1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Author manuscript
J Interpers Violence. Author manuscript; available in PMC 2022 March 18.

-, HHS Public Access
«

Published in final edited form as:
J Interpers Violence. 2022 April ; 37(7-8): NP4258-NP4277. doi:10.1177/0886260520959632.

Bidirectional Violence Is Associated with Poor Engagement in
HIV Care and Treatment in Malawian Couples

Amy A. Conroyl, Anna M. Leddy?, Lynae A. Darbes?, Torsten B. Neilands?, James
Mkandawire3, Rob Stephenson?
luniversity of California San Francisco, San Francisco, CA, USA

2School of Nursing, University of Michigan, Ann Arbor, MI, USA

SInvest in Knowledge, Zomba, Malawi

Abstract

Growing evidence suggests that intimate partner violence (IPV) is a barrier to engagement in

HIV care. Bidirectional IP\V—being both a perpetrator and victim—may be the most common
pattern of IPV, yet no research has examined its effect on engagement in care, which could identify
couples in most need of interventions. Married couples (/= 211) with at least one partner on
antiretroviral therapy were recruited from HIV clinic waiting rooms in Zomba, Malawi. Partners
completed separate surveys on physical, sexual, and emotional IPV, medication adherence, and
appointment attendance. We created categorical variables indicating no violence, perpetrator-only,
victim-only, and bidirectional violence. Generalized estimating equation regression models tested
for associations between IPV and engagement in care. The bidirectional pattern represented
25.4%, 35.5%, and 34.0% of all physical, sexual, and emotional IPV. Physical IPV victimization-
only (adjusted odds ratio [AOR]: 0.28, 95% confidence interval [CI]: 0.08, 0.92) was associated
with lower adherence, but the association was stronger for bidirectional physical IPV (AOR: 0.10,
95% CI: 0.02, 0.51). Bidirectional sexual IPV was also associated with lower adherence (AOR:
0.14, 95% CI: 0.02, 0.80). Bidirectional physical IPV (AOR: 4.04, 94% CI: 1.35, 12.14) and
emotional IPV (AOR: 3.78, 95% CI: 1.78, 8.05) were associated with missing 1+ appointment.
Interventions to address the health effects of bidirectional IPV, which may be greater than victim-
only or perpetrator-only 1PV, should intervene with both partners to break cycles of violence.
Couple-based interventions may be a viable option by intervening on both partners’ trauma and
aggression simultaneously.
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Introduction

Despite major gains in access to effective antiretroviral therapy (ART) in sub-Saharan Africa
(SSA), only 63%-76% of people living with HIV are engaged in care and virally suppressed
(McMahon et al., 2013). The evidence is mounting that victimization of intimate partner
violence (IPV), defined as physical, sexual, or emotional abuse by a current or prior partner
(Saltzman et al., 1999), is a key barrier to remaining engaged in care and virally suppressed
(Hatcher et al., 2015; Leddy et al., 2019). In SSA, the prevalence of IPV is high with

an estimated 36%-71% of women having experienced physical or sexual violence over
their lifetimes (Garcia-Moreno et al., 2006). IPV is associated with poorer HIV clinical
outcomes including detectable viral load, lower CD4 counts, treatment failure, and greater
risk of mortality (Espino et al., 2015; Machtinger et al., 2012; Rose et al., 2010; Schafer
etal., 2012; Siemieniuk et al., 2013; Trimble et al., 2013; Weber et al., 2012). Among

U.S. women, lifetime exposure to violence or trauma (e.g., physical or sexual abuse) was
associated with a decreased odds of using ART when medically indicated (Cohen et al.,
2004) and maintaining adherence to ART (Mugavero et al., 2006). Moreover, a recent
meta-analysis found that IPV victimization had a larger effect on adherence than factors
such as stigma, financial constraints, and pill burden (Hatcher et al., 2015).

Despite growing attention to IPV as a barrier to HIV care (Hatcher et al., 2015; Leddy

et al., 2019), this area of inquiry is still evolving in comparison to research linking IPV

to HIV acquisition and sexual risk behaviors (Campbell et al., 2008; Gielen et al., 2007;
Maman et al., 2000). We identified several gaps in knowledge that should be addressed

in order to advance violence interventions among people living with HIV in SSA. First,
IPV has primarily been examined as an issue affecting women’s health and engagement

in HIV care (Anderson et al., 2018; Hampanda, 2016; Hatcher et al., 2015; Wilson et al.,
2014). This is reasonable as women generally experience greater frequency and severity

of IPV compared to men (Archer, 2000; Stets & Straus, 2017). Because of this focus on
women, the majority of studies examine IPV at the individual level despite the fact that
relationship violence is a dyadic event involving two partners—a victim, perpetrator, or both
(i.e., bidirectional violence). A couple-based approach to studying IPV would help to avoid
pseudo-unilaterality, a bias that results from studying one side of a two-way interaction
(Lewis et al., 2006). Further, by examining the prevalence and impact of IPV on men and
women within the dyad, researchers can gain a more holistic view of IPV and how to
effectively intervene with partners (Bates, 2016).

Second, little research has examined female perpetration of IPV, men’s experiences of being
victims, bidirectional violence (i.e., experiencing both IPV victimization and perpetration

in the same relationship) and how these events impact health behaviors related to HIV.
Although motivations for IPV perpetration differ by gender, evidence from settings outside
of SSA suggest that women are equally likely to be perpetrators of IPV (Anderson, 2002;
Stets & Straus, 2017; Straus, 2008, 2010). An analysis of a nationally representative sample
of couples in the U.S. found that among IPV victims, over half had also perpetrated

IPV (Anderson, 2002). Langhinrichsen-Rohling (2010) defined three types of bidirectional
violence in couples: violence motivated by control and coercion with both partners
displaying these behaviors; violence because of issues regulating emotions and controlling

J Interpers Violence. Author manuscript; available in PMC 2022 March 18.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Conroy et al.

Methods

Page 3

their behavior, a function of the level of interdependence between partners; and, a less
severe form of violence restricted to partners with little evidence of psychopathology (i.e.,
“retaliator violence”). Additionally, a review of 200 studies with couples in the U.S. found
that bidirectional violence was the most common type of IPV reported (Stets & Straus,
2017; Straus, 2010), a finding that held in another review conducted across 32 nations
(Straus, 2008). Although research in SSA is limited, one study in South Africa found similar
rates of IPV victimization among men and women (21% vs. 29%) (Gass et al., 2011).

More attention is needed to investigate the intersection of IPV victimization and perpetration
in SSA and the cumulative effects of violence on health throughout the life course. Abuse

as a child predicts violence perpetration against intimate partners and children later in

life, and prior victimization of IPV predicts future perpetration and victimization of IPV
(Manchikanti Gémez, 2011; Milaniak & Widom, 2015; Stith et al., 2000). Based on a life
course model, women and men who were prior victims of violence could perpetrate violence
or become re-victimized in future relationships (Logan-Greene et al., 2015). However, no
research has examined these dyadic patterns of IPV in SSA and its potential impact on
engagement in HIV care.

This is important to investigate given that over 50% of all people living with HIV globally
reside in SSA (UNAIDS, 2018), many of whom are now accessing treatment (Joint United
Nations Programme on HIV/AIDS, 2017). Yet to date, the literature has overwhelmingly
focused on IPV and engagement in care in settings such as the US (Hatcher et al., 2015).

It is critical to understand patterns of IPV victimization and perpetration in African couples
living with HIV to identify the most effective ways to intervene (e.g., couples, women) and
with whom (e.g., perpetrators, victims, or both). To move towards this goal, we conducted a
cross-sectional study with heterosexual couples with at least one partner on ART to test for
associations between IPV and engagement in HIV care and treatment. Our first objective is
to describe patterns of IPV among couples living with HIV and explore gender differences.
Our second objective is to examine the associations between victim-only, perpetrator-only,
and bidirectional IPV across three IPV domains (physical, sexual, and emotional) and
engagement in HIV care outcomes.

Study Context

This study takes place in the Zomba district of Southern Malawi, which has an HIV
prevalence of around 15% (MDHS, 2016). IPV is pervasive in Malawi. A demographic
report featuring a nationally representative sample showed that 25% of women had
experienced sexual violence. In the same report, 28% of women had experienced physical
violence (National Statistical Office & ICF Macro, 2011). Trends indicate that rates of
sexual and physical IPV increase with age (up until 30 years), decrease with education,
and are higher within marriage and in rural areas (National Statistical Office & ICF Macro,
2011). Prior research with younger couples in a different region of southern Malawi found
that 17% of participants reported sexual violence in the form of sexual coercion and 4% of
participants reported being physically abused by their partners (Conroy, 2014b).
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A number of social and behavioral conditions shape the context of violence and HIV
treatment in Malawi and across SSA. Alcohol use is an important trigger of IPV which in
turn, is one of the strongest predictors of adherence to HIV treatment (Hatcher et al., 2015;
Koenig et al., 2003; Zablotska et al., 2009). Gender-based power imbalances are one of the
most compelling explanations for IPV among women (Blanc, 2001), which are linked to
IPV through masculinity, male dominance, and control over women (Choi & Ting, 2008;
Jewkes, 2002; Morrell et al., 2013). In Malawi and South Africa, women in relationships
with high levels of male control or dominance were more likely to report recent or previous
IPV (Conroy, 2014a; Dunkle et al., 2004). Poor economic conditions may also contribute
to the experience of IPV through the pathway of masculinity. For example, men in poverty
who are unable to live up to traditional gender norms related to the provider role may

use violence to express their manhood and male identity (Jewkes, 2002). Other studies in
Malawi with couples have described IPV as a part of a complicated web of extramarital
relationships, poverty, and food insecurity (Conroy et al., 2018).

Malawi has a well-established ART program with over 780,000 individuals on active
treatment (Ministry of Health Malawi, 2018). Since the start of universal test-and-treat in
2016, almost 90% of PLWH have started ART (UNAIDS, 2017). HIV care and treatment

is offered free of charge. However, with regards to violence, there are few social and health
services for people living with HIV who experience violence with options limited to victim
support units at police stations, rape services at large hospitals, and limited legal support for
divorcing a violent spouse (unpublished fieldwork data).

Study Procedures

The data come from Umodzi M’Banja (“UMB?”; Unity in the Family), which is a dyadic
investigation of HIV-positive individuals on ART and their primary partners in Zomba,
Malawi (Conroy et al., 2018, 2019). From August to November of 2017, we conducted

a cross-sectional survey with 211 couples (422 individuals). Couples were eligible to
participate if they were (2) in a non-polygamous union for at least six months; (b) age

18 or older; and (c) had at least one partner (the “index partner”) on ART for at least 2
months who had disclosed their HIV status to the primary partner. Disclosure was required
so we could assess social support practices from both partners’ viewpoints. Polygamous
couples, comprising around 7% in this region (MDHS, 2016), were excluded for feasibility
of recruitment and analysis.

Participants were recruited at two high-volume HIV clinics in the Zomba district: an urban
clinic at a large district and regional referral hospital, and a private clinic at a rural
community hospital. Research staff announced the study during daily health talks in the
waiting rooms and interested patients could approach the staff for more information. If

the index patient was eligible, they gave an information card to their primary partner who
could contact study staff. Partner eligibility was assessed over the phone and then confirmed
in-person at the couples’ interview appointment. Research assistants, matched by gender to
the participants, administered the surveys on tablet devices using Survey CTO, a secure,
web-based data collection platform (Dobility, Inc., https://www.surveycto.com). Partners
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were interviewed separately, but simultaneously, in private areas of the HIV clinics, and
were asked the same questions on IPV and engagement in care.

Partners were consented separately in private locations of the HIV clinics and were each
provided a small incentive (around $2 USD) for their time. Interviewers were trained to
assess and respond to couple conflict/violence or coercion, and on how to facilitate referrals
for domestic violence assistance. The study was approved by the National Health Science
Research Committee in Malawi and the Committee on Human Research at the University of
California San Francisco.

Physical violence.—For victimization, we asked six questions about past 12-month
physical violence from the WHO domestic violence module (Garcia-Moreno et al., 2006)
(e.g., “Has your husband/wife pushed you, shaken you, or thrown something at you?”).
Response options were never (coded as 1), sometimes (coded as 2), and frequently (coded
as 3). Respondents who answered “sometimes” or “frequently” to any of the six questions
were considered to have experienced victimization. Following each victimization question,
we asked the same six questions with regards to perpetration (e.g., “Have you ever

done this to your partner?”; responses: never, sometimes, frequently). Respondents who
answered “sometimes” or “frequently” to any of the six questions were considered to have
engaged in perpetration. Using the victimization and perpetration variables, we created a
four-level categorical variable to capture bidirectional physical IPV (0 = no victimization
or perpetration; 1 = only victimization; 2 = only perpetration; 3 = bidirectional [both
victimization and perpetration]).

Sexual violence.—For victimization, we asked three questions on past 12-month sexual
violence from the WHO domestic violence module (e.g., “Has your hushand/wife physically
forced you to have sexual intercourse when you did not want to?”). Response options were
never (coded as 1), sometimes (coded as 2), and frequently (coded as 3). Respondents
who answered “sometimes” or “frequently” to any of the six questions were considered

to have experienced victimization. Following each victimization question, we asked the
same six questions with regards to perpetration (e.g., “Have you ever done this to your
partner”?). Respondents who answered “sometimes” or “frequently” to any of the six
questions were considered to have engaged in perpetration. Using the victimization and
perpetration variables, we created a four-level categorical variable to capture bidirectional
sexual IPV.

Emotional violence.—For victimization, we asked four questions on past 12-month
emotional violence from the WHO domestic violence module (e.g., “Did your husband/
wife ever insult you or make you feel bad about yourself?”"). Response options were
never (coded as 1), sometimes (coded as 2), and frequently (coded as 3). Respondents
who answered “sometimes” or “frequently” to any of the four questions were considered
to have experienced victimization. Following each victimization question, we asked the
same four questions with regards to perpetration (e.g., “Have you ever done this to your
partner”?). Respondents who answered “sometimes” or “frequently” to any of the six
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questions were considered to have engaged in perpetration. Using the victimization and
perpetration variables, we created a three-level categorical variable to capture bidirectional
emotional IPV. We only used three categories because of small cell sizes, which is justified
by other studies finding that the effect of victimization or perpetration only on health
outcomes were similar (Ulloa & Hammett, 2016).

Self-reported adherence to ART.—To account for low education levels, we used an
innovative “bean method” based off the 30-day Visual Analog Scale. The interviewer gave
the respondent two bowls, one with beans and one empty, and stated, “I am going to give
you a bowl of beans. Pretend that these are the ARVs you take each month. If you take
ARVSs once per day, there are 30 beans for the month. If you take ARVs twice per day, there
are 60 beans. Please select the number of beans corresponding to the ARVs you did not take
in the last month and put them in the second bowl.” A binary variable was created based on
treatment regimen (once or twice per day) and number of beans placed in the empty bowl.
We considered taking 90% or more of pills to be adherent (90% or higher vs. less than 90%
adherence), which is a validated cutoff used in other studies in SSA (Thirumurthy et al.,
2012).

Missed clinic appointments.—We asked respondents if they ever missed an
appointment with their HIV care provider in the past 6 months and if yes, how many times.
We created a binary variable if respondents had missed one or more appointments.

Covariates.—Based on the previous literature, multivariable models controlled for gender,
couple HIV status (concordant or discordant), age, education, household wealth score,
number of shared children, relationship length, treatment regimen complexity (once vs.
twice per day), length of time on ART, and recruitment site (urban vs. rural) (Filmer &
Pritchett, 2001; Johnson et al., 2012). To control for any self-reporting bias in the IPV
reporting, we also controlled for discrepancies between partners for each of type of IPV

(0 = both partners agree on victimization/perpetration; 1 = disagree that wife was victim/
perpetrator; 2 = disagree that husband was victim/perpetrator).

Data Analysis

One-way frequency tables and measures of central tendency were generated to characterize
the sample. For the binary outcomes of engagement in care, we used generalized estimating
equations clustering on the couple identifier with the robust standard error option, a binary
distribution, and a logit link function to yield odds ratios. We fit separate multivariable
models, controlling for the covariates above, for each type of IPV (physical, sexual, and
emotional) in order to isolate the role of different types of violence on engagement in care,
which will be useful information for future intervention in this population. Missing data
were negligible (<2%). Of the 211 couples (422 individuals) enrolled, 341 individuals were
on ART and were therefore included in the regression analysis (Table 2).

J Interpers Violence. Author manuscript; available in PMC 2022 March 18.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Conroy et al. Page 7

Results

Sample Characteristics

Of the 211 couples (422 individuals), the mean age was 40.5 and the majority (80.8%) had a
primary school education or less. All couples were in married or cohabitating unions for an
average of 12.5 years. Approximately two-thirds of couples were sero-concordant positive
(one-third were sero-discordant). Of participants who were HIV-positive (V= 352), 95.6%
reported 90%-100% ART adherence in the past 30 days and 23.6% reported missing at least
one HIV clinic appointment in the past six months (Table 1).

Patterns of IPV Victimization and Perpetration in Couples

Using the constructed variables for mutual IPV (victim-only, perpetrator-only, bidirectional,
and no violence patterns), we found that 27.0%, 35.3%, and 35.5% of participants reported
any physical, sexual, and emotional IPV, respectively. Of this subset, the victim-only pattern
was most common, followed by the bidirectional pattern. This held for all three types of
IPV. The bidirectional pattern represented 25.4%, 35.5%, and 34.0% of all physical, sexual,
and emotional IPV, respectively. For the full sample, we also found significant gender
differences in bidirectional physical, sexual, and emotional IPV (all p < .001; see Figure

1). As shown in Figure 1, women were more likely to report being a victim-only than men
across all three forms of IPV; whereas men were more likely to report being a perpetrator-
only across all three forms of IPV. For physical and emotional IPV, women reported more
bidirectional violence than men (9.5% vs. 4.3% and 16.6% vs. 7.6%, respectively). For
sexual IPV, men and women reported similar levels of bidirectional violence (12.8% vs.
12.3%).

When examining discrepancies between partners in the reporting of IPV, we found that
60.2% of couples agreed on physical IPV victimization and perpetration in their relationship
and 39.8% were discrepant. Of the discrepancies, 27.0% disagreed whether the wife was

the victim or perpetrator (e.g., the wife said she perpetrated IPV when the husband said

she did not) and 12.8% disagreed whether the husband was the victim or perpetrator (e.g.,
the husband said he perpetrated IPV when the wife said he did not). Discrepancies between
partners were higher for sexual and emotional IPV (47.4% and 49.8%, respectively).

Is IPV Victimization and Perpetration Associated with Adherence to ART?

In the adjusted models for physical IPV (Table 2), individuals who only reported physical
IPV victimization had a reduced odds of ART adherence, compared to those who reported
no physical IPV (adjusted odds ratio [aOR]: 0.28, 95% confidence interval [C1]: 0.08,
0.92). Individuals who reported bidirectional physical IPV also had a reduced odds of
ART adherence, compared to those who reported no physical IPV (aOR: 0.10, 95% CI:
0.02, 0.51). In the adjusted models for sexual IPV, individuals who reported bidirectional
sexual IPV had a reduced odds of ART adherence, compared to those who reported no
sexual IPV (aOR: 0.14, 95% CI: 0.02, 0.80). Perpetration of physical or sexual IPV was
not significantly associated with ART adherence. In the adjusted models for emotional IPV,
being a victim or a perpetrator was also not associated with ART adherence, neither was
bidirectional violence.
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Is IPV Victimization and Perpetration Associated with Missed Clinic Appointments?

After adjusting for covariates, individuals reporting bidirectional physical IPV had an
increased odds of missing at least one clinic appointment, compared to those reporting
no physical IPV (aOR: 4.04, 94% ClI: 1.35, 12.14). Additionally, individuals reporting
bidirectional emotional IPV were more likely to report missing at least one clinic
appointment compared to those reporting no emotional IPV (aOR: 3.78, 95% ClI: 1.78,
8.05). In the adjusted models for sexual IPV, being a victim or a perpetrator was not
associated with missed clinic appointments, neither was bidirectional violence.

Discussion

Our findings contribute new information regarding the overlooked importance of
bidirectional IPV as a factor shaping engagement in HIV care and treatment. Being a
victim of physical IP\V—uwithout being a perpetrator— was associated with lower adherence
to ART. However, this association was greater in magnitude for bidirectional violence—
that is, being both a victim and perpetrator of physical IPV had a greater effect on
adherence than being a victim or perpetrator-only. Additionally, bidirectional sexual IPV
was associated with lower adherence to ART. Interestingly, these findings did not hold for
emotional IPV. In terms of appointment attendance, bidirectional sexual and emotional IPV,
but not bidirectional physical IPV, were significantly associated with missed HIV clinic
appointments. Together, these findings are consistent with other studies in the U.S. showing
a stronger role of bidirectional versus unidirectional IPV and health outcomes including
depression, drug use, and suicidality (Graham et al., 2012; Temple et al., 2005; Ulloa

& Hammett, 2016). However, it appears that the importance of bidirectional violence for
engagement in care and treatment may depend on the type of IPV experienced.

In contrast to literature from non-African settings suggesting that bidirectional violence

is the most common pattern of IPV (almost 50%) (Anderson, 2002; Straus, 2008), we

found slightly lower bidirectional IPV (less than 35%). Nevertheless, these figures are
deserving of attention and are among the first reported data on bidirectional violence in
SSA. Although men reported higher perpetration-only than women, and women reported
higher victimization-only than men, consistent with predominant IPV discourse, we found
that women reported higher bidirectional physical and emotional IPV as compared to men—
and also reported very similar levels of bidirectional sexual IPV as men. In recognition that
IPV has different impacts on different groups, such as men and women, we would like to
highlight that little is known about men’s experiences as victims of IPV in SSA (Leddy
etal., 2019). These findings suggest that men’s experiences of IPV victimization are more
likely to occur within the context of mutually violent partnerships, rather than by sole female
perpetrators; however, more research is needed to explore diverse experiences of IPV by
gender including men.

Other studies have found that individuals experiencing unidirectional IPV—victim-only
and perpetrator-only—had a similar risk for negative mental health outcomes, but that
individuals experiencing bidirectional IPV were at the highest risk for poor mental health
outcomes (Ulloa & Hammett, 2016). It is possible that victimization and perpetration
independently have negative health implications, but when combined, there is an additive
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effect. Additionally, it may be that when both partners are actively contributing to violence
in the relationship, the violence may be more severe and therefore have greater implications
for health as shown elsewhere (Cascardi & Vivian, 1995). More research is warranted to
test these hypotheses and understand why these couples are worse off in terms of their
engagement in care. Depressive symptoms and post-traumatic stress disorder, for example,
may be higher in individuals within mutually violent partnerships than those who are
isolated perpetrators or victims—thus acting as an important mediator. Moreover, more
research is needed to investigate the upstream determinants of bidirectional violence such
as having multiple overlapping stressors (e.g., lack of money, food insecurity), which may,
in turn, lead to sub-optimal engagement in care. Finally, it is important to study the impact
of violence severity (e.g., intimate terrorism), which may be more harmful for women’s
engagement in HIV care than men’s, given that women tend to experience more severe
violence in general.

Our findings have significant implications for future interventions targeting IPV among
people living with HIV in SSA. Bidirectional IPV in SSA is an area of research that has
received little attention in the epidemiological and intervention literature, and our findings
signify a need to conceptualize IPV as a dyadic process that unfolds over time while also
recognizing that women tend to be victims at higher rates than men. Interventions to address
the health effects of bidirectional IPV (which may be greater than victim or perpetrator-
only IPV) may need to intervene with both partners to break the cycle of violence.
Couple-based interventions for IPV are rare, particularly for addressing engagement in

HIV care and treatment, but may be a viable option by intervening on both partners’

prior trauma and aggression at the same time. Such interventions could also focus on
strengthening core aspects of the relationship—trust, intimacy, constructive communication
and problem-solving skills—that are likely to improve the ability of couples to manage
stressful circumstances before escalating to violence. Efficacious couple-based interventions
that address IPV and attempt to shift gender norms could be adapted to specifically address
bidirectional IPV among couples living with HIV (Minnis et al., 2015; Speizer et al., 2018;
Stern & Nyiratunga, 2017). Conversely, couple-based interventions targeting HIV treatment
behaviors could be modified for bidirectional IPV (Bazzi et al., 2016).

There are several strengths of our study. First, the findings held after controlling for

potential discrepancies between partners in the reporting of IPV. This allowed us to parse
out measurement error using reports from a single partner in isolation, which are prone to
social desirability bias (Hamby, 2009), obtaining more reliable results. Second, we examined
recent IPV rather than lifetime IPV, which is more common in the IPV literature (Hatcher

et al., 2015). Global assessment of IPV (e.g., lifetime or “ever experienced IPV”") can mean
a large time delay between exposure and outcome, making it difficult to tease out the
mechanisms involved and more difficult to determine when to intervene.

Several limitations are noteworthy. First, the study was not powered to test for gender
differences in the effect of IPV on engagement in care outcomes. Thus, we were unable to
assess whether being a victim, perpetrator, or both on engagement in care was different for
men and women. We suggest that future couples’ studies on IPV and HIV care engagement
examine these potential differences. A second limitation is our use of cross-sectional data
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and the inability to demonstrate causal relationships between IPV and engagement in care
outcomes. It is possible that missing pills or appointments could lead to IPV but is less
plausible than the reverse direction. We also recruited couples from healthcare centers who
were already engaged in care and therefore we might find an even larger effect of IPV on
engagement in care in a community-based sample.

These findings make a new contribution to our understanding of how bidirectional IPV
impacts engagement in HIV care and treatment, particularly in SSA where the number of
people living with HIV on ART is increasing significantly (Joint United Nations Programme
on HIV/AIDS, 2017). Our findings highlight high levels of IPV—both unidirectional and
bidirectional—among couples living with HIV in Malawi. This underscores the need to
develop innovative dyadic interventions that simultaneously address issues of IPV, the
factors that drive IPV, and sub-optimal engagement in HIV care.

The author(s) disclosed receipt of the following financial support for the research, authorship, and/or publication
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Figure 1.

Gender differences in reported violence (%) among couples in Malawi.

1duosnuepy Joyiny

1duosnuely Joyiny

J Interpers Violence. Author manuscript; available in PMC 2022 March 18.



Page 16

Conroy et al.

- - 899 m>_u_wog 1UepJodu02-043S

160 (Lmee (61)S°€ (8T)€e (TT-0 :36uel) Ua1p| YD Ju3pUadap JO JAGUINN

€80 (88)TCT (ce)6eT (06) et (sreak) uoneinp diysuonejey

so1Is1aoeIeyd diysuonelay

500 (Te)Ts (Te) 9oy (Te) 8y (s1eak) 14V uo awin jo Ybua

A1) €58 9'6L G'e8 14V uo Apuaung

62°0 8'G8 018 '€8 AIH Yim Buirg
180 9'68 006 8'68 uensuyD
¥'0T 00T zot wisny

uoibrjay

¥0'0 (CRINA [CRINiE> (CRIR:I (8-0 :abuel) xaput yiream pjoyasnoH
T00°0> 00 0T S0 Jaybiy Jo jooyds Arerua )
81T 9'6¢ L'8T Jooyas Arepuodss
2’88 SEL 808 S$S3] 40 |00Yds Arewlid

|2A8] uoneanp3
100°0> (88)v'Le (9o1) Sev (zor)sor (sreak) aby

SONS1IBIOBIRYD [eNPIAIPU]

saoualaIp Japuab Joyanjend  (QS) UeSIAl ‘0p UBWIOAA  (AS) UBSIN ‘06 UBIN  (AS) UBSIN ‘0% ajdwres Jelol a|qelaen

“(slenpinipul 2z s81dnod TTZ) IMeleN Ul Apnis elueg, v 1zpowr) 8y Ul s81dnoQ Jo sonstisioeleyd sjdues
‘T alqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

J Interpers Violence. Author manuscript; available in PMC 2022 March 18.



Page 17

Conroy et al.

*2MON.1S UOIEL|31100 8|qeaBueyoxa Ue PaLINSSe s[apow 339 ‘als JusWiInIoal pue ‘Alixa|dwod usifas Juswiess)
‘14 UO 3w JO UOIBIND ‘Yijeam pjoyasnoy ‘uoneinp diysuoie|al ‘|ans| uoneanps ‘abe ‘Buniodas aousjolA Ul siauped Usamiag sa1ouedaiasip ‘sniels AlH 91dnod ‘Japuab 1oy pajj0auod sjapow paisnipy

10 >d

£

‘50" >d
*
‘SJION

e e €ee 6EE (1¥V uo suosiad) i/

0T1¢ 01¢ 01¢ T1¢ (sa1dnod) v/

£ (G0'8'8L'T) 8L°E L (86G'P9T)CTE (0z'8‘01°0) 060 (ce2'91°0) 090 [euonoauIpIg

(Lr€e‘280)6LT

(¥92'8L0) 2¥'T

(V9'€T'6T°0) 29T

(596 ‘¢7°0) €02

Jorenadiad Jo winoIA

@a1)001T (a1 00T (1) 00T (1) 00T 82UB[OIA ON
Adl [euonou3
(28'€'06'0) 98'T LIEr'6TT) 92T ,.(08°0°20'0) ¥T°0 ,.(06°0'80°0) 82°0 [euonoauIpig

(zv'T '90°0) 82°0

(or'T°20°0) €€°0

(075 '50°0) €50

(86'9 '60°0) 6.0

Ajuo Jorenadiad

(e€2'150) 60T (0v'z '99°:0) 92T (90 '80°0) 850 (esv'8T°0) 160 Auo wnoIn
(a) 00T (a) 00T (2 00T () 00T 89USJOIA ON

AdI [enxss
LWTTT'SET) vO'y (6£'9 '26°0) 6v'C (150 20'0) 0T'0 L(120'70'0)LT0 [euonoalIpIg

(90°€ ‘s€°0) €0'T

(Sz'z've0) 280

(80°T *20°0) 82°0

(902 *20°0) 00

Ajuo Jorenadiad

(662 '9v°0) LT'T (002 '27'0) 260 ,(26'0'80°0) 820 (89°T'0T°0) T'0 Ajuo umain
(1) 00'T (a1 001 (ar) 00’1 (ar) 00T 9UBJ0IA ON
AdI [eatsAud
(12 %56) soney sppo pasnlpy (1D %56) sorred sppo paisnlpeun (1D %56) sonred spPO pasnlpy (1D %56) soned sppo paisnipeun sa|qelIen Adl

uswiuloddy a1ulD +T PassIN 30URIBYPY LYV %00T-%606 Paliodai-yas

uawieal] pue aled AIH ul Juswabebu3 pue Ad] uo s|apoN (339) suoirenb3 Bunewls3 pazijeiauas) wol) soney sppoO paisnlpy pue paisnlpeun
‘¢ 9lqel

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

J Interpers Violence. Author manuscript; available in PMC 2022 March 18.



	Abstract
	Introduction
	Methods
	Study Context
	Study Procedures
	Measures
	Physical violence.
	Sexual violence.
	Emotional violence.
	Self-reported adherence to ART.
	Missed clinic appointments.
	Covariates.

	Data Analysis

	Results
	Sample Characteristics
	Patterns of IPV Victimization and Perpetration in Couples
	Is IPV Victimization and Perpetration Associated with Adherence to ART?
	Is IPV Victimization and Perpetration Associated with Missed Clinic Appointments?

	Discussion
	Conclusions

	References
	Figure 1.
	Table 1.
	Table 2.

