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Abstract

Traumatic events can negatively impact clinical outcomes among HIV positive women, 

particularly when those events result in ongoing psychological distress. Consequently, there have 

been calls to integrate screening and treatment of traumatic experiences and associated mental 

health disorders into HIV care. In South Africa, screening for traumatic experiences and mental 

health is not a routine part of HIV care. The goal of this study was to examine the prevalence of 

traumatic experiences and mental health distress among women in an HIV clinic in Cape Town, 

South Africa, and to explore the acceptability of routine screening in this setting. Seventy HIV 

positive women were screened following referral from healthcare workers in the clinic. Among 

participants, 51% reported a history of sexual abuse and 75% reported physical intimate partner 

violence (physical IPV). Among all participants, 36% met screening criteria for depression; among 

those with traumatic experiences (n=57), 70% met screening criteria for post-traumatic stress 

disorder (PTSD). Compared to reporting no sexual abuse or physical IPV, having experienced both 

sexual abuse and physical IPV was significantly associated with higher odds of depression, while 

reporting either sexual abuse or physical IPV individually was not significantly associated with 

increased odds of depression. Among women reporting sexual abuse, 61% were disclosing their 

experience for the first time during the screening; 31% of women with physical IPV experience 

were disclosing for the first time. Overall, 98% of participants thought screening should be routine 

and extended to all women as part of clinic care. Screening women for sexual abuse and physical 

IPV may be an important component of ensuring HIV care engagement.
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Introduction

South Africa accounts for a disproportionate share of the global HIV burden, with 

approximately 7 million people infected (UNAIDS, 2015). Women are particularly 

vulnerable to the HIV epidemic, with an estimated 4 million South African women living 
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with HIV (UNAIDS, 2015). In addition to high prevalence of HIV infection, women in 

South Africa also suffer from high prevalence of traumatic experiences, including childhood 

abuse and physical and sexual abuse in adulthood. Lifetime prevalence of any abuse has 

been reported at over 50% (Choi et al., 2014; Dunkle, Jewkes, Brown, Yoshihama, et al., 

2004; Jewkes & Abrahams, 2002; Li et al., 2014).

Abuse and violence against South African women is rooted in gender inequality, patriarchy 

and normative use of violence in affirming power (Abrahams, Jewkes, Hoffman, & 

Laubsher, 2004; Jewkes, Levin, & Penn-Kekana, 2002; Jewkes, Penn-Kekana, Levin, 

Ratsaka, & Schrieber, 2001). In a nationally representative study, physical abuse by an 

intimate partner and childhood physical abuse were the most common forms of violence 

against women (Kaminer, Grimsrud, Myer, Stein, & Williams, 2008). High levels of sexual 

abuse of women have been documented in South Africa, with sexual abuse by intimate 

partners being most common (Dartnall & Jewkes, 2013; Jewkes & Naeema Abrahams, 

2002). In addition to physical and sexual abuse, women also suffer from emotional and 

financial abuse within intimate relationships, and forms of abuse are often co-occurring 

(Jewkes et al., 2001).

A history of trauma1 can negatively impact clinical outcomes among women living with 

HIV, particularly when those lifetime events result in ongoing psychological distress and 

poor mental health (Hatcher, Smout, Turan, Christofides, & Stockl, 2015; Machtinger, 

Wilson, Haberer, & Weiss, 2012; Willie, Overstreet, Sullivan, Sikkema, & Hansen, 2016). 

Poor mental health impacts HIV outcomes through multiple mechanisms, including 

decreased cognitive and physical functioning (Leserman et al., 2005; O’Cleirigh, Skeer, 

Mayer, & Safren, 2009), continued risk-taking behaviors (Sikkema et al., 2011a; Smit et al., 

2006), and decreased motivation and capacity to engage in HIV treatment (Meade, Hansen, 

Kochman, & Sikkema, 2009; Mugavero et al., 2006; Whetten et al., 2013). Post-traumatic 

stress disorder (PTSD), major depression, and anxiety are psychological sequelae of trauma 

that have been associated with poor HIV treatment outcomes among women (Machtinger et 

al., 2012; Willie et al., 2016). (Brezing, Ferrara, & Freudenreich, 2015; Seedat, 2012)

In sub-Saharan Africa, HIV care engagement over time is challenging; it has been estimated 

that 60% of patients who had initiated antiretroviral therapy (ART) are no longer in care 

(Piot et al., 2015). A history of traumatic experiences may be an important contributor to 

poor HIV care engagement,(Whetten et al., 2013). A qualitative study of HIV-infected South 

African women found that sexual trauma history affected HIV care engagement, particularly 

in the period immediately following HIV diagnosis (Watt et al., 2016). When patients do not 

fully engaging in care, they face increased risk of resistance, viral failure and forward 

transmission of HIV (Knobel, Carmona, Grau, Pedro-Botet, & Díez, 1998; Lamiraud et al., 

2012).

Given the potential negative impacts of trauma on HIV care outcomes, there have been calls 

to develop and implement interventions that address trauma, in order to increase HIV care 

1Note that the word “trauma” is used throughout the paper to refer broadly to acts of sexual abuse and/or physical IPV experienced by 
participants. In using this word, we are referring to trauma exposure, as opposed to implying corresponding trauma symptoms. We 
also use the phrases “trauma history” and “traumatic experiences” interchangeably in the same way.
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engagement and improve health outcomes (Collins, Holman, Freeman, & Patel, 2006; 

Seedat, 2012). More broadly, there is recognition of the importance of addressing trauma 

histories in HIV patients through a model of care called trauma informed care (Brezing et 

al., 2015; Machtinger, Cuca, Khanna, Rose, & Kimberg, 2015). Trauma informed care calls 

for the integration of trauma-related assessment, treatment and referral into health care 

services. This approaches necessarily includes screening for traumatic experiences and 

associated mental health disorders as part of routine care (Brezing et al., 2015; Machtinger 

et al., 2015).

Barriers to the implementation of screening for trauma and mental health symptoms include 

the potential of shame, stigma and cultural factors leading to non-disclosure of experiences, 

especially of sexual abuse (Fleming, 2013; Watt et al., 2016). In addition, structural barriers 

include high attrition of healthcare workers and high patient loads, lack of mental health 

training among healthcare workers and scarce psychosocial resources (Marais & Petersen, 

2015; Undie, Maternowska, Mak’anyengo, & Askew, 2016).

Routine mental health screening has been successfully integrated into antenatal care settings 

in South Africa, which may provide a framework for screening and referring in an HIV care 

setting (Honikman, van Heyningen, Field, Baron, & Tomlinson, 2012; Vythilingum et al., 

2013a). Using a stepped care approach, healthcare workers in this setting screen women for 

mental health symptoms during antenatal visits and refer cases to on-site non-specialist 

counsellors, who in turn refer severe cases to a psychiatrist (Honikman et al., 2012; 

Vythilingum et al., 2013a). In order to assess the potential for a similar model in HIV 

clinics, it necessary to examine whether screening is feasible and acceptable in the HIV care 

setting, and women’s willingness to disclose their traumatic experiences and related 

psychological distress.

The purpose of this study was to assess need and acceptability of a brief screening for sexual 

abuse, physical intimate partner violence (physical IPV), and mental health symptoms 

among female patients in a single HIV clinic in Cape Town, South Africa. The study had 

three aims: (1) to assess the prevalence of sexual abuse, physical IPV and mental health 

symptoms in this population, (2) to explore the associations between these traumatic 

experiences and depressive symptoms, and (3) to assess acceptability of screening among 

participants. Findings from the study can inform the design of trauma focused assessments 

and interventions for women living with HIV and can highlight the need for trauma 

informed HIV care in this setting.

Methods

Study setting

The study was conducted over an 8-week period during June and July 2015 at a primary 

health care HIV clinic located in a peri-urban township of Cape Town, South Africa. The 

clinic is one of the public service HIV treatment centres, where patients receive free HIV 

care, including antiretroviral therapy (ART). At the time of the study, the clinic had a total 

patient load of over 2,500 adult HIV patients. Initiation on ART at the clinic follows a 

standard protocol as per government guidelines (Western Cape Department of Health, 2015). 
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After receiving an HIV diagnosis, patients are assessed based on the ART initiation criteria 

(i.e., CD4 <= 500 cells/mm3, AIDS defining illness, pregnant or breastfeeding, HIV positive 

in serodiscordant couples). Patients who do not yet meet ART initiation criteria receive care 

and regular assessments, including CD4 count monitoring, in the Wellness sub-clinic, until 

they meet the ART initiation criteria. Patients meeting ART initiation criteria receive three 

sessions of readiness counselling in the Counselling sub-clinic, after which they initiate ART 

and receive their care in the ART sub-clinic. Patients who default on ART return to the 

Counselling sub-clinic for adherence counselling sessions.

Participants and procedures

Data were collected via a cross-sectional screening survey of 70 female patients who were 

enrolled in HIV care at the study clinic and attending either the Wellness or Counselling 

sub-clinics. Women in the Wellness sub-clinic were eligible if they had recently met ART 

initiation criteria and were transitioning to the Counselling sub-clinic. All female patients in 

the Counselling sub-clinic were eligible, regardless of whether they were receiving 

counselling as an ART initiator or as an ART defaulter. We decided to target women who 

were initiating ART or returning to care after defaulting, because these moments represent 

critical points of HIV care where interventions, including mental health interventions for 

trauma, can be introduced to improve or maintain adherence and care engagement. All 

participants had to be 18 years or older and able to provide informed consent.

Healthcare workers in the Wellness and Counselling sub-clinics briefly informed eligible 

participants about a study for HIV positive women, but did not provide any study details. 

Interested individuals were referred to a female research assistant. The research assistant 

described the study in detail and, if interested, obtained oral consent. The research assistant 

verbally administered the screening instrument and recorded the participant’s responses on 

the paper copy of the instrument.

All participants were assessed for suicidal ideation and severity using items adapted from 

the suicidality subscale of the Mini International Neuropsychiatric Interview (Lecrubier et 

al., 1997). A psychologist on the study staff made referrals for participants with elevated 

psychological distress, including those deemed to be at high risk for suicide or self-harm. 

All participants were provided with a list of local organizations providing psychosocial 

services. Participants were offered complimentary tea and biscuits while waiting to be 

screened or afterward and did not receive any additional study incentives. The screening 

instrument took approximately 15 minutes to complete. The ethical review boards at Duke 

University and the University of Cape Town approved all study procedures.

Measures

The screening survey was created in English, and a parallel version was created through a 

process of translation and back-translation in Xhosa. The following constructs were 

measured in the survey.

Sexual abuse—Sexual abuse was defined as sexual abuse or assault that occurred during 

childhood, adolescence or adulthood. Sexual abuse was measured using four main questions, 
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each with follow-up questions, based on the WHO CIDI (World Health Organization, 1990) 

and the Childhood Trauma Questionnaire (Bernstein et al., 2003). Participants were asked 

the following questions: whether someone had ever touched them in a sexual way or made 

them touch the person in a sexual way against their will; whether someone had ever 

threatened to hurt them unless they did something sexual with the person; whether someone 

had ever forced them (physically, emotionally or with a weapon) to have sexual intercourse 

or other sexual activities against their will; and whether they had ever had any other 

unwanted or threatening sexual experiences.

The four sexual abuse experience questions had yes/no response options. For yes responses, 

follow-up questions asked when the experience occcured (childhood, adolescence and/or 

adulthood), and whether the experiences were ongoing, happened in past year, or were not 

recent. Participants were categorized as having a sexual abuse history if they endorsed any of 

the four sexual abuse experience questions, at any point in their lives.

Physical intimate partner violence (physical IPV)—Physical IPV was measured 

using three items from the physical assault subscale of the revised Conflict Tactics Scale 

(CTS2) (Straus, Hamby, Boney-McCoy, & Sugarman, 1996). Participants were asked the 

following questions: whether a sexual partner had ever threated to hit them or throw 

something at them; whether a sexual partner had ever beat them; and whether a sexual 

partner had ever used a knife or gun on them. Response options were yes/no, and for yes 

responses, participants were asked if the violence had occurred within the last 6 months. 

Participants were categorized as having a history of physical IPV if they endorsed a lifetime 

experience of any of the three items.

Depression—The PHQ-2 screener for depression measured the frequency of depressive 

symptoms in the past two weeks (Arroll et al., 2010). The measure has been validated for 

use in a primary care setting in South Africa (Bhana, Rathod, Selohilwe, Kathree, & 

Petersen, 2015). Response options ranged from 0 (“not at all”) to 3 (“nearly every day”). 

The two items were summed, with a score of three or more indicative of major depression 

(Bruce Arroll et al., 2010).

PTSD symptoms—PTSD symptoms in the past month were assessed using the seven-

item Breslau PTSD screener (Breslau, Peterson, Kessler, & Schultz, 1999), which has been 

previously used in South Africa (Sikkema et al., 2011b). The PTSD measure was only 

administered to participants who had endorsed either sexual abuse or physical IPV history. 

Response options were yes/no for each question and captured whether a participant had 

experienced a particular symptom within the last month. A yes response corresponded to a 

score of one, creating a total summed score ranging from 0 to 7. A score of three or more 

was indicative of elevated PTSD symptoms (Kimerling et al., 2006).

Participants’ screening experience—Participants’ reactions to the screening process, 

its acceptability, and attitudes towards potential integration of screening into routine HIV 

care management were assessed with four open ended questions: 1) how they felt being 

asked the screening questions; 2) whether they would feel comfortable being asked these 

screening questions by a healthcare provider; 3) whether they thought it would be 
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appropriate to screen all women; and 4) suggestions for how screening could be conducted 

in the future. Participants were probed to explain their answers for each question. 

Participants who had experienced trauma were separately asked whether they had ever 

disclosed their sexual abuse and/or physical IPV experience to anyone else before the 

screening (response yes/no for each type of traumatic experience). Lastly, all participants 

were asked whether they preferred either nurses or counsellors to conduct screening and the 

reasons for their preference.

Data analysis

Descriptive statistics were used to describe the demographic and other characteristics of the 

sample. Potential differences in these characteristics were examined by comparing 

participants with trauma histories (sexual abuse and/or physical IPV) and those without 

trauma histories. Due to the small sample sizes and distribution of variables, non-parametric 

statistical tests were used for comparisons. The Wilcoxon rank sum test was used to compare 

differences in age, years of education and time since HIV diagnosis. Fisher’s exact test was 

used to compare differences in employment, relationship status and pregnancy.

We examined the prevalence of mental health symptoms (depression and PTSD symptoms) 

among three categories of traumatic experiences (no trauma, sexual abuse or physical IPV, 

and sexual abuse and physical IPV history). Since PTSD symptoms were only assessed on 

participants with a trauma history, no PTSD symptoms results were reported for the no 

trauma history category. Fisher’s exact test was used to compare proportions of mental 

health symptoms across the three categories of traumatic experiences.

A logistic regression model was used to explore whether type(s) of trauma experience was 

predictive of depression, with depression as a categorical outcome based on the standard cut-

off indicative of major depression (Arroll et al., 2010). Traumatic experience was examined 

as a categorical variable with three levels (no trauma, sexual abuse or physical IPV, sexual 

abuse and physical IPV), with no trauma as the referent group. Two variables, age and 

education, were examined as predictor variables. Since most women were from a high 

poverty setting, education was chosen as the best proxy for socioeconomic status.

Participants’ perceptions of the screening process were quantitatively summarized using 

proportions of participants endorsing the questions with categorical responses. Participants’ 

qualitative responses to how they felt about the screening process were coded into either 

positive/neutral or negative and quantitatively summarized using proportions. Participants’ 

qualitative responses were also analysed for emergent themes, with illustrative quotes 

representing the themes.

Results

Description of sample

Over the two-month study period, healthcare workers in the clinic referred 71 participants 

for screening. One participant declined to participate in the study, and 70 agreed to 

participate and completed the study instrument. Most of the participants were referred to the 

study from the counseling sub-clinic (76%, n=53), and the remaining were referred from the 
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Wellness sub-clinic (24%, n=17). Of the 53 participants recruited from the counseling sub-

clinic, 27 were attending ART readiness counseling sessions and 26 were attending ART 

adherence counseling sessions for defaulters. Thus, participants were either initiating or 

defaulting on ART. Table 1 summarizes the demographic and other characteristics of the 

participants, by traumatic experiences. There were no statistically significant differences in 

characteristics between those who had a trauma history (sexual abuse and/or physical IPV) 

and those without a trauma history.

Prevalence of trauma experiences

Both sexual abuse and physical IPV were highly prevalent in the sample. Most notably, 81% 

of the sample had a lifetime experience of either sexual abuse or physical IPV, with high 

rates of overlap between the two experiences (Figure 1). Over half of all participants (51%, 

36/70) reported a lifetime experience of sexual abuse, of whom 25% (9/36) reported that the 

sexual abuse was currently ongoing or occurred within the past year. Most of the reported 

sexual abuse occurred in adulthood and adolescence, with only 11% (4/36) of experiences 

reported in childhood (Figure 2). Multiple forms of abuse throughout the life course were 

common.

Three-quarters of participants (75%, 53/70) reported a lifetime experience of physical IPV, 

of whom 22% (12/53) reported experiencing physical IPV within the last six months. Of the 

sample of 70, only 13 participants (19%) had no history of trauma, 25 participants (36%) 

had one type of trauma (either sexual or physical IPV), and 32 participants (46%) had both 

sexual and physical IPV trauma. Of the 25 participants with one type of trauma, 21 of them 

had physical IPV and only 4 participants had sexual abuse only. No participant endorsed 

only the fourth sexual abuse item (whether they had ever had any other unwanted or 

threatening sexual experiences); thus, no participant was categorizeed as having sexual 

abuse based on this item alone.

Prevalence of mental health symptoms

Over one-third of participants (36%, 26/70) met screening criteria indicative of major 

depression. Among the 57 participants who had a trauma history (either sexual and/or 

physical IPV) and thus were screened for PTSD, 70% (40/57) met screening criteria that 

were indicative of elevated PTSD symptoms. Table 2 summarizes the prevalence of mental 

health symptoms by trauma history.

Association between trauma and depression

Table 3 summarizes the results of a logistic regression model predicting odds of elevated 

depression. Age and education were not associated with meeting screening criteria for 

depression. The odds of depression among women with either sexual abuse or physical IPV 

alone were not significantly different from the odds for women with no trauma experience. 

The odds of meeting the screening criteria for major depression for women with both sexual 

abuse and physical IPV were 8.11 times larger (OR = 8.11; 95% CI 1.48-44.34), compared 

with the odds for women with no trauma experience.
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Participants’ screening experiences

Participants’ perspectives on the screening process are summarized in Table 4. Almost all 

participants agreed to participate in the study and completed the entire study instrument. 

Among participants reporting sexual abuse, 61% were disclosing their experience for the 

first time; 31% of women with physical IPV experience were disclosing for the first time. 

Most participants viewed the screening process as an opportunity to speak about their 

experience and reported that it helped reduce their psychological distress. For example, a 41 

years old participant with a history of physical IPV said: “I felt relieved, I really feel like 
telling people what happened because I want to move on and forget about my past”. 

However, a small portion (10%) of participants mentioned, that in combination with the 

positive sentiment, the questions elicited some distress and reflection while recalling their 

experiences. For example, a 23 years old participant with a history of sexual abuse and 

physical IPV said: “I feel a bit of relief, but at the same time I feel like crying. These are 
things I thought I am forgetting, trying to forget about. I want to move on”.

Participants almost unanimously agreed that it would be appropriate and acceptable to 

screen all women in the clinic setting for trauma and mental health symptoms (98.6%, 

69/70). The perceived therapeutic effect of the screening process was the main reason why 

participants thought universal screening in the clinic, as part of routine care, was important 

and would be acceptable to women. Another reason was the difficulty of discussing trauma 

and mental health with their friends/family. For example, a 45 years old participant with a 

history of physical IPV said: “Women will be able to speak about their problems. To talk out 
about your problems brings some kind of relief. Most people feel reluctant to speak to 
family members, [but] they might feel comfortable talking to someone at the clinic”.

Participants expressed comfort with having this type of screening conducted either by a 

nurse or by a counsellor in the clinic. However, 81.4% (57/70) participants expressed a 

preference for the screening to be conducted by a counsellor. Participants preferred being 

screened by counsellors because they saw it as a more “natural” role for them, preferring to 

receive medical advice from nurses and psychosocial advice from the counsellors. Others 

cited the nurses’ busy workload as reasons why it would be more appropriate for counsellors 

to conduct the screening. For example, a 41 years old participant with a history of physical 

IPV said: “Counsellors take time to speak with people and make people understand. The 
nurses are always busy running around attending to patients, so they don’t really have time 
to sit down and listen to each and every patient”.

Discussion

In conducting brief screening for traumatic experiences and related mental health distress 

among a small cross-sectional sample of women attending a public HIV clinic in Cape 

Town, South Africa, we found very high prevalence of lifetime sexual abuse or physical IPV, 

along with high prevalence of depression and PTSD symptoms. Screening was viewed by 

patients as highly acceptable and potentially therapeutic, many of whom had disclosed their 

traumatic experiences for the first time.
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The prevalence of sexual abuse and/or physical IPV found in this study (81%) is on the high 

end of the range found in previous studies that have examined traumatic experiences among 

South African women (Dunkle, Jewkes, Brown, Gray, et al., 2004; Dunkle, Jewkes, Brown, 

Yoshihama, et al., 2004; Zembe et al., 2015, Bernstein et al., 2016). The prevalence of PTSD 

found in this study, among the subset of participants with sexual abuse and/or physical IPV 

experience, is higher than estimates of those found in a review of six previous studies among 

HIV positive populations in South Africa (Young, 2011). Notable differences in those prior 

studies included the HIV diagnosis as the traumatic event and the use of diagnostic 

interviews for PTSD, in contrast to the brief, non-diagnostic screening used in this study. 

Thus, it is not known whether higher prevalence of PTSD symptoms in this study is due to 

the presence of traumatic experience(s) or the use of a screening as opposed to a diagnostic 

procedure.

The prevalence of depression in this screening study is comparable to that found in prior 

studies among HIV positive populations in South Africa (Cholera et al., 2016; Pappin, 

Wouters, & Booysen, 2012; Ramirez-Avila et al., 2012). Depression was significantly 

associated with experiences of both sexual abuse and physical IPV, but not the experience of 

physical IPV alone. This result suggests that, in relation to depression, either the 

combination of traumatic experiences or the unique impact of sexual abuse is contributing to 

the elevated levels of depression. The overall high prevalence of physical IPV in the sample, 

and some research suggesting societal normalization and cultural acceptance of physical IPV 

(Joyner & Mash, 2012; Norman et al., 2007; Rees, Zweigenthal, & Joyner, 2014), could be 

reasons why physical IPV alone is not significantly associated with depression. It is 

important to note, this difference in level of symptomatology was not found in PTSD, which 

was elevated regardless of type of traumatic experience(s).

The high proportion of women disclosing their traumatic experiences for the first time, 

expressing a positive emotional impact of the screening, and agreeing that screening should 

be universal suggests that screening is acceptable. A high proportion of women expressed 

comfort with similar screening being conducted by healthcare workers, suggesting that 

screening could be integrated into clinical care. However, there is need to consider whether 

anonymity in the context of a research study contributed to the willingness by participants to 

disclose. Many women reported a perceived therapeutic effect of talking about their 

traumatic experiences and mental health, suggesting that screening, coupled with referral to 

services, can improve their wellbeing.

Healthcare workers referred HIV positive women to the study using a brief recruitment 

script, suggesting they could play a role in screening as part of an integrated care model 

similar to one implemented in a South African antenatal setting (Vythilingum et al., 2013b). 

However, healthcare provider shortages, work overburden observed in the study setting, and 

lack of mental health professionals might play a role in providers’ willingness to ask patients 

about trauma and mental health. Moreover, there is a need to understand healthcare workers’ 

perspectives on trauma and mental health and whether it is feasible and acceptable to 

patients for health care workers to conduct the screening.
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Beyond integrating screening into HIV care, there is a need to consider how to link at risk 

women to psychological services and intervention. Study staff referred participants with 

elevated psychological distress to the social worker and psychologist at the clinic. The 

increased referrals ensuing from integrating screening into care may exceed the resource 

capacity of these specialist healthcare providers, hence the need to consider involving non-

specialists, such as counsellors or peers, in delivery of evidence-based psychological 

interventions.

A number of study limitations must be noted. The study had a modest sample size and 

focused on the subset of women who were initiating or defaulting on ART, and thus might 

not be representative of the general HIV patient population in this setting. The sample was 

obtained through healthcare worker referrals, and although patients were not informed of the 

focus of the study, there might be differences between women who were referred to the 

study and those who were not referred or who declined referral to the study. PTSD 

symptoms were assessed in association with participant’s sexual abuse and physical IPV 

exposure, however it is possible that symptoms could be related to other events; the cross-

sectional design limits conclusions of causality. Future studies should examine mental health 

outcomes in relation to other traumatic events and establish the differential impact that 

multiple traumas have on mental health outcomes. Furthermore, this study focused screening 

on sexual abuse and physical IPV, due to the brief nature of the screening. However, as noted 

earlier, other forms of violence against women are prevalent in this setting and should be 

investigated further. Finally, although the measures used to assess mental health were 

validated screening instruments, they were not diagnostic in nature.

In conclusion, the high prevalence of traumatic experiences and psychological distress in 

this study highlights an urgent need to integrate screening into routine HIV care. The study 

provides evidence of the acceptability of screening for trauma and mental health symptoms 

among HIV positive women, at the critical points of care engagement when they are 

initiating ART or have defaulted on ART. Additionally, there is need to link women screened 

to interventions and services, as part of trauma informed HIV care. Thus, policymakers 

should consider broader implementation of screening in HIV care settings and mobilize 

resources to provide treatment and services. To consolidate gains made in HIV treatment and 

stem the HIV care engagement cascade, it is necessary to integrate trauma and mental health 

treatment into HIV care.
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Figure 1. 
Overlap of sexual abuse and physical IPV among women with trauma history (n=57)1

113 women screened did not report a history of trauma
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Figure 2. 
Overlap in sexual abuse experiences across the lifetime among women with sexual abuse 

history (n=36)1

134 women screened did not report sexual abuse
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Table 1

Sample demographics and related characteristics

Characteristic Overall
(n= 70)

Trauma history
(n = 57)

No trauma history
(n= 13)

Age (yrs.)

 Mean (SD) 31.6 (9.5) 32.5 (9.9) 27.5 (5.4)

Education (highest level)

 =< Grade 7, n (%) 7 (10) 6 (10.5) 1 (7.7)

 Grade 8-11, n (%) 42 (60) 35 (61.4) 7 (53.8)

 Completed high school, n (%) 20 (28.6) 15 (26.3) 5 (38.4)

 Post-secondary education, n (%)Years of education 1 (1.4) 1 (1.8) 0 (0)

 Mean (SD) 10.4 (1.9) 10.2 (2.0) 11 (1.3)

Employment

 Employed, n (%) 26 (37.1) 20 (35.0) 6 (46.1)

Relationship status

 Single, n (%) 12 (17.1) 11 (19.2) 1 (7.7)

 Partner, n (%) 39 (55.7) 29 (50.8) 10 (76.9)

 Married, n (%) 11 (15.7) 9 (15.7) 2 (15.3)

 Divorced, n (%) 8 (11.4) 8 (8.8) 0 (0)

Current partner 50 (71.4) 38 (66.6) 12 (92.3)

Pregnancy

 Pregnant, n (%) 3 (4.3) 2 (3.5) 1 (7.7)

Time since HIV diagnosis (yrs.)

 =< 2, n (%) 38 (54.2) 27 (47.3) 11 (84.6)

 3-5, n (%) 15 (21.4) 13 (22.8) 2 (15.4)

 >5, n (%) 17 (24.2) 17 (11.1) 0 (0)

a
No statistically significant differences between participants who had a trauma history and those without a trauma history
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Table 2

Mental health symptoms by trauma historya

Measure No trauma
(n=13)

Sexual abuse or physical IPV
(n=25)

Sexual abuse and physical IPV
(n=32)

P value

Elevated depression symptoms (%) 15.3% 20.0% 59.3% 0.002*

Mean score (SD) 1.3 (1.8) 1.7 (1.7) 3.0 (1.9)

Elevated PTSD symptoms (%) N/A 60.0% 78.0% 0.157

Mean score (SD) N/A 3.0 (2.3) 4.1 (2.2)

a
Depression based on score of ≤ 3; PTSD based on score of ≤ 3.

*
p < 0.05
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Table 3

Association between depression and experiences of traumaa (n=70)

Odds Ratio 95% CI P value

Age 0.99 0.93 – 1.05 0.787

Education 0.92 0.67 – 1.24 0.596

Trauma experience

 No trauma [REF]

 Sexual abuse or physical IPV 1.30 0.21 - 8.10 0.773

 Sexual abuse and physical IPV 8.11 1.48 – 44.34 0.016*

a
No trauma = referent group

*
p < 0.05
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Table 4

Participants’ screening experiences

Question Proportion of endorsement/response

Overall
(n= 70)

Trauma history
(n=57)

No trauma history
(n= 13)

Acceptability of screening

Agreeing to screening 98% a (70/71) 100% (n=57/57) 100% (n=13/13)

Disclosing sexual abuse for the first time N/A 61% (22/36)b N/A

Disclosing physical IPV for the first time N/A 33% (18/53)b N/A

Agree screening should be routine for women 98% (69/70) 100% (57/57) 92% (12/13)

Emotional impact of screening

Screening had positive/neutral emotional impact 88% (62/70) 85% (49/57) 100% (13/13)

Potential role of healthcare workers in screening

Would be comfortable with a nurse or counsellor conducting screening 98% (69/70) 100% (57/57) 92% (12/13)

Would prefer being screened by a counsellor vs. a nurse 81% (n =57/70) 89% (51/57) 46% (6/13)

a
Percentage calculated on 71 referred to the study, overall sample in rest of table reports on final sample of 70 women who agreed to participate in 

study

b
Proportion based on those with the specific trauma experience in the question
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