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Abstract

There has been limited study of the syndemic link between HIV and intimate partner violence (IPV) among rural popula-
tions in the United States. We utilized the Revised Conflict Tactics Scale-2 to examine the past year prevalence, type (psy-
chological aggression, physical assault, and sexual assault), and the impact of IPV on HIV clinical outcomes among men
living with HIV in rural Appalachia. Approximately 39% of participants experienced some type of IPV in the preceding
year, with 67% of those individuals experiencing more than 1 type of IPV. Approximately 77% of participants endorsing
IPV exposure experienced psychological aggression. Most participants exposed to psychological aggression (70%) and/or
physical assault (57%) were both victims and perpetrators, and those experiencing sexual assault reported being exclusively
victims (65%). There were no significant differences in clinical outcomes including viral load and CD4 count, which may be
secondary to small sample size derived from a clinic population with a high rate of virologic suppression (94%). This study
demonstrates the need to assess IPV exposure in men living with HIV and further highlights the intricacies of relationship

violence in these individuals.
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Introduction

Intimate partner violence (IPV) refers to a category of
domestic violence that according to the Centers for Dis-
ease Control and Prevention “includes physical violence,
sexual violence, stalking, and psychological aggression”
by a spouse or significant other [1]. An increasing body of
literature demonstrates a strong association between IPV
and short and long term physical and psychological adverse
outcomes. In addition to acute injuries and increased risk
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of mental health concerns, IPV has been linked to central
nervous system (CNS) symptoms, gynecological disorders
and chronic stress-related conditions, such as gastrointesti-
nal symptoms, viral infections, and cardiovascular problems
[2]. Furthermore, there is increasing evidence demonstrat-
ing a significant intersection between IPV and the ongoing
Human Immunodeficiency Virus (HIV) epidemic [3-6]. For
example, women living with HIV who have experienced IPV
exhibit higher rates of comorbid disease compared with
those who have not experienced IPV [7].

There are multiple points of intersection between IPV and
HIV infection including transmission of the virus, clinical
outcomes once infection has occurred, and prevention from
infection with the use of pre-exposure prophylaxis (PrEP).
Numerous studies have demonstrated an increased risk of
newly acquiring HIV infection among victims of IPV [8].
The most intuitive risk factor for these individuals is coercive
or forced sexual acts. While the overall transmission risk for
an individual sexual act is low (estimated at approximately
1 infection per 1000 acts in heterosexual discordant couples
[9], repeated events over long periods of time increase the
risk of transmission substantially [5]. In addition, IPV of
all types is associated with decreased condom use [10-13],
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which is most likely due to victims’ lack of empowerment
to negotiate their use [14]. PrEP, which consists of an oral
daily dose of tenofovir—emtricitabine, has emerged as an
effective biomedical tool to decrease the risk of acquiring
HIV infection in high-risk individuals [15]. Among victims
of IPV, data regarding individual interest and willingness to
receive PrEP are variable. Some studies indicate victims of
IPV are more willing to receive PrEP [16, 17], while others
suggest this intervention is less acceptable in this population
[18]. Concerns about stigma [19] as well as potential for
partner coercion [20] have emerged as potential barriers in
this population. Furthermore, there is evidence that African
women in serodiscordant heterosexual relationships who are
exposed to IPV exhibit lower rates of adherence to PrEP as
measured by pill counts, serum tenofovir levels, and self-
reported therapy interruptions [21, 22].

While the majority of studies examining IPV as a risk fac-
tor for transmission of HIV have focused on female victims,
there is also evidence that male perpetrators, particularly
those with substance abuse issues, are also at increased risk
for acquiring HIV infection. Studies have shown that [PV
perpetrators are more likely to engage in unprotected sexual
intercourse, have multiple partners, and engage in sexual
activity with a partner who uses injection drugs [23-25].
Furthermore, newly acquired HIV infection can also place
individuals at risk for IPV as evidence shows that disclosure
of a new diagnosis of HIV infection has been identified as a
risk factor for intimate partner abuse [3, 26, 27]. A recently
published paper by Groves et al. showed that a new HIV
diagnosis during pregnancy significantly increased the risk
of IPV during the post-partum period among women who
had not previously reported victimization in their relation-
ship [28]. It is hypothesized that the introduction of a new
HIV diagnosis into a relationship may create additional
stress, which may manifest as violence [28]. The stress of a
new HIV diagnosis may take several forms including sug-
gestion of infidelity and partner stigma, and exacerbated in
the setting of serodiscordant couples or when the partner’s
HIV status is unknown [29].

Prior studies have also shown that IPV can negatively
impact medication adherence and clinical outcomes in
patients once they have acquired HIV infection. Over
the past 30 years we have seen tremendous gains in the
care of individuals living with HIV. With the advent of
highly active antiretroviral therapy (ART), we have now
been able to render HIV a chronic disease. Life expec-
tancy of HIV positive individuals in high-income nations
now approximates that of the general population [30].
Current ART regimens are highly successful in achiev-
ing virologic suppression and maintaining CD4 counts.
However, the vast majority of agents must be taken on a
daily basis with > 95% adherence in order to achieve these
outcomes [31]. Previous work with people living with HIV

has demonstrated that stressful life events can negatively
affect ART adherence with associated virologic failure and
increased risk for HIV-related morbidity and mortality
[32-35]. Specifically, IPV has emerged as a major barrier
to successful adherence to ART regimens and engagement
in clinical care. Studies have shown that victims of IPV are
more likely to have CD4 count <200, detectable viral load,
and high no-show rates to clinic appointments [36-39].

The specific mechanisms that may explain why peo-
ple living with HIV who also experience IPV may have
suboptimal engagement in care have only recently been
explored [40]. Wingood suggests that for women living
with HIV who are exposed to IPV, conflicting prioritizes
and complex life challenges (e.g., substance use, poor psy-
chological health, lack of health insurance, and limited
access to resources) may interfere with HIV medical care
[39, 40]. Furthermore, the inverse relationship between
IPV and engagement in protective health behaviors is well-
established [40—-42], even among men who perpetrate IPV
[43]. Lack of social support or isolation may also impact
patient’s abilities to obtain HIV services, and power and
control dynamics exhibited by some perpetrators of IPV
may operate to limit victims’ access to medical care, due
to fears of disclosure to medical professionals [44—46].

While the majority of research in this area has focused
on women, adverse clinical outcomes have also been
observed among gay and bisexual men living with HIV
who experience IPV [47, 48]. The lifetime prevalence of
IPV (defined as rape, physical violence, and/or stalking
by an intimate partner) is 29% among men in the general
population (compared with 36% for women) [49]. Taking
into account sexual orientation, recent data demonstrate
the lifetime IPV prevalence for heterosexual men is 29%,
37% for bisexual men, and 26% for gay men [49]. Among
men living with HIV, Siemieniuk et al. reported that 1 in
4 gay and bisexual men engaged in HIV care reported past
or present IPV and Ramachandran et al. reported equally
high rates of IPV in an urban HIV clinic population, with
MSM disclosing higher rates of all types of IPV compared
with heterosexual women [47, 48]. Less is known about
the specific dynamics of IPV among MSM populations,
but there is a growing body of research revealing that
many instances of IPV are in fact bi-directional, in which
both partners perpetrate violent or aggressive acts against
each other [50, 51]. This phenomenon of mutual IPV has
been observed in the context of heterosexual and same-sex
relationships, including those of people living with HIV
[52], which likely reflects additional complexities within
this syndemic that have yet to be explored. In response
to these findings, many HIV providers are implementing
IPV screening protocols within their clinics in an effort to
better identify and assist these individuals [53].
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People living with HIV and experiencing IPV in rural
areas may be at increased risk for adverse clinical out-
comes associated with HIV diagnosis, due to the pres-
ence of fewer IPV and/or HIV-management resources.
Edwards’ critical review of the literature found that IPV
perpetrated in rural locations may be more chronic and
severe and that physical, psychological, and social health
outcomes associated with IPV are worse for rural resi-
dents, given disparities in access and availability of IPV
services [54]. Long travel times, lack of transportation,
physician shortages, and stigma have been cited by rural
persons living with HIV as significant barriers to access-
ing adequate HIV-related care [55]. As a result, individu-
als living with HIV who have experienced IPV in rural
areas may face unique and additional challenges. As such,
there is a need to examine the complex interplay between
IPV experiences and HIV clinical outcomes in rural pop-
ulations, with the ultimate goal of designing effective
programs to reduce violence and improve management
and care for persons living with HIV. However, research
examining these issues in a predominantly rural popula-
tion of people living with HIV in the United States is
scarce. The purpose of the present study was to estimate
the prevalence of IPV among men living with HIV and
seeking care in rural Appalachia over a 1-year period and
to examine the relationship between IPV and HIV clinical
outcomes among this group.

Methods
Setting

This study took place at a Ryan White Positive Health
clinic located at a public university in the Appalachian
Region of the United States, which cares for over 300
patients. Our clinic serves patients who reside through-
out the Appalachian region with the majority of coun-
ties designated by the Department of Health and Human
Services as “underserved areas” or “underserved popula-
tions”. More than 50% of our clinic patients live below
the federal poverty level. Ninety percent of the patients
are white and seventy-nine percent are male. The majority
of the patients acquired HIV in the setting of high-risk
sexual contacts with male-to-male sexual contact being
the most prevalent at 64% followed by heterosexual expo-
sure (42%). Injection drug use was the next most common
risk factor contributing to HIV acquisition occurring in
11.1% of patients. The vast majority of patients (>99%)
are prescribed anti-retroviral therapy and 94% have viral
loads <200 copies/mL.
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Sample and Procedure

Between June 2015 and June 2016, we approached patients
from the Ryan White Positive Health Clinic to participate
in this cross-sectional cohort study. To be eligible for the
study, individuals had to be at least 18 years of age, have
a documented diagnosis of HIV infection, and be able to
speak and read English. Patients were excluded if they did
not meet these criteria, or if they were acutely ill and in need
of urgent medical attention, or if they were deemed to be at
high risk of psychological trauma as a result of participat-
ing in the study. An on-site psychiatrist familiar with each
patient who was present in the clinic and independent from
the research team identified individuals potentially at high
risk of psychological trauma for exclusion.

Potential participants were approached in a private exami-
nation room by a trained research team member and invited
to participate in the study. Individuals were not approached
if there was anyone else in the room, including potential
partners, in order to ensure confidentiality and minimize the
risk in the event that they were accompanied by a perpetrator
of IPV. All participants provided written informed consent
as well as a HIPAA waiver prior to completing the survey.
The informed consent process included a description of the
study and the subject area of the survey as well as data that
would be extracted from the medical record, ability of the
individual to decline participation with no impact on their
medical care, the ability of the participant to opt out of any
questions, and the availability of resources for further sup-
port if desired. In addition, participants were informed that
their survey responses would be anonymous and would not
be shared with their care team.

After informed consent was obtained, participants com-
pleted a validated written survey about experiences with [PV
and a brief demographic questionnaire. Numbered surveys
were then collected and placed in a locked collection bin.
Medical record numbers of participants were recorded, so
the study team could review each consenting patient’s medi-
cal record to obtain relevant clinical data. This study proto-
col was approved by the Institutional Review Board.

Measures
Demographic Data

Demographic information included in the brief questionnaire
consisted of age (years), race (White, Black/African Ameri-
can, Asian, native Hawaiian or Pacific Islander, American
Indian or Alaska Native, Other), Hispanic/Latino ethnicity
(yes/no), education (responses ranging from never attended
school to graduate or professional degree), and employment
status (employed for wages, self-employed, out of work,
homemaker, student, retired, unable to work). Relationship
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status (married, divorced, separated, widowed, in a rela-
tionship and living together, in a relationship but not living
together, not in a relationship) at the time of survey admin-
istration was also recorded. Participants were also asked to
select their estimated annual household income from the
following categories: less than $10,000, $10,000-$14,999,
$15,000-$19,999, $25,000-$34,999, $35,000-$49,999,
$50,000-$74,999, or greater than $75,000.

IPV

Exposure to IPV was assessed utilizing the previously vali-
dated Revised Conflicts Tactics Scales (CTS-2) [56], which
is currently considered the “gold standard” in the assess-
ment of IPV. The survey consists of 78 specific behavio-
ral statements, which are categorized into five scales that
include psychological aggression, physical assault, injury,
sexual coercion, and negotiation. When completing the sur-
vey, participants are asked to specify the number of times
each individual behavior occurred over the past year using
a 7 point scale ranging from 0 (Never) to 6 (> 20 times). In
addition, participants indicate if each behavior happened to
them (i.e., victimization) and/or if the behavior was directed
at their partner (i.e., perpetration). For this study, we utilized
the three subscales that are considered by expert consensus
and the survey developers to be the most useful in detecting
IPV. These include physical assault, sexual coercion, and
severe psychological aggression. Consistent with previous
studies [57-60], we considered IPV to be present within the
past year if the participant had a score of 1 or higher on the
physical assault, sexual coercion, or severe psychological
aggression subscales. Surveys that had an overwhelming
amount of missing data or were missing data on the IPV
questions necessary for calculating scores on the CTS2 scor-
ing rubric, were excluded from analysis.

Clinical Variables

In order to evaluate the relationship between IPV and man-
agement of HIV disease, engagement in care, and substance
abuse patterns for both victims and perpetrators of IPV, we
obtained key clinical data from patient medical records. These
included participants’ primary risk factor for HIV infection,
absolute CD4 counts, and HIV viral load values obtained on
each participant for the 1-year duration of the study. HIV risk
factors as documented by the primary clinical provider in the
participants’ medical record were characterized, and included
a history of high-risk sexual behavior involving partners of
the same-sex or opposite sex, injection drug use, maternal
transmission, or blood transfusion. A viral load of <200 was
considered undetectable to avoid incorporating occasional
“blips” that can occur in spite of good adherence to therapy.
In addition, a CD4 count of <200 was considered indicative

of advanced HIV/AIDS. Month and year of HIV diagnosis
was also noted in order to account for participants who were
newly diagnosed during the study timeframe. As an additional
indicator of participants’ overall health status, the number of
diagnosed co-morbid conditions and the number of hospitali-
zations during the study period were documented. We also
noted the indication for any admissions and whether they were
related to the participant’s HIV status.

In order to evaluate patients’ engagement in their HIV
care, we examined the overall clinic appointment no-show
rate, which was calculated as the number of medical visits
not attended or re-scheduled by the participant divided by
the total number of scheduled visits over the study period.
In addition, given the high rate of prescribed ART in our
clinic, we recorded the participants’ overall ART adherence
as estimated by their primary HIV provider. ART adherence
is regularly assessed in our clinic at every encounter based
upon the number of medication doses the patient self-reports
that he or she has missed in the previous 30 days [61]. It
is documented by each provider in the medical record as
an estimated percent with 100% adherence indicating the
patient reports missing 0 doses in the previous 30 days.
Finally, given the previously reported strong association
between IPV and substance abuse among both victims and
perpetrators of IPV [25, 39, 47, 62-64], we also documented
any tobacco use or ongoing illicit substance use reported by
the patients to their providers.

Statistical Analysis

We analyzed the data using SAS software, Version 9.4 with
the significance level set at p <0.05. Patient characteristics
were reported as frequency and percentages for categorical
variables and mean + SD for continuous variables. We per-
formed logistic regression analyses to examine associations
between demographic characteristics and experiencing IPV.
Associations between experiencing IPV and various binary
clinical outcomes were also examined using logistic regres-
sion models. For clinical outcomes with greater than two
categories, generalized logits models were fit. Each model
was adjusted for age and new diagnosis to account for differ-
ences in clinical variables, which may be secondary to newly
diagnosed HIV infection, such as viral load and CD4 count.
Results were reported as odds ratios with 95% confidence
intervals.

Results
Demographics

From June 2015 to June 2016, 110 surveys were distributed
to individuals living with HIV receiving care in the Ryan
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White clinic and returned for analysis, representing approxi-
mately one-third of the total clinic population. A total of
five patients were not approached for participation due to
concern that they were at high risk for experiencing signifi-
cant psychological trauma at the time of their clinic visit as
determined by the on-site psychiatrist. Six of the returned
surveys had an overwhelming amount of missing data and
were excluded from analysis. Furthermore, 18 surveys were
missing data on the IPV questions necessary for calculating
scores on the CTS2 scoring rubric, thus were also excluded
from the final data set leaving a total of 86 completed sur-
veys. Of these, 77 surveys were returned by male patients,
and ultimately utilized for analysis.

The mean age of participants was 43.7 years old. The
majority of participants were White (87.0%), which is not
significantly different from the overall clinic population
(90.7% White, p=0.483). Over one-third (35.5%) of par-
ticipants reported a household income of < $15,000 per year
and 30.3% of participants had a high school level educa-
tion or less. The majority of participants (60.9%) reported
that they were in a relationship at the time the survey was
administered, while 36.2% reported that they were not in a
relationship at that time. The majority (83.1%) of survey
respondents had acquired HIV infection in the setting of
male-to-male sexual contact (compared with 63.5% in the
overall clinic population, p=0.011), followed by heterosex-
ual contact (26.0%, compared with 42.1%, p =0.010). These
data are summarized in Table 1.

IPV Prevalence

Thirty (39.0%) participants reported exposure to some form
of IPV within the previous year, while 47 (61.0%) reported
no exposure to IPV. Overall, the demographic character-
istics were similar between individuals who reported IPV
and those who did not. However, IPV-exposed participants
were significantly younger with a mean age of 40.0 years
old compared to those who were not exposed who had a
mean age of 46.0 years old (p <0.05). Other than age, no
other demographic factors were associated with an increased
risk of IPV in our sample (Table 1). Of the individuals not
in a relationship at the time of the survey administration,
ten (40.0%) reported exposure to IPV in the past year. In
addition, there were two individuals who preferred not to
disclose their relationship status, both of whom met criteria
for IPV exposure within the past year.

Characterization of IPV
In order to further characterize the experiences of those par-
ticipants who reported exposure to IPV within the past year,

we examined the types of IPV experienced (Table 2). Using
the classification system of the CTS2, we divided participant
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IPV experiences into categories of psychological aggression,
physical assault, sexual assault or any combination of these
three groups. Of the 30 participants who reported exposure
to IPV in the past year, the majority (66.7%) reported experi-
encing more than 1 category of IPV, including 8 individuals
(26.7%) who reported experiencing all three types. Consist-
ent with other studies, psychological aggression was the
most common form of IPV reported alone or in combina-
tion with other IPV categories (n=23). Seven participants
reported experiencing physical assault and/or sexual assault
in the absence of psychological aggression.

IPV Perpetration

We also examined the directionality of IPV among partici-
pants who reported they had been exposed (Table 3). For
each category of IPV, we determined if each respondent
was a victim, a perpetrator, or both a victim and a perpetra-
tor of IPV. For both psychological aggression and physical
assault, the majority of participants who reported exposure
to these forms of IPV were both victims and perpetrators.
For respondents who reported exposure to psychological
aggression, 16 (69.6%) reported they were both a victim
and a perpetrator, compared to 6 (26%) who reported only
being a victim and 1 (4.3%) who reported only perpetra-
tion. Similar results were noted in respondents who reported
instances of physical assault. Among these individuals, 11
(57.9%) reported they were both a victim and a perpetrator,
compared to 6 (31.6%) who were victims only and 2 (10.5%)
who were perpetrators only. In contrast, of the 16 partici-
pants who reported exposure to sexual assault, the majority
(68.8%) reported that they were exclusively victims, while
the remainder reported they were both perpetrators and vic-
tims. No respondents reported being solely a perpetrator of
sexual assault.

IPV and Clinical Outcomes

Our final aim was to determine if exposure to IPV was asso-
ciated with clinical outcomes in people living with HIV.
There was no significant difference in the number of patients
with a detectable viral load, CD4 count <200, or 100% ART
adherence between those who reported exposure to IPV and
those who did not (Table 4). While there was an increased
percentage of patients with a high no-show rate among those
who reported IPV exposure, this difference between groups
did not reach significance. Similarly, ongoing illicit drug
use was reported by more participants exposed to IPV than
non-exposed participants, but this comparison also did not
reach statistical significance. Furthermore, there was no
significant difference between the two groups with regards
to current tobacco use, number of co-morbid conditions,
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Table 1 Association between demographic characteristics and experiencing IPV

Demographic characteristic Overall 1PV No IPV Odds ratio® (95% CI) p
n=77 n=30 n=47
(% or SD) (% or SD) (% or SD)
Age (SD) 43.7 12.7) 40.0 (11.8) 46.0 12.7) 0.957 (0.918, 0.998) 0.0393
Identify as Hispanic
Yes 2 (2.6) 0 (0.0) 2 (100.0) - -
No 75 97.4) 30 (40.0) 45 (60.0) - -
Race
White 67 (87.0) 27 (40.3) 40 (59.7) - -
Black or African American 4 5.2) 1 (25.0) 3 (75.0) - -
Asian 2 (2.6) 1 (50.0) 1 (50.0) - -
American Indian or Alaskan Native 1 (1.3) 0 (0.0) 1 (100.0) - -
Other 3 3.9 1 (33.3) 2 (66.7) - -
Marital status
Now married 16 (21.9) 4 (25.0) 12 (75.0) - -
Widowed/divorced/separated 13 (17.8) 4 (30.8) 9 (69.2) - -
I prefer not to answer 1 (1.4) 0 (0.0) 1 (100.0) - -
Never married 43 (58.9) 20 (46.5) 23 (53.5) - -
Relationship status
Not in relationship 25 (36.2) 10 (40.0) 15 (60.0) - -
In a relationship but not living together 8 (11.6) 2 (25.0) 6 (75.0) - -
In a relation and living together 34 (49.3) 13 (38.2) 21 (61.8) - -
I prefer not to answer 2 2.9) 2 (100.0) 0 (0.0) - -
Highest education level
Beyond Bachelor’s Degree 16 (21.0) 4 (25.0) 12 (75.0) 0.602 (0.142, 2.550) 0.4903
Some College or Bachelor’s Degree 37 (48.7 16 43.2) 21 (56.8) 1.053 (0.350, 3.165) 0.9269
High School Graduate or Less 23 (30.3) 9 (39.1) 14 (60.9) 1.000 -
Current employment status
Out of work/unable to work 17 (23.3) 8 “47.1) 9 (52.9) - -
Employed for wages/self employed 50 (68.5) 19 (38.0) 31 (62.0) - -
A home maker 1 (1.4) 0 (0.0) 1 (100.0) - -
A student 1 (1.4) 1 (100.0) 0 (0.0) - -
Retired 4 (5.5) 0 (0.0) 4 (100.0) - -
Household income (all sources)
Less than $15,000 27 (35.5) 12 (44.4) 15 (55.6) 2.335 (0.208, 26.192) 0.4917
Less than $25,000 ($15,000-$25,000) 10 (13.2) 4 (40.0) 6 (60.0) 2.122 (0.148, 30.472) 0.5799
Less than $50,000 ($25,000-$50,000) 20 (26.3) 6 (30.0) 14 (70.0) 1.155 (0.095, 14.072 0.9098
$50,000 or more 15 19.7) 6 (40.0) 9 (60.0) 1.736 (0.139, 27.617) 0.6681
I prefer not to answer 4 (5.3) 1 (25.0) 3 (75.0) 1.000 -
HIV risk factor
Male-to-male sexual contact
Yes 64 (83.1) 25 39.1) 39 (60.9) 0.604 (0.155 2.352) 0.4673
No 13 (16.9) 5 (38.5) 8 (61.5) 1.000 -
Heterosexual contact
Yes 20 (26.0) 7 (35.0) 13 (65.0 1.258 (0.387, 4.087) 0.7027
No 57 (74.0) 23 (40.4) 34 (59.6) 1.000 -
Injection drug use
Yes 5 6.5) 2 (40.0) 3 (60.0) 1.347 (0.178, 10.190) 0.7732
No 72 93.5) 28 (38.9) 44 (61.1) 1.000 -
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Table 1 (continued)

Demographic characteristic Overall 1PV No IPV Odds ratio® (95% CI) p
n=77 n=30 n=47
(% or SD) (% or SD) (% or SD)
Blood transfusion
Yes 2 (2.6) 1 (50.0) 1 (50.0) 1.876 (0.111, 31.851) 0.6632
No 75 97.4) 29 (38.7) 46 (61.3) 1.000 -

20dds ratios with respect to experiencing IPV, adjusted for age and new diagnosis

Table 2 Characterization of types of IPV experienced (n=30)

n (%)

Types of individual IPV

Psychological aggression 6 (20.0)

Physical assault 1(3.3)

Sexual assault 3(10.0)
IPV combinations

Psychological aggression and physical assault 7(23.3)

Psychological aggression and sexual assault 2(6.7)

Physical assault and sexual assault 3(10.0)

Psychological aggression, physical assault, and sexual 8 (26.7)

assault

Table 3 Evaluation of IPV experiences of victims and perpetrators
among men living with HIV

Type of IPV Total (%) Victim  Perpetrator (%) Both (%)

Psychological 23 (100) 6(26.0) 1(4.3) 16 (69.6)
aggression

Physical assault 21 (100)  7(33.3) 2(9.5) 12 (57.1)

Sexual assault 17 (100) 11 (64.7) 0(0) 6(35.3)

history of other sexually transmitted infections, or number
of hospitalizations.

Discussion

In this study, we utilized the CTS-2 to examine the extent
of IPV exposure in men living with HIV in a rural Appala-
chian clinic over a 1-year period, as well as the relationship
between IPV and control of their HIV infection. We found
that more than one-third of participants (39.0%) experienced
IPV in the past year. This overall IPV exposure rate is simi-
lar to prior studies in persons living with HIV, which utilized
different assessment tools [36, 39, 53, 65]. The majority of
participants in our study had a predominant HIV risk factor
of male-to-male sexual contact. There is an overall paucity
of literature examining IPV among same-sex couples in spite
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of the fact that previous work has shown that these men
experience IPV at comparable rates to women [66]. Further-
more, Houston and McKirnan showed that urban gay and
bisexual men who are victims of IPV are at increased risk
for adverse health outcomes, and for engaging in high-risk
behaviors, including unprotected sexual intercourse [65].
While we did not directly assess sexual orientation, our
study did reveal that IPV exposure is also a significant issue
for men in rural Appalachia living with HIV infection and a
history of male-to-male sexual contact. To our knowledge,
no prior studies have examined IPV in this population. The
implications of this finding on public policy in rural areas
are considerable given that resources directed toward victims
of IPV are often scarce in these areas, and these men may
face additional barriers to accessing them.

Psychological aggression was the most common type
of IPV reported by our study participants. However, the
majority of participants (66.7%) reported experiencing more
than one type of IPV including nearly 26.6% who reported
experiencing all three types of violence. These findings are
consistent with previous reports of types of IPV experi-
enced by men living with HIV [39, 47, 63]. Although direct
comparison is difficult, few studies to date have utilized the
CTS2 in the population of people living with HIV. Craft
and Serovich employed the CTS2 in their study of gay men
living with HIV, which was conducted in an urban setting
and also found that psychological aggression was the most
commonly experienced type of IPV in that population [67].
However, they did not examine if individual participants
were exposed to multiple types of IPV.

In this study, we also found that the majority of partici-
pants, who reported experiencing IPV in the form of psy-
chological aggression or physical assault, were both victim
and perpetrator within their relationship. Thus, the majority
of violence experienced within the intimate relationships of
these men was bidirectional. This finding is consistent with
previous studies demonstrating that in approximately half of
all relationships in which violence occurs both partners are
perpetrators. Unfortunately, due to small sample size, and
lack of data regarding participants’ partners, we are unable
to determine if this bidirectional violence is occurring in the
context of heterosexual or same-sex relationships. However,
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Table 4 Association Between IPV and Clinical Outcomes
Clinical outcome Overall 1PV No IPV Odds Ratio® (95% CI) p
n=77 (%) n=30 (%) n=47 (%)
Low CD4 count (CD4 < 200) 3.092 (0.644, 14.850) 0.1586
Yes 8 (10.4) 5 (16.7) 3 6.4)
No 69 (89.6) 25 (83.3) 44 93.6)
Detectable viral load 0.431 (0.113, 1.649) 0.2190
Yes 18 23.4) 6 (20.0) 12 (25.5)
No 59 (76.6) 24 (80.0) 35 (74.5)
100% Adherence® 0.493 (0.116, 2.093) 0.3376
Yes 67 (88.2) 25 (83.3) 42 91.3)
No 9 (11.8) 5 (16.7) 4 8.7
Hospitalized 1.721 (0.488, 6.064) 0.3984
Yes 14 (18.4) 6 (20.7) 8 (17.0)
No 62 (81.6) 23 (79.3) 39 (83.0)
Tobacco use*
Never 18 (23.4) (26.7) 10 (21.3)
Former 29 (37.7) (30.0) 20 (42.6) 0.783 (0.215, 2.855) 0.7105
Current 30 (39.0) 13 (43.3) 17 (36.2) 0.985 (0.295, 3.290) 0.9804
Illicit drug use 2.155 (0.530, 8.756) 0.2833
Yes 10 (13.0) 6 (20.0) 4 8.5)
No 67 (87.0) 24 (80.0) 43 91.5)
History of other STI’s 1.010 (0.384, 2.653) 0.9843
Yes 36 (46.8) 15 (50.0) 21 44.7)
No 41 (53.2) 15 (50.0) 26 (55.3)
More than 1 HIV risk factor 1.093 (0.306, 3.902) 0.8910
Yes 14 (18.2) 5 16.7) 9 (19.2)
No 63 (81.8) 25 (83.3) 38 (80.8)
High no show rate (>33%) 1.689 (0.603, 4.737) 0.3188
Yes 25 (32.9) 13 (43.3) 12 (26.1)
No 51 (67.1) 17 (56.7) 34 (73.9)
Number of comorbid conditions - -
0 4 (5.8) 1 3.7 3 7.1
1 22 (31.9) 10 (37.0) 12 (28.6)
2 17 (24.6) 9 (33.3) 19.1)
3 9 (13.0) 2 7.4) 16.7)
4 17 (24.6) 5 (18.5) 12 (28.6)

20dds ratios with respect to having each clinical outcome for patients experiencing IPV relative to patients not experiencing IPV, adjusted for

age and new diagnosis
®Adjusted for age only

“Generalized logits model used with ‘Never’ as the referent category

it is worth noting that comprehensive review conducted by
Langhinrichsen-Roholing et al. demonstrated that this is
true for both heterosexual couples as well as gay, lesbian,
or bisexual individuals across multiple sample types [50].
Furthermore, Galvan et al. also showed this to be the case for
individuals who are living with HIV infection [52]. This is
not to suggest that the severity of the violence perpetrated by
both partners is also equal, but that the relationship dynam-
ics may be more complex than previously appreciated.

In contrast to the other forms of IPV, the majority of our
study participants who experienced sexual assault in their
relationship reported that they were solely victims of this
behavior. While there were some individuals exposed to this
type of violence who reported that it was bidirectional, no
participants indicated they were the sole perpetrator. While
these results may be due to participants’ reluctance to report
their own perpetration of these behaviors, they do suggest
that individuals living with HIV in rural Appalachia are
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more likely to be victims of this form of IPV rather than
perpetrators. This finding is particularly consequential in
light of the strong association between IPV and HIV trans-
mission secondary to engagement in high-risk behaviors,
including unprotected sexual intercourse.

Unlike previous studies, we did not observe any signifi-
cant differences in HIV-related clinical outcomes between
participants who reported exposure to IPV and those who
did not. Most notably, there was not significant difference
between patient-reported adherence, low CD4 count or
detectable viral load between the two groups. One possible
explanation for the disparity in our results compared to prior
studies is the low sample size of 85, which limited the power
of this study to detect significant differences. Furthermore,
the overall high rate of prescribed antiretroviral therapy
(99.3%) and virologic suppression (94.0%) among our entire
clinic population, which may make detection of significant
differences more difficult with our smaller sample size. In
addition, due to the sensitive nature of the topic patients
with significant psychiatric issues or who were otherwise at
risk for experiencing emotional distress as a consequence of
completing the survey were excluded. Given the well-estab-
lished link between IPV and poor mental health outcomes
[68], this exclusion may have resulted in an underestimation
of the frequency of IPV in our clinic population. Further-
more, exclusion of these individuals may have diminished
the impact of IPV on key clinical outcomes in light of the
association between common mental health problems and
poor ART adherence [69].

In addition, we also did not observe a significant asso-
ciation between IPV and illicit substance use, which differs
from numerous prior studies [23, 70-73]. One possibility
for this discrepancy is the overall low rate of reported illicit
drug use, which was gleaned from the participants’ medical
record based upon their reports to their primary HIV pro-
viders. By this method, we identified only ten participants
with ongoing issues with substance use. While the majority
of these individuals [6] did report experiences with IPV in
the prior year, it did not reach statistical significance. It is
possible that we may have found higher rates of substance
use in this population had we examined this issue through
anonymous survey due to potential fear of provider stigma.
Additional research into this potential association would be
warranted.

To date, the majority of studies within the United States
examining the association between IPV and HIV have pri-
marily focused on urban populations [4, 7, 48, 62], and may
not be generalizable to other populations. Internationally,
several investigations with people living with HIV in rural
areas have revealed high rates of [PV among this population
[74-78]. However, the clinical challenges and cultural demo-
graphics of patients in these countries are distinct from rural
populations in high-income countries. This makes it difficult

@ Springer

to apply the findings from these studies to rural areas within
the United States. While there are few data on individuals
living with HIV, there is evidence that IPV occurs more
frequently within relationships and with greater severity in
rural communities compared to non-rural locales within the
United States [79]. Unfortunately, in spite of this disparity,
there are fewer IPV resources available in rural areas, which
likely results in worse psychosocial and physical health out-
comes for victims who reside there [54, 79]. Residents of
the Appalachian region of the country, which possesses one
of the largest rural populations in the US, are particularly
vulnerable to adverse outcomes. These communities have
higher levels of economic distress and have long suffered
an extreme shortage of health care providers and services
[80]. Furthermore, Davidov et al. recently demonstrated that
hospitalizations for IPV were disproportionately higher in
Appalachian counties, compared to non-Appalachian areas,
suggesting IPV is a significant healthcare disparity issue in
this region [81].

Although routine screening for IPV in healthcare settings
has not demonstrated effectiveness at reducing violence,
improving health outcomes, or improving patients’ quality
of life, most medical and advocacy organizations, includ-
ing those focused on HIV care, recommend IPV assessment
and counseling [82—-84]. Given the high prevalence of IPV
among individuals engaged in HIV care, including the high
prevalence of past-year IPV reported in the current study,
HIV providers should be equipped to inquire about IPV and
provide resources and referral information in a confidential
and supportive manner. Ramachandran et al. recommend
that IPV inquiry be conducted simultaneously with HIV
counseling and testing, and that these processes occur before
HIV status is disclosed to patients’ partners, if possible [48,
83]. Clinicians and medical staff providing HIV services
should acknowledge the challenges associated with pro-
longed engagement in medical care IPV victims and should
recognize that these barriers (e.g., fears about stigma, loss
of confidentiality, and lack of resources) may be exacerbated
for patients in rural areas [54]. Cross-collaborations between
organizations involved in HIV prevention and medical man-
agement and IPV service providers are important to ensure
that HIV care delivery is sensitized to those at-risk for or
experiencing IPV.

There are a number of limitations to the current study
that should be considered in the interpretations of our find-
ings. First, this is a cross-sectional study, and therefore our
ability to make conclusions regarding causality or tem-
poral relationships is limited. Furthermore, our design
may have introduced selection bias, particularly given
the exclusion of 5 individuals due to concern that their
participation may have caused them significant psycho-
logical trauma, and the need to exclude surveys due to an
overwhelming amount of missing data or to the inability
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to accurately score them. In addition, data analysis is lim-
ited by an overall small sample size, which prevented us
from being able to adjust for multiple confounders such as
substance use, or assess the association between different
types of IPV and clinical outcomes. Furthermore, the small
sample size in addition to the high rates of prescribed ART
and viral suppression, and exclusion of individuals with
high risk of experiencing significant psychological trauma
likely limited our ability to detect significant differences
in clinical outcomes between patients who experienced
IPV, and those who did not. An additional limitation to
the current study is the lack of data regarding participants’
partners, including their gender, which limits our ability to
assess the types of relationships in which different patterns
of violence occurred.

To the best of our knowledge, only one other study
has examined the issue of IPV in individuals living with
HIV in the Appalachian region of the United States [36].
This study was conducted in rural Virginia, and was con-
ducted using in-person interviews to assess for IPV, rather
than the revised CTS-2. While participants in this study
were from Appalachia, the sample’s demographic profile
was substantially different than what we report here, as
it included larger percentages of African American and
female participants. In addition, unlike the current study,
data regarding types of IPV and perpetration were not
obtained. Thus, the current study provides additional
insight into the IPV experiences of Appalachian men liv-
ing with HIV. Furthermore, the current study examining
relationship dynamics in people living with HIV is par-
ticularly relevant given the recent HIV outbreak in West
Virginia [85]. Future studies examining the impact of [PV
on the transmission of HIV and other STIs, the relation-
ship between different forms of IPV and HIV clinical
outcomes, as well as substance use, and the influence of
same-sex vs heterosexual relationships on the experience
and perpetration of IPV should be pursued.

Conclusion

Exposure to intimate partner violence is common men living
with HIV who reside in rural Appalachia, and is often bidi-
rectional and consists of multiple forms of violence. These
nuances should be taken into account when assessing for
IPV exposure in these patients.

Acknowledgements The authors would like to acknowledge Suha
AbdulKarim Ibrahim Khafaji for her assistance in collecting data for
this project.

Funding This study was funded by NIH/NIGMS Award Number
U54GM104942.

Compliance with Ethical Standards

Conflict of interest All authors declare that they have no conflict of
interest.

Ethical Approval All procedures performed in studies involving human
participants were in accordance with the ethical standards of the insti-
tutional and/or national research committee and with the 1964 Helsinki
declaration and its later amendments or comparable ethical standards.

Informed Consent Informed consent was obtained from all individual
participants included in the study.

Open Access This article is distributed under the terms of the Crea-
tive Commons Attribution 4.0 International License (http://creativeco
mmons.org/licenses/by/4.0/), which permits unrestricted use, distribu-
tion, and reproduction in any medium, provided you give appropriate
credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References

1. Breiding MJ, Basile KC, Smith SG, Black MC, Mahendra R.
Intimate Partner Violence Surveillance: Uniform Definitions and
Recommended Data Elements, Version 2.0. In: National Center
for Injury Prevention and Control CfDCaP, editor. 2015.

2. Campbell J, Jones AS, Dienemann J, Kub J, Schollenberger J,
O’Campo P, et al. Intimate partner violence and physical health
consequences. Arch Intern Med. 2002;162(10):1157-63.

3. Phillips DY, Walsh B, Bullion JW, Reid PV, Bacon K, Okoro
N. The intersection of intimate partner violence and HIV in
U.S. women: a review. J Assoc Nurses AIDS Care. 2014;25(1
Suppl):S36-49.

4. Gielen AC, Ghandour RM, Burke JG, Mahoney P, McDonnell
KA, O’Campo P. HIV/AIDS and intimate partner violence: inter-
secting women’s health issues in the United States. Trauma Vio-
lence Abuse. 2007;8(2):178-98.

5. Siemieniuk RA, Krentz HB, Gill MJ. Intimate partner violence
and HIV: a review. Curr HIV/AIDS Rep. 2013;10(4):380-9.

6. McCree DH, Koenig LJ, Basile KC, Fowler D, Green Y. Address-
ing the intersection of HIV and intimate partner violence among
women with or at risk for HIV in the United States. ] Womens
Health (Larchmt). 2015;24(5):331-5.

7. Liebschutz JM, Feinman G, Sullivan L, Stein M, Samet J. Physical
and sexual abuse in women infected with the human immunode-
ficiency virus: increased illness and health care utilization. Arch
Intern Med. 2000;160(11):1659-64.

8. Kouyoumdjian FG, Calzavara LM, Bondy SJ, O’Campo P, Ser-
wadda D, Nalugoda F, et al. Intimate partner violence is associ-
ated with incident HIV infection in women in Uganda. AIDS.
2013;27(8):1331-8.

9. Gray RH, Wawer MJ, Brookmeyer R, Sewankambo NK, Serwadda
D, Wabwire-Mangen F, et al. Probability of HIV-1 transmission
per coital act in monogamous, heterosexual, HI'V-1-discordant
couples in Rakai, Uganda. Lancet. 2001;357(9263):1149-53.

10. Bogart LM, Collins RL, Cunningham W, Beckman R, Golinelli
D, Eisenman D, et al. The association of partner abuse with risky
sexual behaviors among women and men with HIV/AIDS. AIDS
Behav. 2005;9(3):325-33.

11. Decker MR, Seage GR 3rd, Hemenway D, Raj A, Saggurti N,
Balaiah D, et al. Intimate partner violence functions as both a

@ Springer


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

3012

AIDS and Behavior (2019) 23:3002-3014

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

risk marker and risk factor for women’s HIV infection: findings
from Indian husband-wife dyads. J Acquir Immune Defic Syndr.
2009;51(5):593-600.

Decker MR, Miller E, McCauley HL, Tancredi DJ, Anderson
H, Levenson RR, et al. Recent partner violence and sexual and
drug-related STI/HIV risk among adolescent and young adult
women attending family planning clinics. Sex Transm Infect.
2014;90(2):145-9.

Gielen AC, McDonnell KA, O’Campo PJ. Intimate partner
violence, HIV status, and sexual risk reduction. AIDS Behav.
2002;6(2):107-16.

Swan H, O’Connell DJ. The impact of intimate partner violence
on women’s condom negotiation efficacy. J Interpers Violence.
2012;27(4):775-92.

Desai M, Field N, Grant R, McCormack S. Recent advances in
pre-exposure prophylaxis for HIV. BMJ. 2017;359:j5011.
Braksmajer A, Senn TE, McMahon J. The potential of pre-expo-
sure prophylaxis for women in violent relationships. AIDS Patient
Care STDS. 2016;30(6):274-81.

Braksmajer A, Leblanc NM, El-Bassel N, Urban MA, McMa-
hon JM. Feasibility and acceptability of pre-exposure prophy-
laxis use among women in violent relationships. AIDS Care.
2018;31:475-80.

Garfinkel DB, Alexander KA, McDonald-Mosley R, Willie TC,
Decker MR. Predictors of HIV-related risk perception and PrEP
acceptability among young adult female family planning patients.
AIDS Care. 2017;29(6):751-8.

Calabrese SK, Dovidio JF, Tekeste M, Taggart T, Galvao RW,
Safon CB, et al. HIV pre-exposure prophylaxis stigma as a multi-
dimensional barrier to uptake among women who attend planned
parenthood. J Acquir Immune Defic Syndr. 2018;79(1):46-53.
Willie TC, Stockman JK, Overstreet NM, Kershaw TS. Examin-
ing the impact of intimate partner violence type and timing on
pre-exposure prophylaxis awareness, interest, and coercion. AIDS
Behav. 2018;22(4):1190-200.

Roberts ST, Haberer J, Celum C, Mugo N, Ware NC, Cohen CR,
et al. Intimate partner violence and adherence to HIV pre-expo-
sure prophylaxis (PrEP) in African women in HIV serodiscordant
relationships: a Prospective Cohort Study. J Acquir Immune Defic
Syndr. 2016;73(3):313-22.

Cabral A, Ngure K, Velloza J, Odoyo J, et al. Intimate partner
violence and self-reported pre-exposure prophylaxis inter-
ruptions among HIV-negative partners in HIV serodiscordant
couples in Kenya and Uganda. J Acquir Immune Defic Syndr.
2018;77(2):154-9.

el-Bassel N, Fontdevila J, Gilbert L, Voisin D, Richman BL, Pitch-
ell P. HIV risks of men in methadone maintenance treatment pro-
grams who abuse their intimate partners: a forgotten issue. J Subst
Abuse. 2001;13(1-2):29-43.

Decker MR, Seage GR 3rd, Hemenway D, Gupta J, Raj A, Sil-
verman JG. Intimate partner violence perpetration, standard
and gendered STI/HIV risk behaviour, and STI/HIV diagno-
sis among a clinic-based sample of men. Sex Transm Infect.
2009;85(7):555-60.

Frye V, Latka MH, Wu Y, Valverde EE, Knowlton AR, Knight
KR, et al. Intimate partner violence perpetration against main
female partners among HIV-positive male injection drug users.
J Acquir Immune Defic Syndr. 2007;46(Suppl 2):S101-9.
Gielen AC, McDonnell KA, Burke JG, O’Campo P. Women’s lives
after an HIV-positive diagnosis: disclosure and violence. Matern
Child Health J. 2000;4(2):111-20.

Shamu S, Zarowsky C, Shefer T, Temmerman M, Abrahams
N. Intimate partner violence after disclosure of HIV test results
among pregnant women in Harare, Zimbabwe. PLoS ONE.
2014;9(10):e109447.

@ Springer

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Groves AK, Reyes HLM, Moodley D, Maman S. HIV Positive
diagnosis during pregnancy increases risk of IPV postpartum
among women with no history of IPV in their relationship. AIDS
Behav. 2017;22:1750.

Colombini M, James C, Ndwiga C, Integra T, Mayhew SH. The
risks of partner violence following HIV status disclosure, and
health service responses: narratives of women attending reproduc-
tive health services in Kenya. J Int AIDS Soc. 2016;19(1):20766.
Antiretroviral Therapy Cohort C. Survival of HIV-positive patients
starting antiretroviral therapy between 1996 and 2013: a collabo-
rative analysis of cohort studies. Lancet HIV. 2017;4(8):e349-56.
Mannheimer S, Friedland G, Matts J, Child C, Chesney M. The
consistency of adherence to antiretroviral therapy predicts bio-
logic outcomes for human immunodeficiency virus-infected per-
sons in clinical trials. Clin Infect Dis. 2002;34(8):1115-21.
Mugavero MJ, Raper JL, Reif S, Whetten K, Leserman J, Thiel-
man NM, et al. Overload: impact of incident stressful events on
antiretroviral medication adherence and virologic failure in a lon-
gitudinal, multisite human immunodeficiency virus cohort study.
Psychosom Med. 2009;71(9):920-6.

Mugavero MJ, Pence BW, Whetten K, Leserman J, Swartz M,
Stangl D, et al. Predictors of AIDS-related morbidity and mor-
tality in a southern U.S. Cohort. AIDS Patient Care STDS.
2007;21(9):681-90.

Ironson G, O’Cleirigh C, Fletcher MA, Laurenceau JP, Balbin E,
Klimas N, et al. Psychosocial factors predict CD4 and viral load
change in men and women with human immunodeficiency virus in
the era of highly active antiretroviral treatment. Psychosom Med.
2005;67(6):1013-21.

Mugavero M, Ostermann J, Whetten K, Leserman J, Swartz M,
Stangl D, et al. Barriers to antiretroviral adherence: the impor-
tance of depression, abuse, and other traumatic events. AIDS
Patient Care STDS. 2006;20(6):418-28.

Schafer KR, Brant J, Gupta S, Thorpe J, Winstead-Derlega C,
Pinkerton R, et al. Intimate partner violence: a predictor of worse
HIV outcomes and engagement in care. AIDS Patient Care STDS.
2012;26(6):356-65.

Hatcher AM, Smout EM, Turan JM, Christofides N, Stockl H. Inti-
mate partner violence and engagement in HIV care and treatment
among women: a systematic review and meta-analysis. AIDS.
2015;29(16):2183-94.

Mendoza C, Barrington C, Donastorg Y, Perez M, Fleming PJ,
Decker MR, et al. Violence from a sexual partner is significantly
associated with poor HIV care and treatment outcomes among
female sex workers in the dominican republic. J Acquir Immune
Defic Syndr. 2017;74(3):273-8.

Siemieniuk RA, Krentz HB, Miller P, Woodman K, Ko K, Gill
MlJ. The clinical implications of high rates of intimate partner
violence against HIV-positive women. J Acquir Immune Defic
Syndr. 2013;64(1):32-8.

Wingood GM, DiClemente RJ, Seth P. Improving health outcomes
for IPV-exposed women living with HIV. J Acquir Immune Defic
Syndr. 2013;64(1):1-2.

Centers for Disease C, Prevention. Adverse health conditions
and health risk behaviors associated with intimate partner vio-
lence—United States, 2005. MMWR Morb Mortal Wkly Rep.
2008;57(5):113-7.

Massetti GM, Townsend JS, Thomas CC, Basile KC, Richard-
son LC. Healthcare access and cancer screening among vic-
tims of intimate partner violence. J] Womens Health (Larchmt).
2018;27(5):607-14.

Raj A, Santana MC, La Marche A, Amaro H, Cranston K, Sil-
verman JG. Perpetration of intimate partner violence associated
with sexual risk behaviors among young adult men. Am J Public
Health. 2006;96(10):1873-8.



AIDS and Behavior (2019) 23:3002-3014

3013

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

Rodriguez M, Valentine JM, Son JB, Muhammad M. Intimate
partner violence and barriers to mental health care for ethni-
cally diverse populations of women. Trauma Violence Abuse.
2009;10(4):358-74.

Petersen R, Moracco KE, Goldstein KM, Clark KA. Moving
beyond disclosure: women’s perspectives on barriers and moti-
vators to seeking assistance for intimate partner violence. Women
Health. 2004;40(3):63-76.

McCloskey LA, Williams CM, Lichter E, Gerber M, Ganz ML,
Sege R. Abused women disclose partner interference with health
care: an unrecognized form of battering. J Gen Intern Med.
2007;22(8):1067-72.

Siemieniuk RA, Miller P, Woodman K, Ko K, Krentz HB, Gill
MlJ. Prevalence, clinical associations, and impact of intimate
partner violence among HIV-infected gay and bisexual men: a
population-based study. HIV Med. 2013;14(5):293-302.
Ramachandran S, Yonas MA, Silvestre AJ, Burke JG. Intimate
partner violence among HIV-positive persons in an urban clinic.
AIDS Care. 2010;22(12):1536-43.

Black MC, Basile, K.C., Breiding, M.J., Smith, S.G., Walters,
M.L., Merrick, M.T., Chen, J. Stevens, M.R. The National Inti-
mate Partner and Sexual Violence Survey (NISVS): 2010 Sum-
mary Report. In: Centers for Disease C, editor. Atlanta, GA:
National Center for Injury Prevention and Control; 2011.
Langhinrichsen-Rohling J, Misra TA, Selwyn C, Rohling ML.
Rates of bidirectional versus unidirectional intimate partner vio-
lence across samples, sexual orientations, and race/ethnicities: a
comprehensive review. Partner Abuse. 2012;3(2):199-230.
Bates EA. Current controversies within intimate partner vio-
lence: overlooking bidirectional violence. J Family Violence.
2016;31:937-40.

Galvan FH, Collins R, Kanouse DE, Burnam MA, Paddock SM,
Beckman R, et al. Abuse in the close relationships of people with
HIV. AIDS Behav. 2004;8(4):441-51.

Raissi SE, Krentz HB, Siemieniuk RA, Gill MJ. Implementing an
intimate partner violence (IPV) screening protocol in HIV care.
AIDS Patient Care STDS. 2015;29(3):133-41.

Edwards KM. Intimate partner violence and the rural-urban—sub-
urban divide: myth or reality? A critical review of the literature.
Trauma Violence Abuse. 2015;16(3):359-73.

Heckman TG, Somlai AM, Peters J, Walker J, Otto-Salaj L, Gald-
abini CA, et al. Barriers to care among persons living with HIV/
AIDS in urban and rural areas. AIDS Care. 1998;10(3):365-75.
Straus MA, Hamby SL, Boney-McCoy S, Sugarman DB.
The Revised Conflict Tactics Scales (CTS2). J Fam Issues.
1996;17(3):283-316.

Iverson KM, King MW, Resick PA, Gerber MR, Kimerling
R, Vogt D. Clinical utility of an intimate partner violence
screening tool for female VHA patients. J Gen Intern Med.
2013;28(10):1288-93.

Dubowitz H, Prescott L, Feigelman S, Lane W, Kim J. Screening
for intimate partner violence in a pediatric primary care clinic.
Pediatrics. 2008;121(1):e85-91.

Houry D, Feldhaus K, Peery B, Abbott J, Lowenstein SR, al-
Bataa-de-Montero S, et al. A positive domestic violence
screen predicts future domestic violence. J Interpers Violence.
2004;19(9):955-66.

Koziol-McLain J, Coates CJ, Lowenstein SR. Predictive validity
of a screen for partner violence against women. Am J Prev Med.
2001;21(2):93-100.

Simoni JM, Kurth AE, Pearson CR, Pantalone DW, Merrill JO,
Frick PA. Self-report measures of antiretroviral therapy adher-
ence: a review with recommendations for HIV research and clini-
cal management. AIDS Behav. 2006;10(3):227-45.

Kalokhe AS, Paranjape A, Bell CE, Cardenas GA, Kuper
T, Metsch LR, et al. Intimate partner violence among

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

1.

78.

79.

HIV-infected crack cocaine users. AIDS Patient Care STDS.
2012;26(4):234-40.

Borwein A, Salters KA, Palmer AK, Miller CL, Duncan KC,
Chan K, et al. High rates of lifetime and recent violence observed
among harder-to-reach women living with HIV. AIDS Care.
2014;26(5):587-94.

Buller AM, Devries KM, Howard LM, Bacchus LJ. Associa-
tions between intimate partner violence and health among men
who have sex with men: a systematic review and meta-analysis.
PLoS Med. 2014;11(3):e1001609.

Houston E, McKirnan DJ. Intimate partner abuse among gay
and bisexual men: risk correlates and health outcomes. J Urban
Health. 2007;84(5):681-90.

Greenwood GL, Relf MV, Huang B, Pollack LM, Canchola JA,
Catania JA. Battering victimization among a probability-based
sample of men who have sex with men. Am J Public Health.
2002;92(12):1964-9.

Craft SM, Serovich JM. Family-of-origin factors and partner
violence in the intimate relationships of gay men who are HIV
positive. J Interpers Violence. 2005;20(7):777-91.

Lagdon S, Armour C, Stringer M. Adult experience of men-
tal health outcomes as a result of intimate partner violence
victimisation: a systematic review. Eur J Psychotraumatol.
2014;5:24794.

Nel A, Kagee A. Common mental health problems and antiretro-
viral therapy adherence. AIDS Care. 2011;23(11):1360-5.
Illangasekare SL, Burke JG, McDonnell KA, Gielen AC. The
impact of intimate partner violence, substance use, and HIV on
depressive symptoms among abused low-income urban women.
J Interpers Violence. 2013;28(14):2831-48.

Burke JG, Thieman LK, Gielen AC, O’Campo P, McDonnell KA.
Intimate partner violence, substance use, and HIV among low-
income women: taking a closer look. Violence Against Women.
2005;11(9):1140-61.

El-Bassel N, Gilbert L, Wu E, Go H, Hill J. Relationship between
drug abuse and intimate partner violence: a longitudinal study
among women receiving methadone. Am J Public Health.
2005;95(3):465-70.

Illangasekare S, Burke J, Chander G, Gielen A. The syndemic
effects of intimate partner violence, HIV/AIDS, and substance
abuse on depression among low-income urban women. J Urban
Health. 2013;90(5):934-47.

Jewkes RK, Dunkle K, Nduna M, Shai N. Intimate partner vio-
lence, relationship power inequity, and incidence of HIV infec-
tion in young women in South Africa: a cohort study. Lancet.
2010;376(9734):41-8.

Jewkes R, Dunkle K, Nduna M, Levin J, Jama N, Khuzwayo N,
et al. Factors associated with HIV sero-status in young rural South
African women: connections between intimate partner violence
and HIV. Int J Epidemiol. 2006;35(6):1461-8.

Dunkle KL, Jewkes RK, Nduna M, Levin J, Jama N, Khuzwayo
N, et al. Perpetration of partner violence and HIV risk behaviour
among young men in the rural Eastern Cape, South Africa. AIDS.
2006;20(16):2107-14.

Osinde MO, Kaye DK, Kakaire O. Intimate partner violence
among women with HIV infection in rural Uganda: critical
implications for policy and practice. BMC Womens Health.
2011;11:50.

Wagman JA, King EJ, Namatovu F, Kiwanuka D, Kairania R,
Semanda JB, et al. Combined intimate partner violence and HIV/
AIDS prevention in rural Uganda: design of the share intervention
strategy. Health Care Women Int. 2016;37(3):362-85.

Peek-Asa C, Wallis A, Harland K, Beyer K, Dickey P, Saftlas
A. Rural disparity in domestic violence prevalence and access to
resources. ] Womens Health (Larchmt). 2011;20(11):1743-9.

@ Springer



3014

AIDS and Behavior (2019) 23:3002-3014

80.

81.

82.

83.

84.

Behringer B, Friedell GH. Appalachia: where place matters in
health. Prev Chronic Dis. 2006;3(4):A113.

Davidov DM, Davis SM, Zhu M, Afifi TO, Kimber M, Goldstein
AL, et al. Intimate partner violence-related hospitalizations in
Appalachia and the non-Appalachian United States. PLoS ONE.
2017;12(9):e0184222.

Taft A, O’Doherty L, Hegarty K, Ramsay J, Davidson L, Feder
G. Screening women for intimate partner violence in healthcare
settings. Cochrane Database Syst Rev. 2013;4:CD007007.
O’Doherty LJ, Taft A, Hegarty K, Ramsay J, Davidson LL, Feder
G. Screening women for intimate partner violence in healthcare
settings: abridged Cochrane systematic review and meta-analysis.
BMIJ. 2014;348:22913.

MacMillan HL, Wathen CN, Jamieson E, Boyle MH, Shan-
non HS, Ford-Gilboe M, et al. Screening for intimate partner

@ Springer

85.

violence in health care settings: a randomized trial. JAMA.
2009;302(5):493-501.

Evans ME, Labuda SM, Hogan V, Agnew-Brune C, Armstrong J,
Periasamy Karuppiah AB, et al. Notes from the field: HIV infec-
tion investigation in a rural area—West Virginia, 2017. MMWR
Morb Mortal Wkly Rep. 2018;67(8):257-8.

Publisher’s Note Springer Nature remains neutral with regard to

jurisdictional claims in published maps and institutional affiliations.



	Intimate Partner Violence Experiences Among Men Living with HIV in Rural Appalachia
	Abstract
	Introduction
	Methods
	Setting
	Sample and Procedure
	Measures
	Demographic Data
	IPV
	Clinical Variables

	Statistical Analysis

	Results
	Demographics
	IPV Prevalence
	Characterization of IPV
	IPV Perpetration
	IPV and Clinical Outcomes

	Discussion
	Conclusion
	Acknowledgements 
	References




