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Abstract

The purpose of this study was to identify determinants of HIV and sexually transmitted infection
(STI) testing and acquisition among female victims of intimate partner violence (IPV). Data were
abstracted from intake and HIV/STI testing forms from a family justice center, to identify the
socioeconomic and abuse characteristics associated with requesting and obtaining an HIV/STI test
(n=343) and acquisition of HIVV/STIs (n= 111). Multiple logistic regression using forward
selection was used to identify predictors of HIV/STI testing and acquisition. Females experiencing
greater risk of lethality were at higher odds of requesting an HIV/STI test; however, risk of
lethality did not predict the receipt of an HIV/STI test. A history of sexual assault was associated
with higher odds of acquiring HIV/STIs in the past year. Interventions are needed to facilitate
HIV/STI testing among female victims of IPV, especially those with higher risk of lethality and a
history of sexual assault.
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There is a growing body of research identifying health disparities in the acquisition of HIV
and other sexually transmitted infections (STIs) among female victims of intimate partner
violence (IPV) worldwide. In a systematic review and meta-analysis assessing the
association between HIV and IPV among women in 16 countries, authors noted a moderate
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statistically significant relationship between multiple forms of IPV including physical,
sexual, and psychological violence and HIV infection (Li et al., 2014). Although the exact
strength of the relationship between IPV and HIV and other STIs has not been well
established, it appears that in the United States, women who report recent IPV are between
1.5 and 6 times at greater odds of ever having an STI than their nonabused counterparts
(Gonzalez-Guarda, Peragallo, Urrutia, Vasquez, & Mitrani, 2008; Li et al., 2014). Variation
in the conditions where women live, work, play, and love (i.e., social determinants) likely
play a role in influencing the large range of risk of HIV/STIs identified among victims of
IPV.

Various pathways linking IPV and HIV/STIs have been delineated. These include (a) an
increase in sexual risk behaviors among both victims and perpetrators of IPV such as, having
unprotected sex, multiple sex partners, and having sex under the influence of alcohol or
drugs; (b) physiological and psychological consequences of violence that facilitate HIV
transmission, such as being immune compromised; (c) forced sex with an infected partner;
and (d) the inability of victims to negotiate condom use and other safer sexual practices
because of lack of control over sexual decision making (Campbell et al., 2008). The overlap
between IPV and HIV/STIs calls for public health approaches that more closely target these
intersecting risks for women.

HIV/STI testing and counseling have been identified as key public health strategies to
reduce HIV/STI-related health disparities among high-risk populations (Granich, Gilks,
Dye, De Cock, & Williams, 2009). Despite the growing body of research documenting the
disproportionate risk that victims of IPV face in acquiring HIV/STIs, and recent calls for the
integration of HIV and IPV services, there is a paucity of research identifying factors that
influence HIV/STI testing behaviors in this population (Campbell et al., 2008; Gielen et al.,
2007; Interagency Federal Working Group, The White House, 2013). In addition, the vast
majority of research describing the incidence of HIV and STIs among women experiencing
IPV has relied on self-reported data, likely overlooking women who are asymptomatic. This
article reports findings from a community-academic partnership that provided HIV/STI
testing services to women seeking social services for IPV at a family justice center and
conducted research to identify determinants of HIV/STI testing (Aim 1) and acquisition
(Aim 2) in this population.

Background

Social Determinants of Health Framework

The World Health Organization’s (Marmot et al., 2008) Social Determinants of Health
Framework sheds light on the social production of health. According to this framework, an
individual’s socioeconomic position plays a central role in determining his or her health and
well-being. The socioeconomic and political context influences, and is influenced by, the
socioeconomic positions of groups. Marginalized and oppressed groups often characterized
according to gender, race/ethnicity, education, and income have limited access to power,
which, in turn, influences intermediary determinants of health, such as material
circumstances, behaviors, and psychosocial and biological factors that influence health
inequities (Marmot et al., 2008). In the context of health disparities related to HIV/STIs
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among victims of IPV, we posit that abuse characteristics such as the type of IPV (i.e.,
physical, sexual, psychological) and the risk of lethality (i.e., dangerousness of IPV) serve as
additional key social determinants that influence an individual’s need and access to HIV/STI
testing (Aim 1) and risk of acquiring HIV/STIs (Aim 2). This approach is aligned with the
Social Determinants of Health Framework, in that, it addresses how an individual’s
vulnerability to negative health outcomes can be linked to differential exposures to violence
(Marmot et al., 2008). An adapted framework that incorporates a focus on the influence of
socioeconomic and abuse vulnerabilities among female victims of IPV related to their
likelihood of HIV/STI testing and acquisition is depicted in Figure 1.

Determinants of HIV/STI Testing for Victims of IPV

Strategies that increase access to safe and confidential HIV/STI testing for female victims of
IPV are needed. Researchers have found that although victims of IPV have higher rates of
HIV testing than nonabused women, HIV testing in this population remains low (Etudo,
Metheny, Stephenson, & Kalokhe, 2017; Nasrullah, Oraka, Breiding, & Chavez, 2013;
Rountree, Chen, & Bagwell, 2016). For example, in one study examining HIV testing in a
large sample of nonpregnant women in 15 U.S. states/territories, 53% of women ever
experiencing IPV reported being tested for HIV as compared with 33% among nonabused
women. Yet, only about half of female victims of IPV have ever sought out testing
(Nasrullah et al., 2013). Integrating HIV testing within existing IPV services, such as
domestic violence shelters and other social agencies, has been recommended as a strategy
for increasing testing among this vulnerable population (Interagency Federal Working
Group, The White House, 2013). Nevertheless, few studies have reported on predictors of
HIV/STI testing among victims accessing IPV services. This information is vital to
developing interventions that promote the uptake of HIV/STI testing in settings serving
victims of IPV.

Previous research on HIV/STI testing behaviors in the United States has also documented
certain predictors of testing. Individuals who are younger in age, African American,
unmarried, and caretakers of children have been overrepresented among testers (Rountree,
Chen, Brown, & Pomeroy, 2009; Robinson, Sanders, & Boyd, 2012; Tucker, Wenzel, Elliott,
Hambarsoomian, & Golinelli, 2003). However, because researchers conducting these studies
did not stratify their samples according to abuse experiences, it is unknown whether these
predictors are also applicable for victims of IPV.

Determinants of HIV/STI Acquisition Among Victims of IPV

A few studies have been conducted to identify predictors of HIV/STI acquisition among
victims of IPV accessing services for IPV. Researchers have estimated that approximately
one in three women in domestic violence agencies report acquiring an STI during their
abusive relationship (Wingood, DiClemente, & Raj, 2000). A history of sexual assault,
having an unfaithful partner, sexual risk behaviors, and fear of negotiating condom use have
been found to be associated with a history of STI among victims of IPV accessing social
services (Mittal et al., 2013; Wingood et al., 2000). Nevertheless, these studies are limited by
the sole reliance on self-reported history of HIV/STIs. Given that not all abused women have
access to testing and obtain it, it is likely that these figures underestimate the true problem.
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There is also limited research on how abuse determinants, such as the type and lethality of
IPV, influence HIV/STI risk. Although sexual assault is an established risk factor for HIV,
little is known about how other forms of abuse contribute to this risk (Welch & Mason,
2007). Emerging evidence suggests that physical IPV has an additional effect on risk of
HIV/STIs, even when considering the overlap of physical and sexual violence (Spiwak,
Afifi, Halli, Garcia-Moreno, & Sareen, 2013). In fact, in a review of 40 years of published
research (1966-2006), researchers documented consistent evidence that physical IPV is
associated with sexual risk-taking behaviors, self-reported history of STlIs, and the negative
health outcomes of these (Coker, 2007). However, less is known about the impact that IPV
has on HIV/STI acquisition when testing is made available to victims and how the lethality
of this IPV influences these risks.

Aims of the Study

Method

Design

This study aimed to fill various gaps in the literature. First, we aimed to identify
determinants associated with requesting and receiving an HIV/STI test at a social service
agency serving female victims of IPV (Aim 1). To address this aim, we explored the
influence of socioeconomic position (race/ethnicity, education, insurance status,
immigration, financial dependence on the abuser) and abuse characteristics (type of IPV
[physical, psychological, sexual], risk of lethality). To our knowledge, this is the first study
to document predictors of HIV/STI testing among victims of IPV by offering access to
testing. Second, we aimed to identify determinants of HIVV/STI acquisition among female
victims receiving testing (Aim 2). This study aimed to overcome limitations to exclusive use
of self-reported STI histories by providing free HIV/STI testing, and adding the results from
these tests to self-reported data.

A secondary analysis was used to address the two aims of the study. For the first aim, a chart
review was conducted in the social service agency where the study took place over a 6-
month period (July 2014 to December 2014; N = 343). The charts contained information
about client characteristics, socioeconomic position, abuse characteristics, and HIV/STI
testing. For the second aim of the study, the HIV/STI test results performed for clients over a
1-year period (July 2014 to September 2015; N/ = 132) were abstracted from consented
clients’ HIV/STI testing forms and linked to data from chart reviews. Institutional review
board approval was granted prior to the implementation of any study-related procedures.

Sample and Setting

The study took place in a family justice center for victims of IPV, sexual assault, and human
trafficking in South Florida with a strong community—academic partnership with a local
university, the Partnership for Domestic Violence Prevention (Gonzalez-Guarda, Cummings,
Becerra, Fernandez, & Mesa, 2013). The family justice center approach is one that aims to
bring together multisector partnerships that allow for comprehensive and wraparound
services (e.g., legal, social, and mental health services) for victims at one place, thus
providing a “one stop shop” for victims with multiple needs (Gwinn, Strack, Adams, &
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Procedures

Measures

Lovelace, 2007). The vast majority of clients who access services related to IPV are from
racial and ethnic minority groups (65% Hispanic, 22% Black, 11% Other), and about half
are primarily Spanish speaking (Lawson, Laughon, & Gonzalez-Guarda, 2012). Although
HIV/STI services were available to all clients, to be eligible for the study, clients needed to
identify as female, a victim of IPV, and 18 years or older. There were no exclusion criteria
applied.

When clients first sought services at the agency, they completed an intake process with a
trained advocate. During this process, advocates completed a standardized intake form and
service referral form. These forms documented factors about the individual, his or her
relationship, characteristics of the abuse, and services sought at the family justice center,
including HIV and STI testing. Clients who expressed a desire to obtain an HIV and/or STI
test were referred to an on-site certified HIV counselor. For clients who were eligible to
participate in Aim 2, written informed consent was collected at the same time that informed
consent for the HIV test was collected. Study team members emphasized that the client’s
decision whether or not to participate in the study did not have an influence on his or her
ability to access HIV testing or any other services. The HIV counselor collected additional
data required by the local health department for HIV testing, conducted a rapid HIV test
(Oraquick) using a finger prick, and collected a urine specimen, which was tested for
chlamydia and gonorrhea by the local health department laboratory. The HIV counselor
communicated directly with the client regarding the test results. These results were linked to
the data collected during the intake process for the purposes of this study, and with
participant consent.

Control variables.—The client’s age (years) and previous experience with receiving an
HIV or STI test (yes/no; if yes, then date) were abstracted from the intake form and used as
control variables.

Socioeconomic position.—Self-identified information related to socioeconomic
position was abstracted from the intake forms. This included self-identified race/ethnicity
(Hispanic, Black, non-Hispanic White, and Other), education (less than high school, high
school or higher), immigration status (immigrant vs. U.S. born), and access to health
insurance (yes/no). Many of the clients did not report their monthly income. Consequently,
we abstracted information regarding whether they were financially dependent on the abuser
(yes/no).

Abuse characteristics.—The intake form also collected self-identified exposure to
physical, sexual, and psychological abuse by their intimate partner. These were coded as
three separate, dichotomous (yes/no) variables. A danger assessment was also completed for
each client as part of the intake process (Campbell, Webster, & Glass, 2009). The danger
assessment contains a 20-item instrument, which has been shown to predict risk of lethality
among victims of IPV. Clients respond to a series of questions assessing the dangerousness
of specific abusive acts (e.g., Does he ever try to choke you? Does he threaten to kill you?).
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Analysis

Responses (yes/no) are weighted to calculate a total score (range = 0-39). Scores are
categorized into variable danger (<8), increase danger (8-13), severe danger (14-17), or
extreme danger (>18). The reliability for the danger assessment was acceptable (a = .75 for
Aim 1 and a = .80 for Aim 2). Finally, for participants of Aim 2, information regarding their
lifetime history of sexual assault, regardless of the relationship to the perpetrator, was also
collected as part of the HIV/STI testing process.

HIV/STI testing.—Clients completing an intake were asked whether they were interested
in receiving an HIV and/or STI test on site (yes/no). An HIV/STI testing log was also kept to
document the number of individuals who requested to get tested and received a test. Three
mutually exclusive categorical outcomes were generated from these data: (a) clients who did
not request an HIV and/or STI test, (b) clients who requested an HIV and/ or STI test, but
did not receive one; and (c) clients who requested an HIV and/or STI test, and obtained one.

HIV/STI acquisition.—HIV/STI acquisition was assessed through three different means.
First, a positive HIV test was considered when one had a reactive rapid HIV test on site
(Oraquick), and then a positive confirmatory Western Blot, which was conducted through
the local health department. Second, a positive STI was considered when one tested positive
for chlamydia or gonorrhea via a urine specimen that was collected on site and examined by
the local health department laboratory. Third, self-reported past-year histories of STIs were
also collected from individuals being tested. Finally, positive cases of HIV and STls
identified through on-site HIV/STI testing were added to self-reported STI past-year
histories to identify all participants who had detected HIV or STIs in the past 12 months.

Descriptive statistics were used to describe the sample and identify the frequency of
requesting HIV/STI testing, receiving one, and HIV/STI acquisition. Descriptive results for
the danger assessment scores were summarized using means and standard deviations as well
as categories of risk. In the regression models, danger assessment was treated as a
continuous variable to utilize all available information and maximize power to identify
significant associations. Determinants of requesting/receiving an HIV/STI test (Aim 1) were
assessed using multinomial logistic regression. The dependent variable categories included
not requesting/receiving an HIV/STI test (the referent), requesting but not receiving an
HIV/STI test, or receiving an HIV/STI test. Charts from 532 clients were reviewed for Aim
1. Determinants of acquiring HIV/STI in the past year (Aim 2) were assessed using
multivariable logistic regression. Model covariates for both models were added using
forward selection with a p=.1 cutoff. Race/ethnicity and education were included in the
models, regardless of statistical significance as forced demographic variables. The social
determinants of immigration, financial dependence on the abuser, and physical/sexual/
psychological abuse by an intimate partner were not included in the final models because
they did not meet this cutoff.

Participants who had been tested in the past 3 months (/7= 86) were excluded from the
multivariable model in Aim 1 to avoid including women whose decision to test was based on
having a recent test. Individuals who were missing testing information (7= 52) or covariate
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Results

data (7= 51) were also excluded from analyses, resulting in a final sample size of 343 for
Aim 1. One hundred thirty-one individuals who received HIV/STI testing consented to
participate in Aim 2. Individuals with missing test results (7= 3) or covariate data (/7= 17)
were excluded from analyses, resulting in a final sample size of 111 for Aim 2.

Sample Characteristics

The characteristics of participants included in the analyses for Aim 1 (V= 323) and Aim 2
(N=111), a subset of Aim 1, are summarized in Table 1. Both samples were largely
comprised of Hispanic (62%, 67%, respectively) and immigrant (both 59%) females. The
majority of participants reported physical (67%, 70%, respectively), sexual (37%, 36%,
respectively), and psychological abuse (both 61%) by an intimate partner, and 29% of those
assessed for Aim 2 reported being sexually assaulted by anyone at some point in their life
(this variable was not collected for Aim 1). The risk of lethality was high, with a mean score
on the danger assessment above 15 for both samples, and more than half categorized as
being in severe or extreme danger of being killed by their partner (Campbell et al., 2009). Of
those analyzed for Aim 1, just more than half (53%) requested an HIV and/or STI test, and
less than one third received one (33%). Of the women included in the analysis for Aim 2 (n
= 111), one tested positive for HIV, seven (6%) tested positive for one or more STls (six
cases of chlamydia, one case of gonorrhea), and an additional nine (8%) reported that they
acquired an STI in the past 12 months. A summary of the participant characteristics and
bivariate analysis of associations according to aim are summarized in Table 2.

Determinants of HIV/STI Testing

Requesting HIV/STI testing but not receiving it.—Participants with health insurance
had lower odds of requesting an HIV/ST] test (adjusted odds ratio [AOR] = 0.40,p< .01;
Table 3). Participants with a history of past year HIV/STI testing (AOR = 2.55, p< .05) and
greater risk of lethality (AOR = 1.05, p < .05) were at greater odds of requesting testing.
Age, race/ethnicity, and education did not predict requesting HIV/STI testing (o> .05).

Receiving HIV/STI testing.—Participants of older age (AOR = 0.97, p < .05) and with
health insurance (AOR = 0.59, p < .05) were at lower odds of receiving an HIV//STI test on
site. Race/ethnicity, education, previous HIV test, and risk of lethality did not predict
receiving an HIV/STI test on site (p> .05).

Determinants of HIV/STI Acquisition

Participants with a history of sexual assault were more than 4 times at greater odds of
acquiring HIV/STI in the past year (AOR = 4.64, p< .01). Race/ ethnicity, education, and
risk of lethality did not predict HIV/STI acquisition (p > .05).

Discussion

This study examined determinants of HIV/STI testing and acquisition among racially and
ethnically diverse female victims of IPV, a group disproportionately affected by HIV and
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other STIs (Campbell et al., 2008; Gielen et al., 2007). An adapted Social Determinants of
Health Framework (Marmot et al., 2008) was used to explore the influence of
socioeconomic position and abuse characteristics on likelihood of HIV/STI testing and
acquisition. Secondary data from a large family justice center in South Florida were obtained
and linked to HIV/STI testing behaviors, and outcomes after a free and confidential HIV/STI
testing service were established on site. This allowed researchers to assess predictors of
HIV/STIs among victims using two data sources—self-reported history of HIV and STls in
the past 12 months and biological data obtained from the HIV/STI test results. To our
knowledge, this is one of the first studies to explore predictors of HIV/STI testing and
acquisition at a social service agency for victims of IPV who have access to testing. Findings
from this study provide important implications for designing and promoting the use of
HIV/STI services for victims of IPV.

Just more than half of the female victims (53%) accessing services at the family justice
center for IPV requested an HIV/ST] test. The relatively low rate of interest in HIV/STI
testing among victims of IPV has also been documented by others (Nasrullah et al., 2013;
Rountree et al., 2016). There are various possible explanations for the low interest in
HIV/STI testing in this population. First, female victims may not have felt that they were
psychologically ready to take on the stressful experience of HIV/STI testing. The HIV/STI
testing processes can be very stressful for women because they fear the results (Draucker et
al., 2015; Williams, Gonzalez-Guarda, & llias, 2017). Victims may have decided against
exposing themselves to another potential source of trauma at this time. Second, female
victims may not have necessarily linked their IPV experience to an increased risk of HIV/
STI. In fact, qualitative research with IPV victims has identified lack of knowledge
regarding HIV transmission and risk as a barrier to testing (Draucker et al., 2015). Third,
there is a possibility that victims of IPV accessed HIV/STI in a follow-up visit at the family
justice center or elsewhere and, hence, are not captured in these data. Finally, additional
barriers previously documented among minority women, such as stigma and fatalism, may
have also served as deterrents to requesting HIV/STI testing (Eastwood et al., 2015). In fact,
stigma and fatalism have been documented to have a negative influence on HIV testing
uptake across the globe (Kelly, Weiser, & Tsai, 2016; Obermeyer & Osborn, 2007).

It is important to note that although 53% of clients requested a test, only 33% received one.
The socioeconomic and abuse characteristics from the adapted Social Determinants of
Health Framework appeared to play a role. In fact, individuals with insurance were less
likely to request an HIV/STI test and receive one. This may have been because victims of
IPV with insurance were more likely to receive testing through health care settings.
Researchers investigating the influence of insurance coverage and HIV testing have found
that insurance coverage increases HIV testing rates, especially for high-risk populations in
the United States (Sood, Wagner, & Wu, 2015). However, it is important to note that victims
of IPV both in the United States and across the globe may have limited access to health care
that results from their partner’s controlling behavior, especially as it relates to reproductive
and sexual health (Silverman & Raj, 2014). There are also additional sociocultural and
political barriers, such as medical mistrust and immigration status that may limit access to
HIV/STI among victims of IPV in both formal and informal health care settings, particularly
among ethnic minority women (Stockman, Hayashi, & Campbell, 2015).
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This gap between requesting an HIV/STI test and receiving one suggests that multiple
implementation factors, including agency-level factors, may have been at play. For example,
the HIV/STI counselors may not have been available at the moment the request was made
because they were with another client or away from the office. Another possibility is that a
decision to not receive an HIV/STI test was made by the client or the advocate because of
competing demands during the visit. For example, the client may have a higher priority
safety need such as obtaining a protective order that was prioritized over HIV/STI testing.
There may have also been language barriers between the client and the counselor, or high
levels of distress deemed by the client and counselor as the wrong timing for HIV/STI
testing. Finally, it is possible that the added cost and challenges to providing HIV/STI testing
in a family justice center does not provide an additional benefit over referral services to
more traditional health care settings for HI\V//STI testing, such as an STI clinic or primary
care office. More research is needed to go beyond the client-specific data examined in this
study to explore the organizational factors that influence the implementation of HIV/STI
testing for this high-risk population and the cost effectiveness of offering this service at a
family justice center.

There was one case of HIV, six cases of chlamydia, and one case of gonorrhea identified
through the HIV/STI testing service. In total, seven (6%) participants tested positive for one
or more STIs and an additional nine (8%) reported that they acquired an STI in the past 12
months. The only determinant of HIV/STI acquisition from the adapted Social Determinants
of Health Framework was abuse characteristics, specifically a history of lifetime sexual
assault. Surprisingly, race/ethnicity, and risk of lethality were not predictive of HIV/STI
acquisition. This may have been because the sample was already at an increased risk of
HIV/STI related to their abuse histories, which may have “washed out” effects of
socioeconomic determinants on HIV/STI. Although clients experiencing higher levels of
lethality were more likely to request testing, they did not necessarily receive one. Therefore,
the sample on which the analysis was based to predict HIV/STI acquisition may not have
adequately represented the variance in danger levels present in female victims of IPV. As
reported in the sample characteristics, the women included in this study experienced severe
risk of lethality. Future research should reexamine the influence of risk of lethality on
HIV/STI outcomes among groups of women with a broader range of lethality risk.

There are additional limitations to this study that warrant attention. The analysis of this
study was based on data that were collected for social service purposes. Consequently, the
quality of data collection cannot be ensured, and some participants could not be included in
the analysis due to missing data. We were also limited with regard to what social
determinants of health could be examined as predictors. Second, the predictors included in
this study were all based on self-reported data. Given the stigma regarding both IPV and
HIV, it is likely that social desirability played a role in experiences that were reported. The
influence of community attitudes and norms around IPV and HIV testing on these behaviors
should be examined in future research. In addition, we were unable to collect information
regarding participants’ current HIV status, due to potential legal implications that may arise
having this information recorded in their file. As such, we could not control for HIV status
in our analyses. In addition, although we were able to test for HIV/STI and document
acquisition, we also relied on self-reported histories of STIs in the past 12 months.
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Consequently, there is a possibility that participants who were classified as not having a
history of an STI may have had undetected cases. Finally, the results from this study can
only be generalized to women in South Florida seeking services for IPV. More research is
needed to identify predictors of HIV/STI testing and acquisition among victims not formally
seeking help.

The findings from this article have important implications for the integration of HIV/STI
testing in social service agencies. As previously mentioned, one case of HIV and seven cases
of STIs were identified through the 12-month testing period for this study. Given the
individual and public health consequences associated with HIV/STIs, it is important to
implement strategies to identify, counsel, and treat HIV/STIs in this population. Offering
free, rapid, and confidential HIV/STI testing and counseling for victims of IPV appears to be
a promising approach, which is supported by both victims and providers (Draucker et al.,
2015; Williams et al., 2017). However, less than half of the clients seeking services for IPV
requested testing, and an even smaller proportion received one. Organizational and client-
provider factors appear to play a key role in the success of implementing HIV/STI testing in
social agencies serving victims of IPV. The influence of these should be further explored
through research and tracked and monitored in the implementation of HIV/STI testing. More
research is also needed to identify strategies to promote HIV/STI testing in this population,
and when these may be appropriate (e.g., when to offer testing for victims). In doing so,
special attention should be paid to finding a balance between trauma-informed strategies that
consider the psychosocial well-being of female victims of IPV with population-based
strategies aimed at protecting the public’s health.
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Figurel.
Determinants of HIV and ST testing and acquisition among female victims of IPV explored

in this study. Note. STI = sexually transmitted infection; IPV = intimate partner violence.
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Participant Characteristics for Aim 1 (V= 343) and Aim 2 (N = 111).

Table 1.

Aim 1 Aim 2
M (SD)or % (N) M (SD) or % (N)

Variable (N'=343) (N'=111)
Age 34.69 (10.08) 33.14(9.98)
Race/ethnicity

Hispanic 61.8 (212) 66.7 (74)

Black 29.5 (101) 33.3(37)

Other 8.8 (30) a
Less than high school education 31.5(108) 37.8 (42)
Health insurance 49.3 (169) 43.0 (46)
Previous HIV test 73.2 (251) 70.0 (77)
Immigrant 59.2 (202) 58.6 (65)
Financial dependence on abuser 32.9 (104) 34.3(35)
Physical abuse by intimate partner 66.9 (228) 70.0 (77)
Sexual abuse by intimate partner 36.7 (125) 35.5(39)
Psychological abuse by intimate partner 60.6 (206) 60.9 (67)
Sexual assault by anyone NC 28.8 (32)
Risk of lethality, M (STD) 15.28 (7.49) 15.92 (8.02)
Risk of lethality category, % ()

Variable (<8) 15.2 (52) 13.5 (15)

Increase (8-13) 26.8 (92) 25.2 (28)

Severe (14-17) 20.1 (69) 20.7 (23)

Extreme (18+) 37.9 (130) 40.5 (45)

Note. Participants with missing covariates were excluded from the analysis. NC = not collected for Aim 1 portion of study; STD = sexually

transmitted disease.

aN: 5 omitted from the analysis/model due to small group size.

J Interpers Violence. Author manuscript; available in PMC 2022 July 01.

Page 15



Page 16

Gonzalez-Guarda et al.

06vE’ (er) 69T (69) T'€8 2L8T (t1) e'2e (6€) T'8T (901) T'6% ON
(%) v ‘18upied ayewnui Aq ynesse [enxas

(om) oet (29) 028 (92) eee (es) zee (66) v'er SOA

Losy’ (9) z'8T (L2) 818 €9ET (9e) 6'1€ (1) 0°ST (09) T'€S ON
(%) v “1aunted arewnui Aq asnge [edIsAyd

()98 (ze) v'16 (ce) gog (L2) 09z (sv) eev SOA

€28 (TT) vt (99) 9°¢8 L00€ (t2)gee (68) v'8T (zom) T8V ON
(%) u ‘19snqge uo aduapuadap [elourUIH

(8 eer (29) 218 (e9) z1e (vv) 812 (s6) 0°2¥ S3A

SYSY° ® LT (8) 9¢8 TL09° (05) 0'9¢ (92) L'8T (€9) €'s¥ ON
(%) u ‘ueiBiww|

(sT) g6T (z9) 508 (L2) rog (09) €2 WTT) v'Sy S3A

G2S0° (Moe (ze) 026 €0€0° (9e) T'6€E (o1) 6°0T (9v) 0'0S ON
(%) v 1594 AIH snotnaid

(9601 (tr) T'68 (05) 962 (L2) o9t (c6) ¥'vS S3A

2808’ (t1)osr (03) 0°¢8 LETO’ (€9) z'oe (ev) L've (89) T'6€E ON
(%) v ‘@aueInsul yijeaH

(Dot (c9) 668 (L) 8ce (0g) €12 (8o1) 0'9¥ S3A

90T () v'1e (e€) 982 85¢e8" (9e) eeg (02) 68T (¢9) T8y ON
(%) v ‘aiow Jo uolreanpa jooyds ybiH

(o) eee ()eer (91) £°€S LYo

(8912 (62) v'8L (9¢) 9's¢e (02) 8'6T (Sv) 9'vv oelg

0£E'T’ (8) 80T (99) z'68 0665 (29) 9'1¢ (ov) L'12 (66) L9V oluedsiH
(%) v *And1uyis/eRY
98LL (99'T T) 05°CE (eL'6) 9z'€e £820° (6€'6) T9'CE (58'6) 00'9¢ (L'0T) 65°SE (@s)wy ‘ebv
d (N)% o (@)W (N)% Jo (as) W d Nwo@mn Nwo@ N (Nwo@s)n aloe! N

(r=u)11s  (86=U) ILS/AIH (rr=u)™L  (0L=u)ponp®y (09T =u)IBL
IAIH pRINboy  24nboy 10N pid AIHUepaARoey  1ON'S8L AIH  AlH Ue 1senbey
Ue paisanbay 10N pIa
TtT=N) eve=N)
zZwiy T Wiy

"SUOITRIN0SSY JO SasAJeuy aleLieAlg pue sansualorleyd uedidiued Aq (Z wiy) 1LS/AIH pue (] wiy) 1d1adayasanbay 1sa1 AIH

Author Manuscript

‘¢ slqeL

Author Manuscript

Author Manuscript

Author Manuscript

J Interpers Violence. Author manuscript; available in PMC 2022 July 01.



Page 17

Gonzalez-Guarda et al.

‘8198|109 J0U = DN ‘UondBjUI paniwsuel) Ajlenxas = | LS ‘(a|qeLieA Juspuadapul ue se ansialoeIeyd ajbuls ay3 Ajuo yim ‘g wiy 1oy [apow dnsiboj i1
Wiy J0} [apouw [elwoun|nw) sasAfeue syeLiealq Bunjnsas sanfead ‘sisAfeue ayi WoJlj papnjoxe alam sarerienod Buissiw ynm syuedioned ‘azis dnoib jews o3 anp [apow/sisAfeue sy Wolj paRIWo G = A/ ‘ION

(on ez (se) 822 (ov) 8'0e (te) gee (69) 'St (+81) swanx3

(@) L8 (T2) €16 (¥2) 8'v¢ (1) 9ve (82) 9°0v (LT-¥T) a19n9g

@712 (92) 6'26 (62) 6'1€ (s eor (8v)z'es (€7-8) aseasou]

61IST (@¢eer (e1) L'98 rAJAn (02) 5°8¢ (L)get (so) T8y (8>) alqeLien
() 95 ‘AaoBares Aifeyia) 40 sy

T0VE (95'8) 69'LT (e6'2) 29'ST G60T” (€6'2) 18T (€0'2) 16'9T (0g'2) 8811 (@s)wv “Aureypal Jo sisty

(6) T'8e (€2) 6'1L ON ON ON ON SOA

9210’ (L) 68 (D) 118 ON ON ON ON ON
auoAue Aq Jnesse [enxas

(eT) v'61 (¥9) 908 (29) gee (ov) 6T (66) T8 S8A

v€80° (e)oL (ov) 0'¢6 LETS (sv) 9°€e (62) 912 (09) 8'vv ON
(%) v ‘1aunted arewnui Aq asnge [ea160j0yaAsd

W) eot (se) 268 (tv) 82e (te) 8 vz (€9) ey S8A
d (N)% o (@)W (N)% Jo (as) W d Nwo@)N Nwo@)n (N o(@as)w a|eleA

(gr=u) 11S (86 =u) 11S/AIH (eTT=u)1L  (0L=Uu)peARRY (09T =U) IBL
/AIH padinboy  81inboy 10N pid AIHUepOARI®Y 10N ‘B8L AIH  AlH Ue senbey
ue persanbey 1oN pi@
TTT=N) Eve=N)
zwiy T Wiy

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

J Interpers Violence. Author manuscript; available in PMC 2022 July 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Gonzalez-Guarda et al.

Page 18

Table 3.
Determinants of Requesting and Receiving an HIV/STI Test (Aim 1, /V=343) and Acquiring HIV/STIs (Aim
2, N=111).
Requesting Test Receiving Test Acquiring HIV/STI
(Aim 1) (Aim 1) (Aim 2)
Predictor AOR (95% CI)®  AOR (95% CI)®  AOR (95% ClI)°
Age 102(099-105) 57 95 0.990) " NAC

Race/ethnicity (ref. = Hispanic)
Black
Other

Less than high school education

Health insurance
Previous HIV test
Sexual assault by anyone

Risk of lethality

0.89 (0.44-1.80)
0.50 (0.15-1.65)

1.41 (0.73-2.72)

Hk *
0.40 (0.21-0.74)  0.59 (0.35-0.999)

*
2.55 (1.16-5.60)

NAS

1.05 (1.001-1.09) "

1.19 (0.66-2.15)
1.27 (0.52-3.11)

1.20 (0.70-2.07)

0.80 (0.46-1.39)

NAS

1.00 (0.97-1.03)

2.15 (0.67-6.93)
_d
0.34 (0.11-1.09)

NAC

NAC

Hk
4.64 (1.46-14.76)

1.04 (0.97-1.12)

Note. Participants with missing covariates were excluded from the analysis. CI = confidence interval; STI = sexually transmitted infection; AOR =

adjusted odds ratio.

a. .. - . . .
Multinomial logistic regression with no test requested or received as the referent.

b . .
Multivariable logistic regression.

C ., . . . . .
Variable not included using forward selection with a p= .1 cutoff.

dN= 5 omitted from the analysis/model due to small group size.

*
p <.05.

Hok

p<.0l
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