92 (0.99–8.63)

‡
Contributed to the fit of the final model;

◊◊
Hawthorn Friendship Scale: a 6-item scale where increasing scores indicate more social connection. 0–11 = very isolated; 12–15 = isolated; 16–

18 = some social support; 19–21 = socially connected; and 22–24 = very socially connected.
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