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ABSTRACT
WOMEN'’S DISCLOSURE OF HIV/AIDS STATUS AND
IT’S RELATIONSHIP TO INTIMATE

PARTNER VIOLENCE

YASODA SHARMA, PhD

The University of Texas at Arlington, 2012

Supervising Professor: Dr. Beverly Black

The purpose of this cross-sectional survey study is to examine the frequency and severity
of physical, sexual and emotional intimate partner violence (IPV) experienced by women before
and after diagnosis of HIV/AIDS. This research also examines the effect of social support on the
IPV experienced by these women. During the fall of 2011, women living with HIV/AIDS and
receiving services from AIDS Outreach Center located in the southwestern part of the United
States were recruited to participate in a study through the purposive sampling method. They
were asked to complete surveys about their HIV/AIDS diagnosis, disclosure, level of IPV
experienced, and their level of social support. Sixty-four women completed the survey.

The majority (51.6%) of the research participants were African-Americans with a mean age
of 46. Many women in the study were separated/divorced (34.4%); 29.7 % were married and
12.5% were cohabiting. Almost all the women (93.2%) had disclosed their HIV status to their
current intimate partner and majority (71.9%) of the women’s partners were HIV negative. The
majority of the research participant reported experiencing all forms of IPV before their diagnosis

of HIV/AIDS. Most women (71%) reported experiencing emotional abuse, 53% reported

Vi



physical abuse, and 52% reported sexual abuse. Significantly more women reported
experiencing IPV after their diagnosis of HIV/AIDS (71% emotional abuse, 61% physical and
53% sexual abuse).

There was a statistically significant difference [t (63) = -2.57, p = 0.013] in the frequency of
physical IPV experienced by women before (M=18.34, SD= 26.79) and after (M=26.68,
SD=34.06) the diagnosis of HIV/AIDS. Similarly, there was a statistically significant difference [t
(63) =-2.08, p = 0.041] in frequency of sexual IPV experienced by women before (M=5.43, SD=
6.41) and after (M=6.92, SD=7.98) the diagnosis of HIV/AIDS. The severity of all types of IPV
experienced by women also significantly increased following HIV/AIDS diagnosis. The severity
of physical violence [t (63) = -2.76, p = 0.008] sexual violence [t (63) = -2.34, p = 0.022] and
emotional violence [t (63) = -2.54, p = 0.014] significantly increased following HIV/AIDS
diagnosis.

Social support significantly predicted severity of physical, violence (B = -.57, p<.01) and
sexual violence (B = -.16, p<.01) experienced by women living with HIV/AIDS before the
diagnosis of their HIV/AIDS status. Social support (B = -.206, p<.05) significantly predicted
severity of emotional violence experienced by women after the diagnosis of HIV/AIDS. Partner’'s
HIV status did not significantly predict the frequency and severity of physical, sexual and
emotional IPV among women living with HIV infection before or after the diagnosis.

This research emphasizes the importance of teaching social work students about the
co-occurrence of IPV and HIV/AIDS and how women’s risk of all forms of IPV increases
following diagnosis of her HIV/AIDS status. Social work educators can also help students better
understand the role of the social support on the lives of women who experience IPV before and

after a HIV/AIDS diagnosis.
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CHAPTER 1

INTRODUCTION

1.1 Statement of Problem

Intimate partner violence (IPV) and Human Immunodeficiency Virus/Acquired
Immunodeficiency Syndrome (HIV/AIDS) are two intractable social problems with huge costs to
society (World Health Organization, 2010). Both IPV and HIV/AIDS threaten people’s well
being. The United States Department of Health and Human Service (2010) have identified IPV
as a primary social concern for the coming decade. In the last three decades, the HIV/AIDS
epidemic has compromised the health status of many women by increasing their vulnerability to
IPV. IPV and HIV/AIDS have been subjects of intense social science research for several
decades in the United States (El-Bassel, Gilbert, Wu, Go, & Hill, 2005; Maman, Campbell,
Sweat, & Gielen, 2000; Wu, El-Bassel, Witte, Gilbert, & Chang, 2003). Much prior research has
focused on IPV and HIV/AIDS separately. The goal of this study is to contribute toward our
understanding of the dynamics of IPV among HIV/AIDS infected women.

Intimate partner violence (IPV) is “physical, sexual, or psychological harm by a current or
former partner or spouse” (Center for Disease Control and Prevention [CDC], 2012). According
to CDC (2012), physical violence is the use of physical force with the intention of harming the
victim. It can potentially lead to injury, disability and even death. Some examples of physical
violence are shoving, choking, shaking, slapping, punching, burning, and use of a weapon.
Sexual violence is the exertion of physical force to coerce a victim to engage in sexual activity
against his/her will. Psychological/emotional violence is the act of intimidating the victim by

humiliating, exerting control on the victims’ life, or by isolating the victim (CDC, 2012).



Because of its high prevalence rate, violence in all of its forms is an important public health
concern in United States and globally (Afifi, Macmillan, Cox, Asmundson, Stein & Sareen, 2008;
Garcia-Moreno & Watts, 2000). IPV is prevalent among both heterosexual and same-sex
couples and is often a recurrent crime. Although both men and women are victims of IPV, the
literature suggests that women are much more likely than men to suffer physical, sexual and
emotional abuse (Coker, 2002; Leppakoski, Paavilainen & Kurki, 2011).

Several research studies have found that the yearly rates of IPV among men and women,
range from 5% to 25%, and the lifetime prevalence rates of IPV range from 21% to 55% (Coker,
Smith, McKeown, & King, 2002; Gielen et al., 2000a; Gielen et al., 2000b ). The Department of
Justice, Bureau of Justice Statistics reports that IPV resulted in about 2340 deaths among adult
males and females in the United States during 2007. Alarmingly, out of those who died, 70%
were females and 30% were males (Department of Justice, 2012). Fox and Zawitz (2007),
reported in the National Crime Victimization Survey, that 5.7 women per 1,000 in United States
aged eighteen and older were victims of nonfatal IPV in 2006. Between 1976 and 2005, 30% of
the homicides against women were committed by intimate partners (Fox & Zawitz, 2007).

IPV is associated with other various negative physical and mental health outcomes as
well (Coker, Smith, Bethea, King, & McKeown, 2000; Kernic, Wolf, & Holt, 2000). IPV can result
in substance abuse, elevated rates of chronic disease, risky sexual behavior, low self esteem,
eating disorders, depression, alcohol abuse, and drug abuse (Center for Disease Control and
Prevention, 2012). IPV also has psychological consequences, such as personality disorders,
depression, and vulnerability to suicide. It can lead to an overall decrease in quality of life
(Mechanic, 2004). Women experiencing IPV report disabilities which prevent them from working
or which result in low performance on the job, as well as arthritis, chronic pain, frequent
headaches, miscarriages and sexually transmitted diseases (Coker et al., 2000; Crowell &

Burgess, 1996; Tjaden & Thoennes, 2000).



Although IPV is prevalent among people from all cultures, ethnicities, and socio-
economic backgrounds, literature reports that the prevalence rate of IPV is much higher among
couples with low socio-economic status and people having low levels of education (Cunradi,
Caetano, & Schafer, 2002; Fox, Benson, Demaris, & Van Wyk, 2002). Thus some groups are
more vulnerable to IPV than others.

Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome (HIV/AIDS) is
an equally as devastating social problem as IPV in the United States and around the world.
According to the CDC’s Department of Health and Human Service report (2012), there are
about 1.2 million people in United States who are living with HIV/AIDS. Every year about 50,000
people are newly diagnosed with HIV infection (CDC, 2012). Approximately 619,400 people
died due to HIV/AIDS in United States since the early 1980s (CDC, 2012).

The Joint United Nations Program on HIV/AIDS (UNAIDS) and other international
agencies have also recognized HIV/AIDS as an important global concern (UNAIDS, 2011). By
the end of 2010, 34 million people were living with HIV infection worldwide (UNAIDS, 2011).
Since 1981, when the HIV/AIDS epidemic first started, nearly 25 million people have died due to
AIDS. It was further reported that by the end of the 2008, almost two million people died of
HIV/AIDS worldwide (UNAIDS, 2011).

Women constitute approximately half of the 34 million people living with HIV/AIDS in the
world today. Roughly 225 women between the ages of 19-24 are being infected with HIV/AIDS
every hour worldwide (Centers for Disease Control and Prevention, 2009). According to the
CDC, HIV/AIDS is soaring among women and adolescent girls in the United States, rising from
7% to 22% of that population between 1985 and 2002 (Starkman & Rajani, 2002). Nearly
10,000 African-American women died in United States from HIV/AIDS, during the years 2000-
2003 (CDC’s National Center for Injury Prevention and Control, 2007). HIV/AIDS was the
primary cause of death for African-American women between the age of 25 to 44 years (CDC’s

National Center for Injury Prevention and Control, 2007).



Worldwide, 90% of HIV infections among young adults resulted from heterosexual
intercourse (UNAIDS, 2011). A report from the CDC revealed that approximately 70% of the
affected women in United States were infected through heterosexual contact, and 28 percent
were infected through drug-use injections (CDC, 2007). HIV/AIDS causes physical ailments, as
well as mental health issues, especially depression, and premature death (UNAIDS, 2011;
CDC, 2012).

Some of the adverse physical health consequences of HIV/AIDS are debilitating
illnesses which cause premature death, such as tuberculosis, gastrointestinal problems, herpes,
kaposi's sarcoma, pneumonia, brain infections, fever, weight loss, yeast infections, anemia and
lymphoma (CDC, 2012). Also people living with HIV infection suffer from psychological ailments,
due to unexpected changes in their lives. Low levels of self esteem, anxiety disorders and
depression are some of the mental health effects of HIV/AIDS on the individual having the
infection (CDC, 2012; Land, Hudson, & Stiefel, 2003; Prachakul & Grant, 2003; Wight,
Aneshensel, LeBlanc, 2003). Often people diagnosed with HIV/AIDS experience social
problems, such as loss of social support, social isolation, stigma, and economic deprivation due
to the loss of employment (UNAIDS, 2011; Pirraglia et al., 2005).

Even though, people from all cultures, races/ethnicities, and socio-economic statuses
are susceptible to HIV/AIDS, as is the case with IPV, research studies find that the rate of HIV
infection is higher among those belonging to ethnic minority groups and those with low socio-
economic status. In United States, African-Americans and Hispanics are disparately affected by

the HIV pandemic, compared to European Americans (CDC, 2012).

1.2 Rationale for the research study

Women are at a high risk of experiencing IPV or contracting HIV due to various social
and structural risk factors such as low income, low educational levels, unemployment of the
partner, young age, conservative religious ideologies of the partner, being separated/divorced,

having been exposed to child maltreatment, having witnessed intra-parental violence, having
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the problems of substance use, having multiple partners/infidelity and traditional gender norms
of the patriarchal society (Chermack, Fuller, & Blow, 2000; Fals-Stewart, 2003; Gielen et al.,
2000a; Greenfield et al., 1998). Estimates of HIV prevalence rates in the United States in 2006
found that approximately 93 out 100,000 people are HIV infected in the United States (CDC,
2008). Furthermore, the National Family Violence Survey (NFVS) (2000) estimates that 11 to 12
percent of intimate partners are affected by domestic violence. Thus out of a population of
100,000 ninety-three men and women are infected with HIV and, approximately 11 of them are
likely to experience IPV. The co-occurrence of HIV and IPV has reached epidemic proportions
and mandates us to learn as much as possible about that co-occurrence.

In the United States the HIV epidemic during the last three decades increased women’s
risk to IPV. Although many studies document the increased vulnerability of women with HIV
infection to violence in their lives, and, especially violence perpetrated by their partners (Gielen
et al, 2000a; Weir, Bard, & O’Brien, 2008; Williams, Wyatt, Myers, Green, & Warda, 2008), few
studies (Gielen et al., 2000a; Gielen et al., 2000b; Zierler et al., 2000) have reported on how the
disclosure of HIV diagnosis relates to IPV. The few studies that have looked at the important
issue of HIV disclosure have primarily measured IPV at a global level, meaning that the
respondents were asked broad questions, such as whether or not they experienced IPV (Zierler
et al., 2000). Even though global measures are useful in beginning our understanding of how
IPV relates to HIV disclosure, they fail to address important specific dynamics of IPV. A major
contribution of this study is that it examined the IPV experienced by women living with HIV
infection in greater depth. And it also examined how the disclosure of HIV/AIDS status relates to
the type of IPV and its severity and frequency. Previous studies examining the impact of
HIV/AIDS disclosure on IPV have been primarily qualitative in nature. Although these qualitative
studies have provided rich data, quantitative studies are also needed, because they will provide

us with a clearer, more complete picture of IPV experiences.



A final contribution of this study is its inclusion of social support. No previous study has
examined the role social support may play in reducing IPV after the disclosure of HIV/AIDS
status. Studies on IPV have long documented the importance of social support. Women’s ability
to seek security and protection during episodes of violence tends to reduce and detract from the
perpetrator’s ability to freely engage in violence (El-Bassel et al., 2005; Levendosky et al., 2004;
Macy et al., 2005). For this reason, social support from peers, friends and family is an important
determinant of the severity of IPV and was examined in this study. Social support acts not only
as an important protective factor, but also contributes to the well being of the person who is
vulnerable to victimization by an intimate partner (Brewin, Andrews, & Valentine, 2000;
Schumm, Hobfoll, & Keogh, 2004). Research studies find that women who are abused are often
socially isolated by their partners (Bonomi et al., 2006; Levendosky et al., 2004). Also, studies
have consistently found that social support plays an important role in decreasing the experience
of violence among victims. However, there is a dearth of literature which examines the role of
social support among the women infected with HIV/AIDS and experiencing IPV. Lack of social
support may be a major positive correlate of IPV, and for these women, can often act as a
barrier to seeking legal, social and medical services. Therefore it is important to examine the
effect of social support on IPV.

Policies to reduce and protect victims of domestic violence often focus on the social,
familial, and economic aspects of IPV. With the increasing number of victims suffering from the
combined effects of both HIV/AIDS and IPV, preventive and protective measures against
HIV/AIDS and IPV cannot ignore the importance of co-occurrence of these public health
concerns. Current policies addressing IPV need to be reevaluated to address the public health
component of HIV/AIDS and current policies addressing HIV/AIDS need to be reevaluated to
address IPV. The findings from this study may be helpful in informing debates and analyses of
current policy and practice approaches for prevention and intervention of IPV among women

living with HIV infection.



1.3 Purpose of the Study

The specific purpose of this study is to:

(1) To determine whether disclosure of women’s HIV/AIDS status relates to the
frequency and severity of IPV she experiences.

(2) To examine how social support relates to the frequency and severity of IPV
experienced by women living with HIV/AIDS infection; and

(3) To examine how a partner’s HIV/AIDS status relates to the frequency and severity

of IPV experienced by women living with HIV/AIDS infection.



CHAPTER 2

REVIEW OF LITERATURE

2.1 Review Methods

The purpose of this study is to examine how the frequency and severity of IPV changes
in a relationship when a partner becomes aware of a woman’s HIV/AIDS status. It also seeks to
examine how the frequency and severity of the violence is influenced by the level of support an
HIV- positive woman experiences. The researcher conducted a review of empirical and non-
empirical literature related to IPV and HIV/AIDS. The material covered in this literature review
includes books, journal articles, governmental organization reports, and websites.

The researcher identified research studies through a systematic search of various
electronic databases of the library at the University of Texas at Arlington. Databases used were
Academic Search Complete, JSSTOR, Elsevier, Sage, Pubmed, Psychinfo, LexisNexis Academic
and Proquest Dissertation and Thesis. The researcher also used Google Scholar to locate
some of the articles, and some of the research papers were selected from articles’ reference
lists. The researcher also reviewed articles from various interdisciplinary journals, which include
Journal of Nursing, Journal of Public Health, Journal of Urban health, Journal of Social
Medicines, Journal of Psychiatry, Journal of Substance Abuse and Journal of AIDS and
Behavior. Many of articles and books selected for the purpose of this study were available in
electronic or print form through the University of Texas at Arlington library database. The
articles and books which were not available through UTA were obtained from the interlibrary
loan system. Internet search engines like Google, Google Books and Google Scholars were

also used.



Reference key words and phrases used to find articles included: violence against
women and HIV/AIDS; intimate partner violence; HIV/AIDS; intimate partner violence and
HIV/AIDS; intimate partner violence and its consequences; relationship between intimate
partner violence and HIV/AIDS; intimate partner violence and risky sexual behavior; and partner
notification of HIV/AIDS staus and intimate partner violence. Articles addressing the issues of
intimate partner violence and HIV/AIDS, intimate partner violence as a risk factor for HIV/AIDS
and vice-versa were also included in the review.

This literature review will help in understanding the current knowledge base about IPV
and HIV and the relationships between them. It will also help in identifying the gaps in the
current knowledge base on the relationship between IPV and HIV/AIDS. One of the major gaps
is that the studies examining the relationship between HIV/AIDS and IPV (McDonnell et al.,
2003; Sareen et al., 2009; Tortu et al., 2000; Weir et al., 2008; Zierler et al., 2000 ) generally fail
to characterize and take into account a full range of experiences associated with IPV. Many
studies measure IPV only at the physical and sexual level (Zierler et al., 2000) and neglect the
emotional abuse. A second major gap is that IPV among the HIV/AIDS infected has been often
measured at a nominal level. Participants are simply asked whether IPV occurred or not
(McDonnell et al., 2003; Sareen et al., 2009; Tortu et al., 2000; Weir et al., 2008; Zierler et al.,
2000). This study includes emotional abuse in its assessment of IPV. In order to gain a more in
depth understanding of IPV among women who are HIV positive, it also assesses the frequency
and level of severity of abuse.

This literature review examines the definitions, causes and impacts of IPV and of
HIV/AIDS. The risk and the protective factors associated with IPV and HIV/AIDS are discussed.
The literature review also includes a discussion of the relationship between IPV and HIV/AIDS
and examines how IPV can lead to HIV/AIDS and HIV/AIDS can lead to IPV. The literature

concludes with a discussion about the limitations of existing research studies.



2.2 Intimate partner violence

2.2.1 Defining IPV

“Intimate partner violence (IPV) is a physical, sexual, or psychological harm by a current or
former partner or spouse” (CDC, 2012). According to Saltzman (2002) and his colleagues there
are four types of IPV, namely physical violence, sexual violence, threats of physical or sexual
violence and psychological or emotional violence. Physical violence is the use of physical force,
which may lead to death, disability, and injury. Some of the examples of physical violence are
pushing, shoving, throwing, choking, slapping, punching and burning.

Sexual violence coerces a person to engage in unwanted sexual activity because the victim
fears abuse, and may be under the influence of alcohol or other drugs. Threats of physical or
sexual violence include the use of words, gestures, or weapons to convey the intention of
causing, harm, injury, disability or death. Psychological/emotional violence is posing a threat to
traumatize the victim. Some examples of psychological/emotional abuse include humiliation,
controlling, withholding information, isolating the victim from friends and family, and denying the
victim access to money or other basic resources (Saltzman et al., 2002).

2.2.2 Impact of IPV

The impact of IPV on womens’ lives is enormous. Research studies have found that
IPV is associated with numerous negative physical and mental health outcomes (Coker, Smith,
Bethea, King, & McKeown, 2000; Kernic, Wolf, & Holt, 2000; CDC, 2012). The immediate
negative physical health outcomes of physical, sexual and psychological abuse by an intimate
partner are broken bones, internal injuries, bruises, cuts, internal bleeding and murder (Brock,
2003; Tjaden & Thoennes, 2000) and the mental health consequences are anxiety disorder and
substance abuse (Astin, Lawrence, & Foy, 1993; Camphell, 2002; Coker et al., 2002; Kantor,
1997; Tjaden et al., 2000). The long-term mental health consequences of IPV are post traumatic
stress disorder, depression and suicidal thoughts (Campbell & Lewandowski, 1997; Kantor &

Asdigian, 1997). The long-term physical health consequences of IPV are chronic pain,
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gastrointestinal disorder, irritable bowel syndrome, neurological disorders and sexually
transmitted diseases (Campbell et al., 2002; Coker et al., 2000; Corrigan, Wolfe, Mysiw,
Jackson, & Bogner, 2003; Muelleman, Lenaghan, & Pakieser, 1996; Weinbaum et al., 2001).
Coker et al. (2000) conducted a cross-sectional research study on 1152 women aged

18 to 65 years recruited from a family-practice clinic in Alabama. Results found that women
experiencing IPV reported poor physical and mental health, disability which prevented them
from working, chronic pain, and sexually transmitted diseases. The study’s sample consisted of
771 African- American women and 441 European-American women (Coker et al., 2000).
Similarly, Mechanic (2004) found that IPV resulted in worsened physical health, lowered job
performance, personality disorder, high rates of depression and attempted suicide, which led to
an overall decrease in quality of life. Campbell et al. (2002) recruited 441 middle-class, working
women from the Female Health Maintenance Organization of Washington, DC and compared
the physical health consequences of abused women with those who had never suffered abuse.
Of the 441 women, 201 had experienced IPV and 240 had never been abused. More than half
of the participants were African Americans. The study found that abused women experienced a
60% higher rate of headaches, back pain, vaginal infections, digestive problems, sexually
transmitted diseases, vaginal bleeding, painful intercourse, pelvic pain, urinary tract infections,
loss of appetite, and abdominal pain, compared to never-abused women. Additionally, women
who experienced IPV were 50% to 70% more likely to report gynecological, central nervous
system, and stress-related problems, when compared to women who were never abused
(Campbell et al., 2002).
2.2.3 Causes of IPV

There are a large number of factors associated with IPV. For example, early parenthood
(Moffitt & Caspi, 1999), unemployment of the partner (Goodwin, Chandler, & Meisel, 2003;
Meisel, Chandler, & Rienzi, 2003), and conservative religious ideologies of the partner are

found to contribute towards the increased experiences of IPV (Perrila, 2009). While factor such
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as high level of religiosity among partners appear to protect people from the experience of IPV
(Cunradi, Caetano, & Schafer, 2002; Ellison & Anderson, 2001). In general, the literature on IPV
discusses the determinants of IPV as the risk factors associated with it. The following section

presents a summary of the existing literature on the risk and protective factors for IPV.

2.3 Risk and Protective Factors for IPV

The United States Centers for Disease Control and Prevention (CDC, 2012), asserts that
it is very important to understand the circumstances which lead to increased or decreased
experience of violence, in order to prevent further incidents from occurring in the future.
Therefore it is necessary to examine the risk and protective factors and their effects on the
occurrence of violence. Various theoretical models (biological, psychological, cultural and
gender equality) have described the risk and protective factors for IPV in order to help us
understand the concept of IPV and also to help determine what interventions or programs could
possibly be applied to bring down the rate of IPV (WHO, 2010).

2.3.1 Risk factors

Much research has focused on the risk factors associated with IPV (Chermack, Fuller,
& Blow, 2000; Fals-Stewart, 2003; Gielen et al., 2000; Greenfield et al., 1998; Rennison &
Welchans, 2000; Tjaden & Thoennes, 1998; Zierler et al., 2000). Research studies done on
violence and health identify the risk factors for IPV as low income, low educational levels,
unemployment of the partner, young age, conservative religious ideologies of the partner,
having separated/divorced marital status, having been exposed to child maltreatment, having
witnessed intra-parental violence, substance use, multiple partners/infidelity and traditional
gender norms of the patriarchal society (Chermack et al., 2000; Dahlberg & Krug, 2002; Fals-
Stewart, 2003; Gielen et al., 2000; Greenfield et al., 1998; Rennison & Welchans, 2000; Tjaden
& Thoennes, 1998; Zierler et al., 2000 ). The risk factors that will be examined in this study
include low socio-economic status, ethnic/minority status, substance abuse, having a low level

of education, and being separated/divorced.
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2.3.1.1 Low socio-economic status

IPV occurs among people belonging to all socio-economic strata. However, research has
found a strong correlation between IPV and low income (Greenfield et al., 1998; Rennison et al.,
2000; Tjaden & Thoennes, 1998). According to the report of the Bureau of Justice, the rate of
IPV in United States is three times higher among people whose annual incomes are less than
$25K, than it is for people with annual incomes of over $50K (Bureau of Justice Statistics,
2006). Using a nationally representative sample to assess the impact of family household
income on IPV, Benson and Fox (2004) found that the rate of IPV was three and half time
higher among the couples who reported experiencing financial strain. “The rate of IPV among
people residing in disadvantaged neighborhoods was 8.7 % as compared to 4.3 % among the
people residing in economically advantaged communities” (Benson et al., 2004, p. 5).

Cunradi et al. (2002) in a study with 1440 African-American, Hispanic and European
American married and cohabiting couples found that low income was a significant predictor of
IPV (Cunradi et.al., 2002). Collier and Tension (2003) research, done by using the National
Survey of Families and Households, Wave |l (NSFH2) data, which is based on the response of
3191 married females, revealed that the families whose annual household income was less
than $45,000 were at a significantly higher risk of experiencing IPV. The study also indicated
that debt, financial stress and unstable job status acted as contributing factors in prompting IPV
(Collier et al., 2003). Results of this study are consistent with the findings of the Fox et al (2004)
study, which also found that people belonging to low socio-economic status are more likely to
experience IPV.

In order to develop effective interventions and resources that can help reduce IPV, it is
important to understand the rate of IPV among low income couples. Gil (1996) asserted that
institutionalized disparity among people due to low income leads to the occurrence of violence
in a relationship. People from low-income groups are more likely to experience higher levels of

stress, and this may lead to the perpetration of violence (Gelles, 1985).
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Negative and undesirable life events occur in everyone’s lives. However, people with
low income experience far more stress in dealing with negative life events. Occurrences of
negative life events lead to an increase in the level of stress among those with low income,
which may, in turn, lead to the occurrence of violence in the relationship (Miranda & Green,
1999).

The relationship between socio-economic status and IPV can be explained by the fact
that people in high socio-economic status “may have more resources available to them to cope
with stress, as well as fewer stresses to cope with" (MacEwen & Barling,1988, p. 84). And as
Straus (1990, p. 196) stated, “low income and low status occupations are indirect indicators of
even more stress”. Thus we can see how the people in low socio-economic strata are more
vulnerable to IPV because they lack resources for coping with stressful situations. Also, low-
income individuals are more likely to be depressed, have alcohol- abuse problems, and be
exposed to childhood violence, which, in turn, may lead to the perpetration of violence in their

intimate relationships (Straus, 1990).

2.3.1.2 Race/ethnicity

Much of the research has examined the social and demographic variables and their
influence on IPV (Gielen et al., 2000; Greenfield et al., 1998; Rennison et al., 2000; Tjaden et
al., 1998; Zierler et al., 2000). And these studies have identified ethnicity as one of the important
demographic variables having significant influence on IPV among those who are infected with
HIV (Gielen et al., 2000; Greenfield et al., 1998; Rennison et al., 2000; Tjaden et al., 1998;
Zierler et al., 2000). One research study, with a nationally representative sample of men and
women in the United States, found that there was no statistically significant difference in
prevalence of IPV among European American and minority groups, including African
Americans, Native Americans and Asian Pacific Islanders. Results found that 51.3 % of the
European-American women, 52.1 % of the African-American women, 49.6 % of Asian Pacific

Islanders, and 61.4 % of Native- American women experienced physical assault (Tjaden &
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Thoennes, 2000). But there are other studies which suggest that IPV occurs disproportionately
among women of color.

A study using a National Family Health Survey of the United States revealed that the
yearly rate of IPV was 3.7 times higher among African-American people, compared to European
Americans. Also the rate of IPV among Hispanics was two times higher than for European
Americans (Cazenave & Straus, 1995). Likewise the Bureau of Justice statistics reported that
the rate of IPV experienced by African-American women is 35% higher than for European
American women and 2.5 times higher than the rate among women from other races/ethnicities
(Bureau of Justice Statistics, 2001).

In a more recent study, using a nationally representative sample of married and
cohabitating European-American, African-American and Hispanic couples in the United States,
Caetano, Field, Ramisetty-Mikler, & McGrath (2005) found that the incidence, prevalence, and
recurrence of IPV were 14% among Hispanics and African Americans and 6% among
European American. The economic disparity among the different ethnic groups could also be a
contributing factor for the high rates of IPV among people belonging to ethnic minority groups

(Straus et al., 1995).

2.3.1.3 Substance abuse

Research studies have indicated that IPV may lead to drug and alcohol abuse, and,
conversely, drug and alcohol use can lead to IPV (Testa, Livingston, & Leonard, 2003).
Research studies have revealed that the rate of IPV is four to six times higher among couple
who are substance abusers, (drugs or alcohol) compared to the sample of couples who do not
abuse substance (Fals-Stewart, 2003; O'Farrell & Murphy, 1995).

Chase et al. (2003) assessed the amount of IPV experienced and perpetrated by the
sample of 103 female alcoholic patients undergoing couple-based, outpatient alcoholism
treatment. The authors found that two thirds of the women had been abused by their intimate

partners before the treatment (Chase, O'Farrell, Murphy, Fals-Stewart, & Murphy, 2003). A
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study among 126 males and 126 females recruited from a variety of substance-abuse treatment
centers assessed the rate of IPV, and found that 57% of the participants had been either the
victim or perpetrator of IPV before beginning treatment for drug or alcohol abuse (Chermack et
al., 2000).

Fals-Stewart (2003) conducted a longitudinal study with 135 males with a history of
perpetrating IPV to examine the temporal relationship between IPV and drinking. The results
indicated that the rate of physical aggression against women was eight times higher on the days
men consumed alcohol, versus the days with no alcohol consumption. It was further found that
the chance of severe physical abuse was eleven times higher, and the odds of perpetrating IPV
after heavy drinking (six or more drinks within 24 hours) was 18 times higher among men after
heavy consumption. Also 60% of IPV incidents occurred within two hours after the consumption
of alcohol by the men (Fals-Stewart, 2003).

In a study on the prevalence and risk factors for violence against women, among 1952
women seeking service from four community-based, health-care clinics in Baltimore, Maryland
(McCauley et al., 1995), found that the rate of experience of violence was high among women
who were living with a substance-abusing partner. Also the likelihood of current abuse
increased among women who did not have insurance, were single, divorced or separated,
belonged to a low socio-economic group, were abusing drugs or alcohol, and were having
psychological problems such as depression, anxiety, and low self esteem (McCauley et al.,
1995). Thus the study indicated that substance abuse use among low-income women, who are
divorced or separated, is an important risk factor for the occurrence of violence.

According to Collins and Messerschmidt (1993) IPV is highly correlated to heavy or
problem drinking, because people who drink may use the influence of alcohol as an excuse for
their aggressive behavior (Collins et al., 1993). People who have a problem with substance
abuse may have been exposed to violence, which may lead to the use of violence under the

influence of alcohol or drugs (Collins et al., 1993). Also a strong relationship has been found
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between chronic alcohol abuse and its harmful effects on the brain, which may result in

aggressive behavior (Rosenbaum, 1989).

2.3.1.4 Educational status

Low educational level has also been identified as an important risk factor for IPV
(Ackerson et al., 2008; Boy & Kulczycki, 2008; Boyle et al., 2009). Studies find that women who
had less than a high school level of education are two to four times more likely to experience
IPV, compared to those who have higher levels of education. (Ackerson et al., 2008; Boy &
Kulczycki, 2008). The United States Department of Justice (2005) also identified low level of
education as an important risk factor for IPV. It found that only 2.3 % of the women with college
degrees experienced violence and, interestingly, women who had post graduate degrees did
not experience any kind of violence. Their study also found that 3.6 % of the women who did not
have any formal education and 3.4% of women with some high school experienced violence

(Macmillan & Kruttschnitt, 2005).

2.3.1.5 Marital status
Research studies have consistently found a strong positive correlation between certain
marital statuses and experience of violence among couples (Laub & Sampson, 2001; Sampson
et al.,, 2006). The National Crime Victimization Survey reports that the rate of IPV is higher
among “never married," "separated," and "divorced" individuals, compared to "married"
individuals (Bureau of Justice Statistics, 2005; 2006a; 2006b). Waite and Gallagher ‘s (2000)
study of a nationally representative sample of couples in United States revealed that rate of IPV
was 4 % among the married couple, and 13 % among the cohabiting couple (Waite &
Gallagher, 2000). It was further reported in another study that cohabiting couples were three
times more likely to experience IPV as opposed to married couples (Waite et al., 2000).
Kenney and McLanahan (2006) similarly found higher rates of violence among
cohabitating couples, compared to couples who had been married for up to five years. Thirty-

one percent of cohabiting couples reported violence versus 19% among the married couples
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(Kenney et al., 2006). Another national study done to examine the rate of IPV among married
and cohabiting couples found the rate of violence was two times higher among cohabiting
couples compared with married couples (Brownridge & Halli, 2000). The higher rate of violence
among the cohabiting couples could be due to the fact that they are not married and hence are
relatively free of familial alliances resulting from marital relationships. Within an intimate
relationship free of familial bonds, men’s patriarchal values may play an important role in the
expression of "symbol of closeness and ownership" through violence (Yllo & Straus, 1981, p.
345).
2.3.2 Protective factors

Protective factors related to IPV reduce the risk of exposure to IPV. Many of these
protective factors are the reverse of the risk factors just discussed. The studies identify
protective factors against IPV as high levels of education, belonging to the high-income group,
belonging to the dominant ethnic group (Fehringer & Hindin, 2009; Flake, 2005; Johnson & Das,
2009), being married more than 15 years (Johnson et al., 2009) and having social support
(Schwartz et al., 2006). Other protective factors against IPV are a healthy relationship, which
basically means having trust, respect, equality, honesty and mutual support. Healthy sexuality,
(which includes consensual sex with one partner, in order to maintain intimacy in the
relationship) shared responsibility, cultural equitability and the presence of appropriate
boundaries in a relationship. The presence of these protective factors also diminishes the
likelihood of IPV (Virginia Sexual and Domestic Alliance, 2009). However for the purposes of
this research, we will also discuss social support as an important protective factor. Research
has consistently found that social support is a protective factor against IPV (Meadows et al.,
2005; Mitchell et al., 2006; Salazar et al., 2004).

Social support is an important factor which helps the people to combat stressful
situations during the transitional period of their life cycle and when they are in a deleterious

environment (Cassel, 1974; Caplan, 1974). House (1981) suggests that there are four main
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types of social support: emotional, appraisal, informational and instrumental. All types of
supports are provided by family, friends, relatives and significant others. Emotional support is
provided by being empathetic, loving, caring and trustworthy. Appraisal support is provided
through constructive feedback, and also by helping the person to evaluate himself or herself.
Informational support is provided to help the person address his or her problem through advice,
suggestion, and information on issues creating problems in a person’s life. And finally
instrumental support is helping the person in need with basic support and services such as
providing food, money and child care (Carlson, McNutt, Choi, & Rose, 2002; Fowler & Hill,
2004; House, 1981; Kocot & Goodman, 2003; Rose, Campbell, & Kub, 2000).

The various kinds of social support have been found to have important positive impacts
by encouraging people to take preventive measure in order to maintain their health (Glass et al.,
2000). Social support may be particularly important for women and has been found to be
strongly correlated to women’s physical and mental health (Castaeno et al., 2008; Coker et al.,
2002; 2003; Miller & Stiver, 1997). For example, in a study conducted with 1152 women
between the ages of 18 and 65 at a university-associated family health clinic in South Carolina
found that people who scored high in emotional support were more likely to be in good physical
and mental health conditions (Coker et al., 2003). In another study with same sample of
participants, Coker et al (2002) found that women who scored high on the social support scale
perceived that they were at significantly lower risk to have mental and physical health problems.

Several studies have shown the important role of social support in a woman’s
experience with IPV. These different types of social support help victims of IPV in making
difficult decisions, such as prosecuting the abuser, seeking the help from a domestic violence
shelter, and encouraging a victim to see a counselor or therapist for help (Fowler et al., 2004;
Kocot et al, 2003; Rose, et al., 2000; Watt, Bobrow, & Moracco., 2008).

Smith (2003) conducted a study with 191 women to examine the effects of emotional

support on physical and mental-health consequences of women experiencing physical and
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emotional IPV. The author found that women who scored high on emotional support had better
physical and mental health, thereby suggesting that emotional support was an important
protective factor for IPV (Smith, 2003). A qualitative study done on the survivors of IPV to
examine the victims’ readiness to disclose their experience with IPV revealed that women who
felt they had better emotional support were more likely to disclose their experience of IPV and
leave the abusive relationship (Watt et al., 2008).

Panchanadeswaran et al. (2008) examined the relationship between the perceived level
of social support and IPV among 416 women enrolled in a methadone treatment program. They
found that 44.5 % of the participants were experiencing IPV. Interviews with the women
revealed that those who had a low level of perceived social support were more likely to
experience IPV at a higher rate.

Castaeno and his colleague (2008) conducted a cross-sectional study among 1402
women attending a primary care center in Spain. The participants in the study were women
between the ages of 18 and 65 and the study found that women who had strong social support
were 89% less likely to be abused than were the women who did not have any kind of social
support. Women who had social support were less likely to get abused in the future, as opposed
to those who did not have any social support (Brown, 1997; Hoff, 1990).

The importance of social support as a protective factor for IPV is found among ethnic
groups too. Denham et al. (2007) found among a sample of 1212 Latina women from rural
North Carolina, that 19.5 % had experienced violence in their lifetimes, and the women who
experienced violence were less likely to have social support, as opposed to those who did not
experience violence and had strong social support. Women who experience IPV often have less
social support, because the abusers often tend to isolate their partners from their social network
(which includes friends and relatives) to gain control over the relationship (Ewing, Lindsey, &
Pomerantz, 1984). Conversely, women who have little social support are more vulnerable to

IPV. Abused women may begin to feel helplessness in their situation, which inhibits them from
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seeking help, and this decreases the abuser’s fear of being exposed as perpetrator, which may
in turn result in increased experience of IPV among women who have less social support
(Brown, 1997; Hoff, 1990).

Mitchell el al. (2003) conducted a study with 143 African-American women between the
ages of 21 and 64 receiving services from an urban public health system. Of these, 65 women
had experienced IPV in the past year and 78 had never experienced it. Results indicated that
women who had a high level of social support were less likely to suffer from the adverse effects
of IPV. Women who received various forms of support experienced increased self esteem, and
gained more control over the abusive relationship. These changes in the relationship’s power
dynamic tended to diminish these women’s experience of IPV, which, in turn, helped them to
cope better with the physical and mental health consequences of IPV (Mitchell et. al., 2003).

A study of 1402 Spanish women between 18 and 65, attending a medical clinic, found
that the prevalence of IPV was high among women lacking social support (Ruiz-Perez, Castano
Kindelan & et al., 2005). Goodman and her colleagues (2005) also conducted a longitudinal
study to examine the strategies used by women to protect themselves from being re-abused.
This study was conducted among 406 African-American women and results found that women
who had high level of social support were less likely to be re-abused. The results further
indicated that participants in the study who had the lowest level of social support had 65%
predicted probability of being re-abused within one year (Goodman et al., 2005).

As discussed above, several studies have found that social support reduces the
adverse physical and mental health consequences of IPV and serves as a protective factor
against IPV. However, there is a paucity of research examining the role of social support as a
protective factor against IPV among HIV-infected women. This study will assess the
independent effect of social support on physical, sexual and emotional violence among

HIV/AIDS infected women.
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2.4 Human Immunodeficiency Virus/ Acquired Immunodeficiency Syndrome (HIV/AIDS)

2.4.1 Defining HIV/AIDS
Acquired Immunodeficiency Syndrome (AIDS) is a disease caused by Human
Immunodeficiency Virus (HIV), which attacks the immune system of the human body. HIV
makes the body more susceptible to infectious disease and this may, in turn lead to illness and
death (CDC, 2012). AIDS is the last stage of HIV infection, and it might take many years after
the diagnosis of HIV before the patient is diagnosed with AIDS, because getting AIDS would
mean, that the body has completely lost its ability to fight infection (CDC, 2012).
2.4.2 Impact of HIV/AIDS
The negative consequences of HIV/AIDS are many. Those with HIV/AIDS infection and
their families are plagued by numerous health problems, mental health issues, and social

problems.

2.4.2.1 Health problems.

People living with HIV/AIDS suffer from various physical health problems due to their
compromised immune systems (Holmes et al., 2003). They are highly vulnerable to diseases
such as cancer, tuberculosis, and gastrointestinal problems (Decker & Lazarus, 2000). Other
research studies done in the past have found that people living with HIV/AIDS often suffer from
physical ailments such as fever, diarrhea, tumors, lung infections and swollen glands (Decker et
al., 2000). And, due to these conditions they tend to lose weight and become physically weak.
HIV/AIDS also causes premature death (CDC, 2012).

Tuberculosis is the most common disease among the HIV infected. Tuberculosis may
occur among non HIV infected also. However, those infected with HIV/AIDS are more likely to
contact the disease and when they do, the health consequences are often more severe than
among those not infected with HIV/AIDS (Moore, 2007; CDC, 2012). Another common disease
among those infected with HIV/AIDS is Herpes. Those with HIV/AIDS suffer more severe

symptoms at the occurrence of Herpes than do those without HIV/AIDS. The most deadly
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outcome that is common among the HIV/AIDS infected is Kaposi's sarcoma. Also people living
with HIV/AIDS are vulnerable to opportunistic infections such as pneumonia, brain infections,

fever, weight loss, yeast infections, anemia and lymphoma (CDC, 2010).

2.4.2.2 Mental health issues.

People infected with HIV infection, in addition to experiencing numerous challenges to
their physical health, also face many psychological issues. Due to disastrous changes in their
lives, their self esteem is likely to be impacted and could result in anxiety disorders (Watstein &
Chandler, 1998). According to UNAIDS (2008) anxiety is one of the psychological
consequences of HIV/AIDS. People living with HIV/AIDS are often isolated from their families
and society, and the fear of death evokes anxiety in peoples’ lives.

Depression is also common among those with the HIV/AIDS infection. Morrison et al.
(2002) conducted a study with 155 women whose ages ranged from 18 to 70 years. There were
93 HIV positive women and 62 uninfected women. The HIV/AIDS infected women were
recruited from the outpatient medical clinics, county health departments, and organizations
focusing on HIV/AIDS illness and care in north central Florida and the uninfected participants
were recruited by inviting the enrolled participants’ friends or relatives who were not infected by
HIV/AIDS to participate in the study. More than half of the participants in the study were African
American. Results indicated that the rate of depressive disorders was four times higher among
HIV sero-positive women (19.4%), when compared with uninfected women (4.8%) (Morrison et
al.,, 2002). In a meta-analysis done to examine the linkage between HIV/AIDS infection and
vulnerability to depressive disorder, Ciesla et al. (2001) found that HIV positive participants
were twice as likely to have major depressive disorder than were HIV negative participants
(Ciesla et al., 2001).

HIV/AIDS also has a huge psychological impact on the families of those infected.
Family members are more likely to report emotional distress due to the burden and stigma on

care givers (Wight, Aneshensel, & LeBlanc, 2003). Several studies have found that the family
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members of the people living with HIV/AIDS experience psychological consequences such as
low self esteem, depression, and stress (Land, Hudson, & Stiefel, 2003; Wight et al., 2003).
Studies further reported that, due to the caregiver's burden, thoughts of suicide are very
common among the family members of the people living with HIV/AIDS (Pirraglia et al., 2005;

Prachakul & Grant., 2003; Wight et al., 2003).

2.4.2.3 Social problems.

Piot (2002) asserts that HIV/AIDS is not only a medical problem but also a significant
social problem. People living with the HIV/AIDS infection and their families, often have to deal
with stigma, rejection and isolation (Herek & Capitanio, 1999; Martin et al., 2000). Often people
living with HIV/AIDS infections belong to vulnerable and often marginalized groups such as
gays and lesbians, sex workers, or injection drug users, which often further isolates them from
friends and relatives (UNAIDS, 2006; Snyder et al., 1999). This may in turn affect their overall
health and thereby decrease their life span.

The diagnosis of HIV/AIDS also increases the financial burden on the victim and his/her
family (Kaiser, 2007). Family members may be required to help bear the financial burden of
costly medications. Also the loss of employment of the infected member deepens the socio-
economic hardship a family faces. Diagnosis of an HIV/AIDS infection can results in the loss of
the job of the infected person. Households having an HIV/AIDS infected member tend to spend
twice as much on medications when compared to the spending in households having no
HIV/AIDS infected individual (Greener, 2002).

2.4.3 Causes of HIV/AIDS

HIV infection is caused when blood, semen or vaginal fluids from an infected person
enter another person's body, usually through sexual contact or from sharing needles when
injecting drugs, or from mother to baby during birth. HIV/AIDS can also be spread through blood

transfusions or organ transplants (CDC, 2009). Also men who have sex with men, children of an
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HIV infected mother, and injecting drug users are at high risk for contracting HIV/AIDS (CDC,
2011).

Women are primarily susceptible to heterosexual transmission of HIV due to the high
incidence of non-consensual sex, sex without condom use, and high-risk behaviors of their
partners (CDC, 2011). A report from the CDC revealed that, in the United States, approximately
70% of infected women were infected through heterosexual contact, and 28% were infected via
injection drug use (CDC, 2011).

The literature on HIV/AIDS among women identifies several additional factors, such as
biological susceptibility, lack of awareness of HIV/AIDS, IPV and cultural norms, which account
for their vulnerability to HIV infection (Farmer, 2001; Schulz & Mullings, 2006; Solomon et al.,
2003). Other studies find that the main causes of HIV/AIDS infection among women are
engagement in commercial sex work, trading sex for drugs, injection drug use, and not being
able to negotiate condom use with a partner who indulges in high-risk sexual behavior (Hawkes

& Santhya, 2002; Solomon, Solomon, & Ganesh, 2006; Wong et al., 2004).

2.5 Risk and Protective Factors for HIV/AIDS

The 2010 global report of Joint United Nations Program on HIV/AIDS (UNAID), reports
that, although there is no cure for HIV/AIDS, preventive measures can be taken to bring down
the rate of HIV infection worldwide. In order to control the spread of HIV/AIDS, it is very
important to recognize its risk factors (UNAID, 2010). Identifying risk factors will help in
implementing programs that will raise awareness among people regarding HIV/AIDS and
thereby reduce the likelihood of the rate of contraction of HIV/AIDS considerably (UNAID,
2010). Also, it is important to identify the protective factors to develop programming to
encourage people to protect themselves.

2.5.1 Risk factors
According to the CDC’s (2009) report on HIV/AIDS, risk factors for HIV/AIDS are sexual

initiation at a young age, high-risk sexual behaviors, such as having unprotected sex, having
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multiple partners, having sex under the influence of alcohol or drug, low income, having low
levels of education, belonging to an ethnic minority group, having the problem of substance use,
having multiple partners/infidelity and traditional gender norms of the patriarchal society (CDC,
2009). Although the risk factors for HIV/AIDS are not the focus of this study, many of the risk
factors for IPV and HIV/AIDS are similar. Thus, the study will also examine socio-economic
status, ethnicity and substance abuse, since these are the important factors which may play a
significant role in exacerbating the high-risk behavior among men and women, which, in turn,
increases their likelihood of contracting HIV infection. Since this study focuses on the
relationship between IPV and HIV/AIDS, it is important to examine the factors which increase

the likelihood of experiencing IPV and contracting the HIV/AIDS infection.

2.5.1.1 Low Socio-Economic status

HIV/AIDS is prevalent among people from all socio-economic levels, but people in low
socio-economic groups are disproportionately affected by the pandemic (CDC, 2012). Research
studies have indicated that women with low socio economic status are highly vulnerable to
HIV/AIDS (United Nations Joint Program on HIV/AIDS, 2004).

The CDC’s Morbidity and Mortality Weekly Report stated that "unemployment, poverty,
and illiteracy are correlated with decreased access to health education, preventive services, and
medical care, resulting in an increased risk for HIV/AIDS” (Morbidity and Mortality Weekly
Report, 1994, p. 5). The United Nations Joint Program (UNAIDS) on HIV/AIDS also reported
that young women belonging to low-income households are at an elevated risk of contracting
HIV/AIDS, due to their practice of high-risk behavior, including nonconsensual sex, and having
multiple partners (United Nations Joint Program on HIV/AIDS, 2004).

Research on HIV/AIDS diagnosis and death revealed that the prevalence rate of
HIV/AIDS, “for the period of 1990-1999, was 210.3 per 100,000 persons among low-income
people in the United States, and more than 40% of the newly diagnosed AIDS cases were

people from low-income levels” (Karon, Fleming, Steketee, & et al., 2001, p. 24). The rate of
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death was highest among people who were below the poverty level (Karon, Steketee, & Cock,
2001).

Rubin, Colen and Bruce (2010) examined the mortality rate for HIV/AIDS among people
aged 15 to 64 years in the United States, before and after the introduction of highly active
antiretroviral therapy (HAART), which prolongs the infected person’s life by suppressing the
effects of the HIV virus. The study indicated that the rate of death was 1.4 times greater among
people belonging to the lowest socio-economic group, when compared with people belonging to
the highest socio-economic group. Similarly, after the introduction of HAART, the death rate
was 2.7 times greater among people belonging to the low socio-economic group (Rubin et al.,
2010).

Collins and Rau (2003) stated that poverty and HIV/AIDS are interconnected and
“poverty is an important factor which leads to high risk behavior, and this increases the chances
of contracting HIV/AIDS” (Collins et al., 2003, p. 95). Similarly, Holtgrave and Crosby’s (2003)
study, among a nationally representative sample of people from the United States, found that
income inequality was significantly correlated with the AIDS case rate (Holtgrave & Crosby,
2003).

People with low incomes may be particularly vulnerable to HIV/AIDS, because their
access to preventative information is limited and the resulting lack of knowledge about
HIV/AIDS may, in turn, lead them to engage in high-risk behaviors, such as unsafe sex, having
multiple sexual partners and using illicit drugs (Feldman, 1990; United Nations Population Fund
[UNFPA], 2003).

Women from low socio-economic status are specifically vulnerable to HIV/AIDS
because they are more likely to be sexually exploited for the financial necessities of life. They
are particularly vulnerable to being introduced to the sex trade for their own survival and the
survival of their families. Low-income women are also often financially and emotionally

dependent on their husband for basic necessities for themselves and their children. Thus, they
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may readily have sexual contact with their husband, even though he might be exhibiting risky
sexual behavior. This considerably increases the woman’s chances of contracting the infection

(Bandura, 1992).

2.5.1.2 Race/ethnicity

The HIV/ AIDS pandemic affects people across different culture and ethnic identities. But
the statistical data reveals that African Americans and Hispanics are disproportionately affected.
According to the CDC’s, Surveillance report (2008), “1.1 million adults and adolescents
(prevalence rate: 447.8 per 100,000 population) were living with diagnosed or undiagnosed HIV
infection in the United States at the end of 2006” (p. 1073). Of these “46% of the infections
occurred among African Americans, 36% occurred among European Americans, and 18%
occurred among Hispanics” (p. 1074). Among females, 61% of infections were among African
Americans, 23% among European Americans, and 16% were among Hispanics (CDC,
Surveillance Report, 2008).

The highest rates of new infections occurred among African-American women (55.7 per
100,000 of population), “The HIV/AIDS prevalence rate for black women was nearly 18 times
the rate for European American women , and the rate for Hispanic women was more than four
times the rate for European American women” (CDC, Morbidity and Mortality Weekly Report,
2008, p. 1076). According to CDC’s (2012) most recent report, HIV/AIDS was the third leading
cause of death among African-American women between the age of 35-44 and the fourth
leading cause of death for Hispanic women in the same age range (CDC, 2011). It was the
ninth leading cause of death among European American women in United States during 2004
(CDC, 2007).

Greeley (1995, p.1) quotes Denning (1990) in stating that "race and ethnicity are not
risk factors, but they are markers for other factors that put people at increased risk, like lack of
health insurance and limited access to care". Factors such as low socio-economic status and

low level of education are interrelated and are common among people belonging to ethnic
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minority groups which result in the rate of HIV/AIDS being higher among the people in these
groups (Pappas, 1994). Curtis and Patrick (1993) also contend that people belonging to minority
ethnic groups are socially oppressed and have less access to information about HIV/AIDS and
limited available resources. Michal-Johnson and Brown, (1992) also suggest that the lack of
financial resources among the majority of people belonging to low socio-economic status results
in limited access to the information and that campaigns for health awareness are less likely to
reach the rural areas. As a result, persons in those areas are more likely to engage is high risk
behavior (injecting drug through same needles, having unprotected sex, and having sex with
multiple partners,) thereby increasing their vulnerability to HIV/AIDS (Michal-Johnson & Brown,

1992).

2.5.1.3 Substance abuse.

According to the National Institute on Drug Abuse (2011), substance abuse is an
important risk factor in spreading HIV/AIDS infection among people in United States. It is
evident from the literature that the use of alcohol and illicit drugs reduces the ability of a person
to think about the consequences of high-risk behaviors, and that low-income people are more
likely to engage in risky sexual behaviors (unplanned or unprotected sex). As a result, this
population is more likely to contract an HIV infection (Substance Abuse and Mental Health
Services Administration, 2003).

Couples residing in communities where the rate of drug addiction is high are at an
elevated risk of contracting HIV/AIDS (CDC, 1999; Women Studies, 2005 p. 3). “Nearly 120,000
people die every year due to alcohol and drug abuse. Approximately 4.1 million women in
United States use illicit drugs, and over 1.2 million misuse prescription drugs for non-medical
reasons” (Women Studies, 2005). According to the CDC surveillance report (2008), “nearly one
in five diagnoses of HIV/AIDS among women is related to injection drug use.” (CDC, 2008, p.2)

A meta-analysis examining the relationship between substance abuse and high-risk

sexual behavior (which includes having multiple sexual partners, unprotected sex, sharing
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needles) pointed out that substance abuse was associated with high-risk sexual behavior, and it
further revealed that the use of alcohol, cocaine or other non-injected drugs would considerably
increase the risk of HIV/AIDS (Leigh & Stall, 1993). Tortu et al. (2000) conducted a study to
understand behavioral risk patterns among 2,945 women from the United States who were
abusing drugs. They found that over 60% of the women abusing drugs were more likely to
engage in high-risk sexual behavior (history of exchanging sex for money) which, in turn, may
lead to contraction of HIV/AIDS (Tortu et al., 2000).

High-risk behavior, such as having multiple sex partners, unprotected intercourse, sex
with high-risk partners (e.g., injection drug users, prostitutes), and the exchange of sex for
money or drugs are very common among people abusing alcohol (Metzger, Navaline, & Woody,
1998; Stein et al., 2000; Windle, 1997). Alcohol use can lessen inhibitions and contribute to the
sexual arousal of the person who is under the influence and this may lead them to practice high-
risk sexual behaviors (Cooper, 2002; George et al., 2000; Dermen & Cooper, 2000). Although
most research studies indicate that there is a positive correlation between drinking alcohol and
exhibiting high-risk sexual behavior, alcohol might not be the direct cause of indulging in risky
sexual behavior (Fromme, D’Amico, & Katz, 1999). People who abuse substances may be
involved in high-risk behaviors because of their lifestyles and personalities (Avins et al., 1994,
Justus, Finn, & Steinmetz, 2000; Stall et al., 2000). And high-risk behavior may increase their
likelihood of contracting HIV/AIDS.

2.5.2 Protective Factors

Protective factors aid in preventing men and women from getting involved in high-risk
behaviors (e.g. having multiple partners, having unprotected sex, substance abuse), thereby
decreasing their likelihood of contracting HIV/AIDS infection. Research studies have identified
high level of education, increased level of awareness about HIV/AIDS through public health
education programs, being married or having a cohabiting partner, religiosity, promotion of

condom use and social support as being protective factors against HIV/AIDS (Blake et al., 2003;
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Brooks-Gunn, 2004; Browning, Leventhal, & Brooks-Gunn, 2004; Cubbin et al ., 2005;
Hellerstedt et al., 2006; Wilder & Watt., 2002). However, for the purposes of this study, the
researcher will specifically examine social support as a protective factor against HIV/AIDS.

Social support plays a very important role in the life of people living with HIV/AIDS.
Research studies have indicated that women who have social support are less economically
vulnerable than those without a social support system. Women who are emotionally connected
to and receive instrumental support from friends, family and significant other are more likely to
engage in safer sexual behaviors, and thus may decrease their likelihood of contracting an HIV
infection (Walker, Wasserman, & Wellman, 1993; Wellman & Wortley, 1990).

People living with HIV infection face various physical, psychological, and social
challenges in their lives. Social support plays an important role in helping these individuals and
their families cope effectively with each stage of the infection (UNAIDS, 2000). According to
UNAIDS (2000), if people living with HIV/AIDS have a high level of social support, they are
more likely to cope easily with the stress related to the diagnosis. It is evident from the literature
that some of the adverse consequences of getting diagnosed with HIV infection are the
experiences of stigma, loss of housing, employment, income, and mobility (Kaiser, 2007;
UNAIDS, 2006). During this stressful transition from one phase of one’s life cycle to another,
social support plays a key role in helping individuals and their families to better cope with the
illness (UNAIDS, 2000). It helps victims to deal more effectively with the experience of stigma
and thereby contributes toward an improved quality of life for the individuals infected with
HIV/AIDS (UNAIDS, 2000). Having a high level of social support also helps individuals living
with the HIV infection to make informed decisions regarding their health and will also encourage
them to adhere to their treatment regimens (UNAIDS, 2000).

Many studies find that social support helps people living with the HIV/AIDS infection to
cope with the disease and adhere to their treatment regimen (Blower, Schwartz, & Mills, 2003).

A study conducted with 50 people (82% of whom were African American or Puerto Rican) living
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with HIV/AIDS, recruited from an HIV/AIDS out-patient clinic in New York found that people who
scored highly on a social support scale were more likely to adhere to their medication intake,
whereas people who lacked social support were less likely to take medication for the treatment
of their disease (Simoni et al., 2002). Another study (Edwards, 2006) with 33 African-American
women aged 20 to 49 recruited from clinics in Baltimore, Maryland found that women who had
social support were more likely to adhere to their medicine intake regimen. The authors found
that social support motivated the participants to adhere to their treatment by saying “Just
knowing that someone is there is a big relief. Just knowing that you don’t have to be alone and
isolated helps” (Edwards, 2006, p.689).

Haitcox (2009) conducted a study to examine the effect of social support among
HIV/AIDS infected individual. Results of this qualitative research study, which was drawn from
13 semi-structured interviews, indicated that people having high levels of perceived social
support were more likely to participate in HIV/AIDS coalitions, thus indicating that these persons
were also interested in providing support to others living with HIV/AIDS (Haticox, 2009).

Studies clearly indicate the importance of social support for people living with HIV/AIDS.
No studies known to the researcher have specifically examined how social support relates to
the experience of violence among women living with HIV/ AIDS after they disclosed their

HIV/AIDS status to their partners.

2.6 IPV and its relationship to HIV/AIDS

Some studies have examined the relationship between IPV and HIV infection. Some of
these studies look at how IPV leads to increased risk of HIV/AIDS and some studies look at how
HIV/AIDS leads to increased risk of IPV. Although the literature suggests that there appears to
be an interactive effect between HIV/AIDS and IPV, in this study the researcher will examine
how HIV/AIDS leads to IPV. The researcher will specifically focus on how a disclosure of

women’s HIV/AIDS status leads to IPV.
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2.6.1 IPV leads to HIV/AIDS

Studies consistently find that women who are in physically and sexually abusive
relationships are at an elevated risk of contracting HIV/AIDS infection and other sexually
transmitted diseases [STDS] (Sareen et al., 2009; Teitelman et al., 2008; Weir et al., 2008;
Wingwood, DiClemente, & Raj, 2000). For example, Wingwood et al.’s (2000) study of 203
battered women recruited from shelters in Alabama, found that 55% of the women who were
both physically and sexually abused were three times more apprehensive about contracting
HIV/AIDS than the women experiencing physical abuse alone (Wingwood et al., 2000). The
sample consisted of 52.7% European Americans, 41.1% African Americans and 6.2 % of
women belonging to other ethnic groups.

Sareen, Pagura and Grant’s (2009) study with a nationally representative sample of
women (N= 13,928) who were twenty years old or older, and who had been married or were
involved in a dating or romantic relationship within the past year, found that women who had
been abused by their intimate partners in the past year were three times more likely to have a
diagnosis of HIV/AIDS. Teitelman, Ratcliffe, Dichter, and Sullivan (2008) examined the link
between past and current abuse and HIV/AIDS risk among 2058 sexually-active women who
were 18 years or older and involved in intimate relationships. Their results indicated that women
with a history of past and current abuse (violent relationships) were twice as likely to contract
HIV/AIDS as the women who had not been abused in the past (Teitelman et al., 2008).

2.6.2 HIV/AIDS leads to IPV.

Many studies find that women who have been diagnosed with HIV/AIDS are at high risk
of experiencing IPV (Gielen et al., 2000a; Weir, Bard, & O’Brien, 2008; Williams, Wyatt, Myers,
Green, & Warda, 2008). For example, Weir et al. (2008) conducted a study in Portland, Oregon,
with 530 women who were 19 years old or older and were at risk for HIV/AIDS (injection drug
use, crack use, intercourse with a male injection drug user (IDU), exchanging sex, or having

had 10 or more sexual partners) and had a criminal record. This study examined the prevalence
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and correlates of recent (within past three months) violence against women by their intimate
partners and others (friends, drug-using partner, sex customer, relatives or strangers). Of the
530 women, 217 were the victims of some kind of violence and out of the 217 victims, 76%
were abused by their intimate partners. More than 50% of the participants, who were physically
and sexually abused by their intimate partners and others, suffered from health problems,
including broken bones and other injuries that needed medical attention, low self-esteem, a high
level of anxiety, depression, sexually transmitted diseases and HIV/AIDS infections (Weir et al.,
2008).

Zierler et al. (2000) conducted a study using a nationally representative probability
sample of 2864 HIV-infected adults who were enrolled in a HIV/AIDS Costs and Service
Utilization Study and were also being treated for HIV/AIDS infection. The sample consisted of
people living with HIV/AIDS and seeking medical treatment, who lived in both rural and urban
areas. This study found that 50% of the participants diagnosed with HIV/AIDS experienced IPV
due to their HIV/AIDS infection (Zierler et al., 2000). Participants in this study were asked two
questions; "Since your HIV diagnosis, have you ever been physically hurt by your partner or
someone important to you?" and (2) "Do you think it (being physically hurt) was related to or
because of your HIV infection?” Zierler et al. (2000) did not specifically examine the effect of
HIV/AIDS status disclosure on IPV.

In another study, Williams et al (2008) examined IPV among African-American women
by administering structural interviews and comparing outcomes as baseline and follow-up at six
months and twelve months. The researchers found that HIV-positive women were more likely to
experience IPV at baseline, and at six months, in comparison to HIV-negative women. The
study did not address if IPV was present before the women were diagnosed with HIV/AIDS.
Also, the HIV-positive women were less educated, had lower incomes and had more symptoms

of depression than the HIV-negative women in the study (Williams et al., 2008).
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Gielen et al (2000a) conducted a study on 310 HIV-positive and 301-HIV negative
women using the mixed method design (qualitative and quantitative). The aim of the study was
to examine the role of the health-care provider on women’s disclosure of HIV/AIDS status,
women’s concerns and experiences about disclosure, women’s experiences of violence, and
the relationship of violence to their diagnosis and disclosure. Participants were recruited from
the urban clinic of a teaching hospital in Baltimore. Women who participated in the study were
18 years or older and 94 % of the participants were African Americans. Results indicated that
46.5% of the participants were offered help from the health-care provider to disclose their
HIV/AIDS status to their intimate partner. Overall, 67% of the women had experienced IPV. Of
the women who had experienced violence, 34 % experienced violence before their HIV/AIDS
status had been determined, 16% experienced violence after the diagnosis, and 17% reported
that they experienced violence both before and after the diagnosis. Also the study found that the
women, whose partners were not infected, were twice as likely to experience IPV (Gielen et al.,

2000a).

2.7 Disclosure of HIV/AIDS status and its relationship to IPV

A few studies have specifically examined how a partner’s disclosure of HIV/AIDS status
related to IPV. To examine the negative outcome of disclosing HIV/AIDS status, Gielen et al.
(2000b) conducted a study at a primary health care clinic and community center. The
participants were 257 HIV-positive women, between 18 and 44, who completed a face-to-face
interview. 92% of them were African-American, 54% of them had less than 12 years of
education, 56% were intravenous drug users, and 30% knew they were HIV positive for more
than five years (Gielen et al., 2000b). This study revealed that 62% of the respondents had
been physically and sexually abused by their partners and significant others (which included
friends, relatives, neighbors) both before and after the disclosure of HIV status and 44% had
experienced negative experiences after the disclosure of their HIV/AIDS status (Gielen et al,

2000). This study focused only on the experience of IPV through the process of disclosure, so it
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was an important source of information on the impact of HIV disclosure. However, the
disclosure was not adequately measured since the women were asked only the broad question
of how many people they disclosed their HIV/AIDS status to. No questions were asked to
assess who they disclosed their HIV/AIDS status to. Also, the authors do not address the
severity and frequency of the violence following the disclosure of HIV/AIDS status.

In an earlier study, Rothenberg, Paskey, Reuland, Zimmerman, and North (1995) also
studied the consequences of disclosing HIV/AIDS status to the client’s partner. The participants
in this study were 136 health-care providers who had at least six years of experience in treating
people living with HIV/AIDS (Rothenberg et al., 1995). The researchers found that that 24% of
health care providers reported that they had clients who had experienced physical violence
following disclosure of HIV/AIDS infection to an intimate partner, 38% of the clients experienced
emotional abuse, and 37% were abandoned by their families. Although this research found that
the IPV occurs after the disclosure of HIV/AIDS status, it did not examine the frequency and
severity of IPV before and after the partner’s notification.

The work of Gielen and others (Weir et al, 2008; Zierler et al, 2000) provides theoretical
and methodological insights for this study. Gielen (2000) uses the theoretical concept of
vulnerability to explain the increase in IPV after disclosure of HIV/AIDS status. She also
contends that, even when the HIV/AIDS infection is disclosed voluntarily, disclosure can result
in IPV. She further argues that those who are HIV/AIDS infected are already vulnerable to
exclusion from opportunities for social and economic mobility and well-being and are thus
extremely vulnerable to IPV. IPV is also strongly associated with lack of power and feelings of
vulnerability. And by being infected with HIV/AIDS infection, women may feel even less powerful
than men, both physically and mentally, and this could considerably increase their vulnerability
to IPV. My study will also look at changes in IPV following disclosure of HIV/AIDS infection, with
a focus on the social support that may reduce women’s vulnerability and prevent them from

being excluded from opportunities for social and economic mobility and well-being. At the
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methodological level, Gielen’'s (2000) study did not attempt to focus on the changes in
frequency and severity before and after disclosure of HIV/AIDS status but she stressed the
importance of obtaining data on severity of IPV under conditions of vulnerability. This study
obtained data on the severity of IPV, in addition to the frequency of IPV and the type of IPV.

The evidence from the various research studies discussed above suggests that
disclosure of HIV/AIDS status increases the IPV experience among women. These studies
focus on the voluntary disclosure of HIV/AIDS infection to a partner. However, none of the
research studies examined how disclosure of women’s HIV/AIDS status to her partner, whether
through voluntary disclosure or health personnel or some other means, relates to the frequency,
type and severity of IPV. More knowledge about the type of IPV, and the frequency and
severity of IPV among HIV/AIDS infected women who disclosed their HIV/AIDS status to their
partner, will likely help in developing programs and interventions to prevent the occurrence of

IPV.

2.8 Limitations of the Research Studies

There is extensive research on both HIV/AIDS and IPV. There are also a number of
research studies which have focused on showing the influence of HIV/AIDS on IPV and on how
IPV influences HIV/AIDS. However, there are a limited number of studies that focus on how
disclosure of HIV/AIDS status leads to IPV. This study will attempt to address some of the
limitations of previous studies. One of the limitations of the research articles reviewed is that
multiple analyses were conducted using the same sample of women. The researchers might
have done that because there is limited access to this special population of people living with
HIV/AIDS. Three studies (Gielen et al, 2000; 2005; McDonnell et al, 2003) used the same data
collected from the participants in Project Wave, (Women and the Violence Epidemic). Further,
there is a possibility that the same samples were recruited for different studies, such as the
women from the HIV/AIDS clinic in Alabama (Lichtenstein, 2005; 2006). The HIV/AIDS clinic in

Alabama provides services to 1200 people living with HIV/AIDS and, of these, 50 women
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participated in the focus group for the above mentioned studies. This poses the threat of
multiple treatment interference. And in order to address this issue the researcher will conduct
this study in an agency in which no similar research studies have been done in the past.

Several studies (Gielen et al, 2000a; McDonnell et al, 2003; Williams et al 2008; Zierler
et al, 2000) examining the relationship between HIV/AIDS and IPV have used convenience
samples of women from shelters and clinics (Gielen et al, 2000; McDonnell et al, 2003;
Rothenberg et al, 1995; Williams et al, 2008) limiting the generalizabilty of the study findings.
However, my study cannot address this issue. Like prior studies, the researcher will use a
convenience sampling. Because there are small numbers of clinics working with people living
with the HIV/AIDS infection, it is not feasible to obtain a large representative sample. Another
reason for choosing convenience sampling is the sensitive nature of the questions being asked.
Convenience sampling will only include those who are willing to answer questions about the
sensitive topics of both HIV/AIDS and IPV.

Another limitation of many of the research studies (McDonnell et al, 2003; Sareen et al,
2009; Tortu et al, 2000; Weir et al, 2008; Zierler et al, 2000) is that they use self-reported data.
As Rubin & Babbie (2008) assert, the response in self-reported data may vary from individual to
individual. Therefore, there is a threat to the validity of the study, because the risk of social-
desirability bias increases (Rubbin & Babbie, 2008). Most of the studies done in the past
(Gielen, 2000; Zierler et al, 2000) collected the information on the experience of abuse by
asking dichotomous questions, which made it difficult for the researchers to measure the
intensity of the problem. My study will also use a self-reported survey. However, since the
standardized instrument will be given out to the client, the researcher will be able to measure
the intensity of the IPV.

Measurement issues across the studies are also a concern. Four of the studies (Coker
et al, 2000; Gielen et al, 2000a; Rothenberg et al, 1995; Wingood et al, 2000) address different

types of abuse (physical, sexual and psychological) separately, whereas other studies
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combined them and two studies (Weir et al, 2008; Wu et al, 2003) defined “recent” abuse as
occurring within the past three and six months while others considered “recent” as abuse
occurring during the past year (Sareen et al, 2009; Teitelman et al, 2008; William et al, 2008 ).
These issues make comparison across studies difficult. In order to overcome these problems,
valid and reliable measures need to be used. My study will use the standardized measure,
which is valid and reliable, and the definition of “recent abuse” will be the experience of abuse in
the past twelve months (Straus et al., 1996).

Studies examining the association between IPV and HIV/AIDS use a cross-section
survey design or longitudinal study design (Beadnell et al, 2000; Sareen et al, 2009; Teitelman
et al, 2008; Weir et al, 2008). The number of longitudinal studies is far fewer than cross-
sectional studies. The researcher found only two longitudinal studies (Fals-Stewart, 2003;
William et al, 2008) that have addressed IPV among the women at risk for or living with
HIV/AIDS. In a longitudinal study, subjects serve as their own control. There is a possibility of a
high rate of attrition (Rubbin & Babbie, 2008) but in-depth information about the intensity of the
problem can be examined, since the researcher gets an opportunity to analyze the data over
time, and the change in the perpetration and experience of violence can be measured. While
there is a great need for more longitudinal studies to be done in this area, the constraints of time

and budget dictate that this study will use a cross-sectional study design.
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CHAPTER 3
THEORETICAL FRAMEWORK

The purpose of this study is to examine how disclosure of a woman’s HIV/AIDS status
relates to the frequency and severity of physical, sexual and emotional IPV she experiences,
and to examine how social support and partner’'s HIV/AIDS status affects the frequency and
severity of IPV she experiences. This chapter will discuss the two theoretical frameworks,
feminist theory and social capital theory that will guide this research study.

Feminist theory offers a well established set of propositions that include the roles of
gender, power and perceived vulnerabilities in explaining several social problems such as
poverty, poor health among women, and IPV. In particular, the theory is well suited to help
understand the causes and the consequences of IPV. Feminist theory also helps in
understanding the women’s vulnerability to IPV as a result of the disclosure of their HIV/AIDS
status. It can help us to identify, how partner’'s HIV/AIDS status relates to the relative power
dynamics that can exist in a relationship and result in IPV.

Gender and power play a key role in the analysis of IPV. Women disproportionately are
victims of IPV and the unequal distribution of power between men and women greatly influence
the dynamics of IPV (Herzog, 2007; Hunnicut, 2009). The two concepts of gender and power
distribution between genders are fundamental to feminist theory.

Social capital theory will also be used to guide this study. Social support, as a variable
has for long been a central concept of social capital theories; Social support is also an important
variable related to IPV. Literature clearly suggests that, having social support from friends and
family considerably enhances individual's personal and emotional skills to deal with current
difficult situations and to handle similar situations in future (Cohen & McKay, 1984). In the

following sections, theories, the feminist as well as the social capital theories are discussed.
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3.1 Feminist Theory

Feminist theory is an outgrowth of the feminist movement. Feminism as a movement
was initiated to ensure the social, political, and economic equality of the women (Drucilla, 1998).
The objective of the feminism was to bring about the gender equality by eliminating oppression
of women. Feminism as a social movement has focused on the empowerment of women by
advocating for legal reforms and policies to fight against oppression (Freedman, 2001) including
rights related to property, voting, abortion, and reproductive justice. The feminist movement has
also long confronted the patriarchal system and the structures that maintain it. It has confronted
the many structures that maintain the unequal distribution of power between men and women
(Drucilla, 1998; Echols, 1989), including the political, economic and educational structures. The
feminist movement has advocated for legal reforms addressing gender discrimination in the
work place, family and education.

Feminist advocates played an active and important role in the battered women
movement (Schechter, 1982). The feminist movement advocated for greater legal protection of
women from being physically, sexually and emotionally abused by their partners (Drucilla, 1998;
Echols, 1989) and they successfully established rape crisis and battered women shelters
throughout the United States (Schechter, 1982). These shelters try to empower women who
have been abused and provide them with services to address their needs. In addition to
advocating for changes in the legal system to safeguard women, feminists assessed the
dynamics of violence differently from other social science researchers by asserting the central
roles of power and gender inequality contributing to women’s vulnerability to IPV. They
examined the social and political factors which led to power differential for men and women.
They explored how social factors influence men perpetrating violence against women (Connell,
1987). Feminists fought against the notion that violence against women is only the matter of the
family and instead argued that violence against women is also a critical social and political

issue.
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The main aim of the feminist theory is to promote women's rights and interests by
understanding, gender inequality, which is considered the root cause for unequal treatment of
women in the society (Chodorow, 1989; Gilligan, 1977). Feminist theory is often divided into
many different categories focusing on specific aspects of women’s inequality in society. Most
commonly, feminist theory is discussed in terms of liberalism, radicalism and socialism
(Sauliner, 1996). Liberal feminist believes that, woman’s equality can be attained through the
regulation of legal and social measures (Callahan, 1993). Liberal feminists actively support
equal right of men and women in society. Radical feminist holds the patriarchy accountable for
the oppression of women and advocates for bringing about cultural rather than political change
to undermine patriarchal social system. Socialist feminists assert that oppression of women is
the result of the overlapping relationship between capitalist system and patriarchal system
(Callahan, 1993). For example, although both socialist and radical feminists supported the
ratification of the Equal Rights Amendment (ERA) introduced in 1972, they based their support
on different bases. Radical feminists supported the ERA to achieve their long term objective of
dismantling the institution of patriarchy. Socialist feminists supported the amendment in order to
gain entry into political institutions and bodies of government while simultaneously advocating
for the reform of capitalist institutions with the objective of weakening power differential between
men and women (Petchesky, 1979). The liberal feminists however, supported the amendment
for improving women’s participation in all realms of society including the political structures. The
liberal feminists unlike the socialists and radical feminists do not perceive capitalists institutions
as barriers to women’s participation in the economy and government (Flexner, 1996). However,
fundamental to all feminist theory is the belief that males have greater power than females
resulting in the exploitation of women. This basic belief is used as a theoretical framework which
guides this study.

Recognition of the patriarchy is an important aspect of feminist theory. Patriarchy has

been defined as “rule by the male head of a social unit” in which the “patriarch, typically a
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societal elder, has legitimate power over others in the social unit, including other (especially
younger) men, all women and children” (Pilcher & Whelehan, 2004, p. 93). Also, patriarchy

promotes and maintains the oppression of women in society as normative (Pilcher et al., 2004).

3.2 Feminist theory and IPV

Feminist theory explains violence, especially IPV, through the concept of the patriarchal
society with a focus on power differences for men and women (Pilcher et al., 2004).

Feminist theory suggests that IPV emanates “from a patriarchal society which promotes
women’s subordinate status in society” (Ruiz-Perez, Mata-Pariente, & Plazaola-Castano, 2006).

Men’s use of power over women in an abusive relationship is promoted by the sense of
supremacy instilled in men through the patriarchal society (Dobash & Dobash, 1979; Yick,
2001). Patriarchal societies socialize men and women to experience and exert power in
dissimilar ways. Men are socialized to be aggressive in order to exert power and execute their
supremacy over women. This promotes gender inequalities, which ultimately leads to IPV,
resulting in men expecting more privileges than women, treating women unequally by
suppressing them, and ultimately controlling them through their physical strength and
domination (Pence & Paymar, 1993; Schechter, 1982).

Feminist activists advocating against IPV suggests that both rigid gender roles and the
acceptance of violence due to the traditional societal norms are the powerful indicators of IPV in
a relationship. This is consistent with the views of Danis (2003), who asserts that IPV is not a
psychological problem, rather it is a structural problem. Feminist theorists assert that variations
in the distribution of IPV across social groups stem from the presence of patriarchal social
structures which promote oppression of women socially, politically, legally, and economically
(Dobash & Dobash, 1979). In general, feminist theorists argue that, by relegating women to
lower social status and power, patriarchal societies perpetuate women’s vulnerability to abuse,

dominance and exploitation. At lower levels of power, women have fewer assets at their
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disposal and poorer access to resources than men (Drucilla, 1998; Echols, 1989) resulting in
high levels of vulnerability to physical and emotional abuse.

Feminist theorists argue that society instills the feeling of supremacy in men, by
devaluing the roles of women both domestically and in public realms. Men are accorded
dominance and power through existing gender values and norms (Echols & Willis, 1990). For
example, societal values and norms suggest that it is more important for men to earn high
wages than for women. This value has led to discriminatory practices and prejudices against
women in the workforce and accounts for the current gender wage gap in the labor market
(Council of Economic Advisers, 1998).

In addition to traditional patriarchal power, other factors such as socio-economic status,
household income, social norms, religious beliefs, and educational level can exert pressure on
women to stay in an abusive relationship and thereby increase their vulnerability to IPV (Spring,
2008). If women are economically and emotionally dependent on their male partners, the fear of
losing these supports can compel women to stay in an abusive relationship (Spring, 2008).
These factors reinforce the dominance and oppression in a relationship, and thereby increase

women’s vulnerability to IPV.

3.3 Women’s Disclosure of HIV Status, IPV and Feminist Theory

Although IPV and HIV/AIDS are common among both males and females, women are
disproportionately affected by these two social problems (CDC, 2007; 2006). “Women’s
subordinate status in society” (Ruiz-Perez et al., 2006, p. 51) and the unequal distribution of
power between intimate partners helps explain the relationship between those diagnosed with
HIV/AIDS and IPV (Thibaut & Kelly, 1959). Power plays an important role in a relationship and
feminist theorists argue that the patriarchal society views men’s aggression over women as a
way to exhibit their supremacy over women (Bograd, 1988; Dobash & Dobash, 1979).

In general, men’s domination of women is likely to increase the likelihood of

vulnerability in almost all aspects of life (health, social, and psychological) because of the higher
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status of men in the patriarchal society. When the extent and intensity of vulnerabilities such as
women’s economic dependencies and HIV/AIDS infection increase, women are more likely to
be victimized by their intimate partner. Men’s dominating disposition increases women’s
vulnerability within relationships (Dobash et al., 1979). Being a woman and having HIV/AIDS
increases one’s vulnerability in general to various physical and mental health issues and the
very fact that the women are infected with HIV/AIDS increases their risk of being abused.

Feminist theory also suggests that when men perceive various vulnerabilities in their
partners, they are more likely to engage in IPV especially when they perceive themselves as
more vulnerable (Yick, 2000). For example, Smith (2008) found that the majority of men
participating in his research study identified their financial insecurities as the main cause of
perpetration of violence. Often times when women are empowered, their male partner feels that
their roles as the head of the family are threatened, and in order to execute their masculine
identity, men perpetrate violence (Smith, 2008). Such values encourage men to perpetrate
violence against their intimate partners, in order to execute control. In a patriarchal society,
men play the role of the head of the family, because they may have more education than their
wives, are economically independent and are the sole bread winner of the family. When this role
as head of the family is threatened due to the lack of resources, men will perpetrate violence to
maintain and restore their sense of supremacy and power over women (Allen & Straus, 1980;
Gelles & Corell, 1990; Goode, 1971).

In particular, when men are not HIV infected, they are more likely to perpetrate
violence against their intimate partner who is HIV infected. Partners’ knowledge of women’s HIV
positive status in general increases the assessment of women’s vulnerability. Research studies
(Rothenberg et al., 1995; Weir et al., 2008; Zierler et al., 2000) suggest that women’s disclosure
of HIV/AIDS status lead to the experience of violence. This may be due to the fact that, as men
perceive women to be more and more vulnerable, they are more likely to perpetrate violence

against their intimate partner. However, when men themselves are infected with HIV/AIDS,
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disclosure of women’s HIV/AIDS status may not increase men’s assessment of woman’s
vulnerabilities relative to their own. When men are not infected, partner's HIV/AIDS status may
elicit IPV because of the threat to ownership of his partner due to suspicions of infidelity. As a
result, this researcher suggests that there may not be an increase in the experience of IPV. On
the other hand if men are HIV positive and have disclosed their HIV/AIDS status to their
partners, then they are more like to perceive themselves as equally vulnerable as women. As a
result they may not execute control over women, thus, decreasing a woman’s vulnerability to

IPV.

3.4 Social Capital Theory

The concept of social capital was first developed by Pierre Bourdieu, a French
sociologist, anthropologist, and philosopher in the 1970s. He defined social capital as “the
aggregate of the actual or potential resources which are linked to possession of a durable
network of more or less institutionalized relationships of mutual acquaintance and recognition”
(Bourdieu , 1986 p. 248). The concept of social capital was supported by Lyda Judson Hanifan's
(Hanifan 1916, 1920), who asserted that society is composed of social entity, which is based on
support, amity, compassion and social interaction. Jane Jacob (1961), James S. Coleman
(1988) and Robert D. Putnam (1993; 2000) were some of the theorists who contributed in
highlighting the importance of social capital in social work and sociological studies.

Various theorists have defined social capital in different ways. For example, Cohen and
Prusak (2001) believe that “social capital consists of the stock of active connections among
people: the trust, mutual understanding, and shared values and behaviors that bind the
members of human networks and communities and make cooperative action possible” (p. 4).
Putnam (2000) considers that “social capital refers to connections among individuals—social
networks and the norms of reciprocity and trustworthiness that arise from them.” (p. 19).
Putnam (2000) asserts that social capital is important for the welfare of individuals in the

community due to the following reason:
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(1) “social capital allows citizens to resolve collective problems more easily; (2) social
capital “greases the wheels” that allow communities to advance smoothly; and (3) social
capital is widening our awareness of the many ways in which our fates are linked” (pp.
288-90).

Social Capital theory is very broad in nature and can be conceptualized as extensively
as anything encompassing social relation. Human capital, family social capital, personal capital,
emotional capital, community social capital, economic social capital, political capital, and
cultural capital are some of the terms used in the literature to describe social capital. Social
Capital is a multifaceted pragmatic theory which can be understood in many different ways.
Therefore, it is necessary that a researcher determine what aspect of social capital will be
examined (Harpham, Grant, & Thomas, 2002).

In order to narrow down the broad concept of social capital, it has been classified into
various categories such as structural social capital and cognitive social capital. Social structural
capital promotes the joint approach of the group to support the individual through networks,
roles, policy, actions and models (Krishna & Uphoff, 1999). Cognitive social capital provides
support to individuals through shared beliefs, values, attitude and norms (Krishna et al., 1999).
According to Putnam (2000) social capital can be classified into informal social capital and
formal social capital. Informal social capital is the way in which the individuals communicate and
establishes the relationship with each other and formal social capital is the amount of time and
effort that individuals invest in community activities (Putnam, 2000). Bonding social capital and
bridging social capital are other two classification of social capital (Onyx & Bullen, 2000).
Bonding social capital is the type of support usually found among individual in rural communities
wherein strong mutual support is found among community members both as well as among
group members and community leaders. Bridging social capital is more common among the
people from the urban communities wherein the group members easily accepts each other and

are more tolerant toward the outsiders (Onyx et al., 2000).
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3.5 Social Capital and IPV

Social capital theorists argue that social capital helps in restoring the psychological and
biological wellbeing of an individual (Coleman, 1988; Putman, 2000). This is critical for the many
women who are diagnosed with HIV/AIDS every year. Putman (2000) also pointed out that
individuals experiencing trauma are more likely to handle the situation better, if they have high
levels of social capital. Social support not only provides psychological resources to individuals,
but will also help them in overcoming emotional hurdles (Cohen & McKay, 1984). People having
high level of social support will sustain their skills of handling difficult situation into the future
(Cohen & McKay, 1984). Research also indicates that women with high level of social support
are less likely to experience violence (Coker et al., 2003).

Another study was conducted to examine the role of social support in reducing the
negative impact of IPV (Coker et al., 2003b). The sample of the study was 191 women
experiencing IPV. Results indicated that women who scored high on emotional support were
more likely to have better physical and mental health as oppose to those who had lower level of
emotional support (Coker et al., 2003b). Thus women with high level of social support are less

likely to experience adverse consequences of IPV.

3.6 Feminist Theory and Social Capital Theory

Feminist theory supports the use of social capital theory in assessing women’s
experiences with IPV. Feminist theories view social support from others, women in particular,
as an important and useful protective resource for women and it is particularly an important
resources against IPV (Davis et al., 2001). Social support is the “belief that one is cared for and
loved, esteemed and valued, and belongs to a network of communication and mutual
obligations” (Cobb, 1976). As social support and the availability of various kinds of resources
from members of social networks women belong to increases, women are less likely to be
viewed as isolated targets for violence in a relationship (Davis, Taylor, & Furniss, 2001) and
less likely to experience violence (Baumgartner, 1993; Cooney, 1998). Research studies on IPV
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consistently find that perpetrators try to remove women from their social support systems.
Perpetrators isolate their intimate partners from their friends and relatives to gain control over
the relationship (Eisikovitis, 1996). The prevalence of IPV is more likely to be higher among

couples who are independent and isolated from their friends and family (Cooney, 1998).

3.7 Additional Factors

There are other factors such as income, marital status, education and race/ethnicity
which affect the relationship between disclosure of women’s HIV/AIDS status and IPV. Given
the focus of this dissertation, on three selected independent variables; disclosure of women’s
HIV/AIDS status, partner’s HIV/AIDS status, and social support, other factors such as income
known to influence IPV will be controlled. Research studies on IPV among the HIV/AIDS
infected women usually use factors such as marital status and income as controls (Gielen et al.,
2000; Rothenberg et al., 1995; Weir et al., 2008; Zierler et al., 2000).

3.7.1 Income

Feminist theory suggests that access to and availability of resources influences the
likelihood of IPV. Women belonging to low socio-economic status are disproportionately
affected by both IPV and HIV/AIDS (CDC, 2005; Jewkes, 2002; Coker, 2007; Benson et al.,
2004; Cunradi et.al., 2002; Collier et al., 2003). Men perpetrate IPV, due to the fact that, women
are economically dependent and feminist believes that men perpetrate violence due to the
institutionally sanctioned power which allows them to economically, physically, sexually, and
emotionally dominate their intimate partner (Pence & Dasgupta, 2006).

Moreno et al. (2002) found that poverty is an important risk factor for perpetrating
violence against women. The stress associated with poverty increases the women’s risk of
experiencing abuse. Straus and his colleagues assert that the economic dependence on men is
the main factor contributing towards the high rates of IPV (Straus, Gelles, & Steinmetz, 2006).

This supports the feminist perspective that women are oppressed due to the institutionalized
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disparity which is influenced by factors like income, age, gender, and race which leads to the
occurrence of violence in a relationship (Gil, 1985).
3.7.2 Marital status.

Another factor which plays an important role in assessing the women’s experience with
IPV is their marital status. Feminist approach suggests that cohabiting men are more likely to be
violent than married men, because they tend to adhere to patriarchal ideology (Ellis, 1989).
Research studies have consistently indicated that the rate of violence is higher among
cohabiting couples then married couples (Kenney and McLanahan, 2006; Laub & Sampson,
2001; Sampson et al., 2006).

Lenton (1995) explained how feminist theory, marital status and violence are correlated
to each other. He asserted that men who are in cohabiting relationship are more likely to
perpetrate violence against their intimate partner due to lack of sense of unions, ownership,
power and control which the marriage license might provide to married man and hence men
who are in marital relationship are less like to perpetrate violence, since they have this feeling of
ownership (Lenton, 1995).

Feminist theory argues that men in general have more power than women, due to the
patriarchal societal norm (Pilcher & Whelehan, 2004; Ruiz-Perez, Mata-Pariente, & Plazaola-
Castano, 2006). The differential power relationship between men and women becomes
institutionalized through marriage. Women and men accept the power differential
institutionalized in society. However, research studies find that the prevalence of violence is
higher among the couples who adhere to the power differential relationship in the marriage and
do not maintain egalitarian relationships whereas if couples maintains an egalitarian relationship
and reject the gendered power differentials then there is less likelihood of experiencing IPV

(Black, 1990; Cooney, 1998).
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3.7.3 Education

Feminist theory suggests that women who have higher levels of educations are more
likely to be empowered and knowledgeable about protecting themselves and safeguarding their
physical security than women with less education (Hornung, McCullough & Sigimoto, 1981).
Research studies in the past have indicated that women whose educational attainment is higher
than that of her partner are more likely to experience IPV (Hornung et al., 1981). MacMillan and
Gartner (1999) found that men who were unemployed were more likely to perpetrate violence
against a partner who was working. Women who are empowered are less likely to experience
violence (Krishnan, 2005). Thus, a woman’s high level of education can also serve as a
protective factor. As a woman’s ability to critically assess her environment increases, she is
more likely to make decisions that will protect her from bodily harm and preserve her integrity.
Educated women have more options in life and greater ability to support themselves and thus
are more likely to leave an abusive relationship. Thus, husbands may have more value and
respect for his educated partner (Diop-Sidibe, 2001; Hoffman, Demo, & Edwards, 1994).
3.7.4 Ethnicity

Cultural values that support men’s domination over women encourages IPV. Feminist

literature suggests that level of IPV may vary across social groups depending upon the extent of
sub-cultural support for violence (Collins, 1991; Crenshaw, 1994; Zinn & Dill, 1996). Though the
level of IPV experienced may vary due to other variables such as income and education, it is
likely that there is small but significant proportion of women experiencing IPV because of their
ethnic cultural socialization into domesticity (Collins, 1991; Crenshaw, 1994; Zinn & Dill, 1996).
Feminist researchers argue that gender, minority group, and social class are closely
interrelated. Benson et al. (2000) asserts that African American and Hispanics are highly
affected by poverty and this elevates their vulnerability to violence (Benson, Fox, Demaris, &
Van Wyk, 2000; Crenshaw, 1994). Although IPV is common among women belonging to all

racial or ethnic backgrounds (West, 1998), but both African American and Hispanic women
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have a unique history in this country as social groups that have experienced discrimination and
prejudice, which may contribute to their feeling of powerlessness and this in turn may increase
their vulnerability to IPV (Collins, 1991; Crenshaw, 1994; West, 1998).

Women from some minority group are raised with patriarchal social values which affect
their perception and tolerance of IPV (Benson et al., 2000). They may be brought up with the
notion that men are superior to them and they need to sacrifice and make compromises in order
to maintain their marital relationships. These stereotypes reinforce womens’ oppression in the
society and increase their vulnerability to IPV (Collins, 1991; Crenshaw, 1994; Zinn & Dill,

1996).

3.8 A Theoretical Model of Intimate Partner Violence (IPV) for Women with HIV/AIDS.

The proposed model examines the direct effects of three variables, women’s disclosure
of HIV/AIDS status, partner's HIV/AIDS status and social support on frequency/severity of
physical sexual and emotional IPV. Establishing the significance of the direct effects of the
partner's HIV/AIDS status and social support on IPV is necessary to investigate their
consequences such as mediating or interactional effect on IPV. This study attempts to

empirically assess the presence of the direct effects.
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Control Variables
Income
Marital Status
Education
Race/Ethnicity
Substance Abuse

Figure 1: A Theoretical Model of Intimate Partner Violence (IPV) for Women with HIV/AIDS.
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CHAPTER 4
RESEARCH DESIGN AND METHODS

In this chapter, the design and methodology of the study will be explained. First, the
research questions and hypotheses of the study will be stated and independent and the
dependent variables will be operationalized. Next, the study’s settings, sample size
determination, sampling technique, procedures for recruiting the sample and the instruments to
be used in the study will be discussed. The validity and reliability of the measures will be
discussed. Lastly, the statistical approach will be described.

The present study used a survey design and a non-probability purposive sampling. Use
of purposive sampling methods enabled the researcher to access the specific targeted
population of those women who have been diagnosed with HIV/AIDS who were not otherwise
readily and publicly identifiable and accessible. The participants in this research were women
living with HIV/AIDS who received services from HIV/AIDS Outreach Center in Fort Worth
Texas. The inclusion criteria required the participants to be a woman infected with HIV/AIDS,

aged 18 years or older, and having a partner identified as being intimate.

4.1 Research Questions

This study was guided by the following research question:-
1. How does a disclosure of women’s HIV/AIDS infection influence the frequency and
severity of physical, sexual and emotional violence she experiences?
2. How do levels of social support influence the frequency and severity of physical,
sexual and emotional IPV among women who are HIV/AIDS infected.
3. How does a partner’s HIV positive status influence the frequency and severity of

physical, sexual and emotional violence women experiences?
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4.2 Hypothesis

1. Disclosure of women’s HIV/AIDS status increases the frequency and severity of
physical, sexual and emotional IPV that she experiences.

Rationale: This hypothesis is based on feminist theory that suggests that women’s lack of power
relative to that of a man increases her vulnerability to physical, social and emotional abuse.
HIV/AIDS infection is perceived as major barrier to one’s capabilities to function due to the
associated physical and mental health consequences. The disclosure of HIV/AIDS status is
likely to increase IPV due to the fact that the partners of women who are not HIV/AIDS infected
may try to exert greater power and control over them due to her vulnerability and lack of power.
In addition, from a feminist perspective, if a man perceives his partner contracted HIV/AIDS
through another relationship, his lack of control over his partner’ body and her sexuality, is likely
to result in IPV.

2. The greater the level of social support of women with HIV/AIDS infection has, the
lower the frequency and severity of physical, sexual and emotional IPV that she will
experience.

Rationale: This hypothesis is based on social capital theory that suggests that as women’s
access to social support increases, they are less likely to be isolated and vulnerable. They will
have greater power in relationships. Presence of social support is likely to encourage women to
exercise their rights as individuals and access social resources to protect herself. High levels of
social support may result in decreasing women'’s vulnerability to abuse.

3. Women whose partner’s are not infected with HIV/AIDS are more likely to
experience higher frequency and severity of physical, sexual and emotional IPV
compared to those whose partners’ are HIV/AIDS infected.

Rationale: This hypothesis is based on feminist theory that suggests that patriarchal sources of
power and control play a major role in most acts of abuse and dominance over women. Men

without HIV/AIDS are more likely to perceive their own partners with HIV/AIDS as being limited
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in their ability to assert power and protect themselves from abuse. The perceived gap in power
between the intimate partners is likely to increases men’s ability to engage in IPV. Furthermore,
men’s perception of infidelity as a source of women’s HIV/AIDS infection is likely to result in

IPV.

4.3 Operationalization of variables

4.3.1 Dependent variable: IPV

The dependent variable for this research was IPV experienced by women living
with HIV/AIDS. IPV was operationalized as the frequency and severity of physical, sexual
and emotional violence experienced by women living with HIV/AIDS. As described in the
measurement section, CTS-2 (1996) survey measured the frequency of physical, sexual
and emotional violence experienced by women living with HIV/AIDS in the past year. Also
the severity of the violence experienced by women in the past year was measured by the
consequence subscale, of CTS-2 (1996). The experience of violence among women was
measured by examining the frequency and the level of severity of physical, sexual, and
emotional violence experienced by women both before and after her HIV/AIDS diagnosis.

4.3.2 Independent variables

4.3.2.1 Disclosure of women HIV/AIDS status
Respondents were asked how the respondent contracted HIV/AIDS and when

did they disclose their HIV/AIDS status to the partner.

4.3.2.2 Partner’s HIV/AIDS status
Respondents completed the questions on their partners’ HIV/AIDS status. This

included the information about the partner’s diagnosis and risky sexual behaviors.

4.3.2.3 Social support
Social support was operationalized as an amount of perceived social support

received from friends, family and significant others. Respondents were asked to assess
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their perceived level of social support on the seven point likert scale ranging from strongly
disagree to strongly agree (Zimet et al., 1988).

4.4.3 Control variables

4.4.3.1 Income
Income was measured by asking the respondents about their total income and
their partners’ total monthly income for the past twelve months. Respondents were asked

to choose the level of income from the seven categories listed.

4.4.3.2 Race/ethnicity
Respondents were asked to choose their ethnicity by selecting from the list of

categories provided.

4.4.3.3 Education.
Respondent were asked to choose the highest level of education attained from

the categories listed.

4.4.3.4 Substance abuse
Participants were asked tocomplete the CAGEAID questionnaire (It is a four item
scale developed by Brown and Round in 1995. This scale was used to determine

whether the respondent had a substance abuse issue in her life or not.

4.4.3.5 Marital Status
Respondents were asked to respond whether they are married, divorced,

separated, cohabiting, widowed or single (never married).

4.5 Setting
Data was collected from the AIDS Outreach Center of Fort Worth, located in the DFW
metroplex, working for people living with HIV/AIDS. AIDS outreach center is located in Fort

Worth, Texas, and is one of the leading organization in Tarrant and seven surrounding rural
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counties serving the people living with HIV/AIDS infection. The mission of the agency is to
educate the public about HIV/AIDS prevention and to advocate for the HIV/AIDS policy. AIDS
Outreach Center (AOC) is community-based organization founded in 1986 as the Fort Worth
Counseling Center. The agency was founded by Tarrant County's gay and lesbian community
to help provide mental health and legal support for those suffering from HIV/AIDS. AOC is one
of the highly used non-medical referral destination for people living with HIV/AIDS infection.
Annually, it serves approximately 1,900 people living with HIV/AIDS in Tarrant County and
surrounding areas (retrieved on 06/05/10 from http://www.aoc.org/about.asp).

Services provided by AOC are mental health counseling, support groups, the Sandy
Lanier Nutrition Center and nutritional counseling, the Geisel-Morris Dental Clinic, youth
services, minority outreach, case management, legal assistance, transportation, housing,
emergency assistance, insurance continuation program, information line, community education
and prevention services, including confidential and anonymous testing for HIV/AIDS and
Syphilis, HIV negative and HIV positive prevention programs (retrieved on 06/05/10 from

http://www.aoc.org/services.asp).

4.6 Sample size

The researcher recruited 64 women living with HIV/AIDS. The sample size was
determined by using Statistical Power analysis. Statistical Power is “the ability of a statistical
test to detect a false null” (Rosenthal, 2001, p. 304). Cohen (1992) asserts that there are five
important factors which need to be taken into consideration in order to perform the Statistical
Power Analysis. Sample size determination using power analysis is now widely accepted as a
reliable method to reduce several types of problems which bias the estimates of the effects of
independent variables on outcomes (Milton, 1986).

It is important to pre-determine the value of significance level, the effect size, preferred
power and the estimated variance to calculate the sample size (Cohen, 1992). This study used

significance level of .05 for all statistical tests. There are three standardized effect size namely
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small, medium and large depending on the type of statistical analysis that will be used for the
study (Cohen, 1992), the medium value of effect size was used for the purpose of this study.
Since this study used multiple regression analysis the medium effect size value (f2 =.15) was
used as Cohen stated that for the purpose of regression analysis, medium effect size is an
appropriate choice. The value of medium effect size was used because Cohen emphasized that
a medium effect size may indicate an effect that would probably be “visible to the naked eye of
a careful observer” (Cohen, 1992, p156). The statistical power of .80 was be used as Cohen
(1992) and Rosenthal (2001) specified it as appropriate value for studies using regression
analysis. Using Milton’s (1986) statistical equation, a sample size of 64 was needed to find a
medium effect size.

Sample size was determined by using the following equation for statistical power
analysis which was suggested by Milton to calculate sample size for studies using multiple

regressions:

n=k+1+~£(1-R)
Arj2

Before conducting the research, formal written approval was obtained from the AIDS
Outreach Center. The researcher met Ms. Shawna Stewart, Director of the Mental Health
Services for AIDS Outreach Center of Fort Worth to discuss the research project and the
possibility of conducting the study in the agency. The agency gave the approval to conduct the
research study (See Appendix B). The researcher received a formal letter of support from the
agency stating that the researcher has been allowed to conduct the research in the agency. The
research proposal and its formal letters of support were submitted to the Institutional Review
Board (IRB) at the University of Texas at Arlington, Arlington, Texas. The IRB approved the
research proposal. After the IRB approval the participants were recruited from the agency.
4.6.1 Recruitment procedure

The research participants were recruited from AIDS Outreach Center of Fort Worth

Texas. Recruitment procedure is described in the following section. The recruitment effort was
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discussed in detail with the agency’s supervisor. She supported these recruitment procedures
as the most effective method to recruit participants and carry out data collection.

People coming in to the agencies seeking regular services initially learned about the
study through the flyers attached in a bulletin board located in the waiting lounge. However,
flyers were available for distribution to intake counselors working at the center. The researcher
left the flyers in each of the counselor's room and at the reception desk. The flyer and survey
are in Appendix (Appendix B). The flyer had the information about the research study.

The agency offered the researcher to use an available room to collect data. Interested
participants were directed to the room. The room in the agency had a round table and several
chairs. It was sufficiently large for more than one person to complete a survey in privacy. The
participants completed the survey in that room. The researcher was also present in the room.
When the research participant walked into the researchers’ room, the research participant was
first greeted by the researcher and then asked if she is interested to participate in the research
study. If the client met all the inclusion criteria and was interested in participating,. They were
told that participating in the research was completely voluntary, and if they felt uncomfortable
answering the questions in the survey they could discontinue their participation. They were also
made aware that if they decide not to participate in the research study, their services from the
agency will not be affected. After explaining them in detail about the research and the content in
the consent form, they were asked to read the consent form again and the they were asked to
sign in the consent form. After which they were asked to complete the survey. Researcher had
let the participant know that she will be available to answer any of their questions with regards
to the research study.

The self-administered survey took about 20-25 minutes for the research participant to
complete. The research participants were asked to place their completed surveys in an
envelope provided by the researcher and place it in the box provided by the researcher. The

completed surveys were collected by the researcher every day. Upon the placement of the
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completed survey in the box the research participant received a $10 gift card in appreciation of
their time and effort in completing the survey. The researcher maintained a list of the names of
people who completed the survey and received the gift card to ensure that each participant
received one gift card.

Like most research studies, the present study required that people reveal personal
information about themselves. The investigator made every attempt to make the study as
unintrusive as possible. All participants voluntarily participated in the study. They were informed
that they can withdraw at any time. Confidentiality was ensured. Participants were informed of
the steps taken to ensure confidentiality. Participants were informed of the purpose of the study.

The researcher replaced each participant’s name with a random number. The
researcher maintained a confidential list of the names of the participants with the assigned
random number. This list was kept in a locked file cabinet only accessible to the researcher and
supervising professor.

The agency was open on all the five days in the week. Monday and Thursday it was
open from 8:30 to 5:00p.m, Tuesday and Wednesday it was open from 8:30 to 6:00 p.m. and
on Friday it was open from 8:30 a.m. to 4:00p.m. The researcher was present in the agency
during the open hours from Monday through Friday to recruit the participants for the research
study. Agency records indicated that about 85-95 clients come to the agency each week. The
supervisor in the agency estimated that the researcher could recruit the 64 research participants
in less than one month.

4.6.2 Instruments

This study used a survey method. Rubin and Babbie (2009) states survey methods are
especially useful when describing the characteristics of a larger population (Rubin & Babbie,
2009). Since the study was being conducted with the population of women living with HIV/AIDS
and due to the sensitive nature of the questions, it was assumed that the participants of the

study would be most comfortable using the self-administered survey. Therefore, a self-
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administered survey method was used. The following survey instruments were used in the
study: (1) Revised Conflict Tactic Scale (Straus et al., 1996), (2) The Multidimensional Scale of
Perceived Social Support MSPSS (Zimet et al., 1988), (3) HIV/AIDS Questionnaire, (4) CAGE-
AID (Brown and Round,1995) and, (5) a demographic questionnaire. Table 1 illustrates how
each of these measures examines the variables of this research study. Also Table 2 will
illustrate the different types of instruments and their level of measurement and its relevance to
the study. A copy of the survey and cover letter are included in AppendixB.

Table 1: Constructs, Variables, and Measures

Constructs and Variables Measures
Age, Marital Status Demographic Questionnaire
Education

Husband’s Income
Wife’s Income
Ethnicity
Employment Status

HIV/AIDS HIV/AIDS Questionnaire
HIV/AIDS status

Date of diagnosis

Partner’s HIV/AIDS status

Partner’s date of diagnosis

Disclosure of women’s HIV/AIDS status

How was the disclosure made

When did the partner became aware of women’s HIV status.

Intimate Partner Violence Conflict Tactic Scale (Straus et al.,
Physical Violence 1996)

Psychological Aggression

Sexual Violence

Social Support The Multidimensional Scale of
Support from friend Perceived Social Support (Zimet
Support from family et al., 1988)

Support from significant other
CAGE-AID (Brown and
Screening tool for substance abuse Round,1995)
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4.6.2.1 Demographic characteristics
Basic demographic characteristics which includes, education, ethnicity, income, age,
marital status and employment data was obtained by using items from demographic

questionnaire.

4.6.2.2 HIV/AIDS Questionnaire

A short instrument developed by the researcher was used to gather the data on the
participant’s and their partner’'s HIV status, mode of contraction and the length of time since
their diagnosis. It also asked whether the women have disclosed her HIV/AIDS status to her
partner or not, how the partner learned about women’s HIV/AIDS status and when was the

disclosure made. Lastly, it asks how the women contracted HIV/AIDS.

4.6.2.3 Conflict Tactic Scale

This instrument was first developed by Straus el al., in 1979 and it was revised in 1990
again. Conflict Tactic Scale measures the extent of Intimate Partner Violence experienced by
married, dating or cohabiting couples. For the purpose of this research Revised Conflict Tactic
Scale CTS-2 (1996) was used. CTS-2 (1996) consists of 39 pairs of items. Each item in the
scale is duplicated to measure both the perpetration and victimization. It has four subscales
namely Psychological Aggression, Physical Assault, Sexual Coercion and Consequence
(Straus et al., 1990). Since this studyexamined the selected determinants of IPV on women
living with HIV/AIDS and it also examined the frequency and severity of the physical, sexual and
emotional violence experienced by women after the disclosure of her HIV status, therefore only
39 items were used to measure the intimate partner violence experienced by women. And the
respondents were asked to fill out their experience with violence both before and after the
diagnosis of their HIV/AIDS status. For the purpose of this study, only four subscales were used
because these subscales helped in measuring the physical, sexual and emotional abuse
experienced by women living with HIV/AIDS infection, also the purpose of using the

consequence was to measure the severity of physical injury experienced by women living with

63



HIV/AIDS infection. The four sub-scales were as follows: - Psychological Aggression, Physical
Aggression, Sexual Coercion and Consequences.

Psychological Aggression subscale measured psychological aggression perpetrated or
experienced by the intimate partner (8 items, e.g., “I destroyed something belonging to my
partner”, and “My partner did this to me”, “I called my partner fat or ugly” and “My partner called
me fat or ugly”, “I shouted or yelled at my partner” and “My partner did this to me”) (Straus et al.,
1990).

Physical Assault subscale measured the physical assault perpetrated or experienced by
the intimate partner (8 items, e.g., ‘| pushed or shoved my partner” and “My partner did this to
me”, “I slammed my partner against a wall and “My partner did this to me”) (Straus et al., 1990).

Sexual Coercion subscale measured the sexual assault perpetrated or experienced by
the intimate partner (7 items, e.g., “l used force (like hitting, holding down, or using a weapon) to
make my partner have oral or anal sex” and “My partner did this to me”, “I| made my partner
have sex without a condom” and “My partner did this to me”) (Straus et al., 1990).

Consequence subscale measured the physical injury and severity of abuse experienced
by the intimate partner. Items in the scale were categorized to measure the mild or severe
violence (6 items, e.g., “l threw something at my partner that could hurt” and “My partner did this

to me”, “I had a sprain, bruise, or small cut because of a fight with my partner” and “My partner

had a sprain, bruise, or small cut because of a fight with me”, “I used a knife or gun on my
partner” and “My partner did this to me”, “I passed out from being hit on the head by my partner
in a fight”, “My partner passed out from being hit on the head in a fight with me”, “l went to a
doctor because of a fight with my partner and “My partner went to a doctor because of a fight
with me”).

The frequency of each item in the scale was scored by using the eight point likert scale

which ranged from "never, once, twice, 3-5 times, 6-10 times, 11-20 times, more than 20 times,

or not in the past year but it did happen before". A Likert scale is a psychometric scale widely
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used in surveys and questionnaire. It usually consists of the scale ranging in ascending or
descending order. The participant in the research usually specifies their agreement to the
statement by choosing the numbers which they feel were appropriate response (Babbie, 2005).
Conflict tactic scale was scored by adding the midpoints for the response categories
chosen by the participant. The midpoints was the same as the response category numbers for
Categories 0, 1, and 2. For Category 3 (3-5 times) the midpoint was 4, for Category 4 (6-10
times) it was 8, for Category 5 (11-20 times) it was15, and for Category 6 (More than 20 times in
the past year) 25 was used as the midpoint. Response Category 7 ("Not in the past year, but it
did happen before") was used in two ways: (a) When scores for the previous year was desired
(the usual use of the CTS), Category 7 wasscored as 0; and (b) Category 7 was used to obtain
a relationship prevalence measure of physical assault-that is, did an assault ever occur?
Respondents who answer 1 through 7 were scored as 1 (yes). Here higher score indicated
increased level of violence (Straus et al., p. 305, 1996). Revised Conflict tactic Scale has
demonstrated good internal consistency of alpha (a) ranging from .79 to .95, test-retest
reliability (Straus et al., 1996). Adequacy of the construct validity of this is scale has been

demonstrated by previous studies (Straus et al., 1996).

4.6.2.4 The Multidimensional Scale of Perceived Social Support (MSPSS)

This instrument was first developed by Zimet et al., (1988). It measures perceived
support from family, friends, and a significant other. MSPSS (1988) consists of 12 items. It has
three subscales namely family support, friend support and significant other support, but for the
purpose of this study social support was used only as composite measure and the types of
support was not examined separately. Since this study is examining how social support relates
to the frequency and severity of the violence experienced by women after the disclosure of
women’s HIV/AIDS status, therefore all the 12 items was used to measure the social support

among women living with HIV/AIDS (Zimet, et al., 1988).
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Support from family subscale measures perceived support received from the family
members (4 items, e.g., “My family really tries to help me”, and “I get the emotional help and
support | need from my family”, “| can talk about my problems with my family” and “My family is
willing to help me make decisions”) (Zimet et al., 1988).

Support from friend subscale measures the support received from friends (4 items, e.g.,
“My friends really try to help me” and “I can count on my friends when things go wrong”, “I have
friends with whom | can share my joys and sorrows” and “I can talk about my problems with my
friends”) (Zimet et al., 1988).

Support from significant other subscale measures the support received from significant
other (4 items, e.g., “There is a special person who is around when | am in need” and “There is
a special person with whom | can share my joys and sorrows”, “I have a special person who is a
real source of comfort to me.” and “There is a special person in my life who cares about my
feelings” (Zimet et al., 1988).

Each item in the scale was scored by using the seven point likert scale which ranged
from "very strongly disagree, strongly disagree, mildly disagree, neutral, mildly agree, strongly
agree, and very strongly agree ". Higher scores indicated increased levels of social support
(Zimet et al., 1988). The Multidimensional Scale of Perceived Social Support has demonstrated
good internal consistency of alpha (a) ranging from .89 to .93, test-retest reliability, and

construct validity (Zimet et al., 1996).

4.6.2.5 CAGE-AID (1995)

This instrument was developed by Brown and Round in 1995. It consists of 4 items. This
instrument screened the respondents’ for their drug and alcohol use problem. The CAGE -AID
is valid and reliable measure. Its reliability score ranges from .80 to .90. This instrument has
established a good concurrent and divergent validity (Leonardson et al., 2005). Each of the 4

items in the scale has a dichotomized response that is either “yes” or “no”. See Appendix A.
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Table 2: Table Showing the Surveys Used

Level of
Measure Relevance to Study Measurement Purpose in Analysis

Demographic This instrument Nominal and It helped in assessing the

Scale helped in gathering Interval/Ratio  total samples and was used
the demographic to test the hypotheses.
information of the However, income ethnicity
participants. was used as independent

variable.
HIV Questionnaire This instrument Ordinal and It served as an independent

Conflict Tactic
Scale

The Multi-
dimensional Scale
of Perceived
Social Support

Substance Abuse
Screening Tool

gathered the
information about the
participant’s and their
partner’s HIV status,
disclosure, mode of
contraction and the
length of time since
their diagnosis.

This instrument was
used to gather the
information on the
extent of Intimate
Partner Violence
experienced by
women living with
HIV/AIDS.

This instrument was
used to gather
information on the
social support
received from
friends, family and
significant other.

This instrument was
used to gather
information on the
uses of alcohol and
illicit drugs by the
participants.

Interval/Ratio

Interval/Ratio

Interval/Ratio

Categorical

variable and helped in
finding if partner’s
awareness of women’s HIV
status predicts Intimate
Partner Violence.

It served as a dependent
variable in the analysis of
frequency and severity of
Intimate Partner Violence
experienced by women after
their partner became aware
of their HIV status.

It served as an independent
variable which helped in
finding if social support
predicts of IPV.

It served as the control
variable.

4.7 Data Analysis

The data was collected and entered into the Statistical Package for the Social Sciences
(SPSS19). The data was analyzed by using various statistical processes. First the preliminary
analysis was done to obtain descriptive statistics of the data. The descriptive information
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included frequencies, percentages, means, and standard deviation of the demographic
variables and the major variables of the data. Secondly, paired sample t-test was used to
compare the means of IPV experienced by women before and after the diagnosis of HIV/AIDS
infection. Finally the multivariate analysis was done by using one of the most rigorous statistical
techniques called Multiple Regression in SPSS 19.

Multiple regressions, is a statistical method that helps us in learning about the
relationship between several independent or predictor variables and a dependent or criterion
variable (Allison, 1999). IPV was the criterion variable that waspredicted in this study and it was
measured on continuous scale.

The predictor variables like partner HIV/AIDS status, partner's mode of contraction,
disclosure of women’s HIV/AIDS status, income and ethnicity was used to examine which
indicator will predict the frequency and severity of IPV. As multiple regressions analysis requires
at least five cases per independent variable (Allison, 1999). This study met the criteria of having
five or more cases for each independent variable. The sample size determined through power
analysis for the purpose of this study is sixty four; therefore multiple regression analysis was

used to analyze the data.
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CHAPTER 5

FINDINGS

5.1 Demographic Characteristics

A total of 64 women living with HIV/AIDS and seeking services from the AIDS Outreach
Center of Forth-Worth agreed to participate in the study. As presented in Table 3, the average
age of the research participants was 46.2 years (9.8%) at the time they filled out the survey.
African-Americans (51.6%) represented the largest racial minority group in the total sample
followed by European-Americans (29.6%), Hispanics (10.9%), Native Americans (4.7%) and
others (3.1%).

One third (34.4%) of women in the study were separated/divorced; 29.6 % were
married, 18.8% were never married, 12.5 % were cohabiting and 4.7% were widowed. A
majority of the women (60.9%) had earned a high school diploma (GED); 17.7 % had an
associate degree and 4.3% had a bachelor's degree, and 17.2% did not have any degree.
Comparatively, women’s partners were more educated than women; 68.8% of the women’s
partners had high school diploma, 10.6% had an associate degree, 4.7% had a bachelor’s
degree, 3.1 % had a master’s degree, and only 12.5% did not have any kind of degree.

More of the women (34.2%) were unemployed than men (18.8%). Many of the men
(40.6%) were employed full time, compared to only 15.6% of the women. More men (20.3%)
than women (15.6%) were working part time. Equal percentages (10.9%) of men and women
were retired. A large number of the women (85.9%) earned less than $20,000 per annum and
only 14.1% of the women earned a yearly salary between $20,001 and $35,000. Similarly
73.4% of the men earned less than $20,000 per year; 10.9 %t earned $20,001-$35,000, 9.4%

earned $35,001 -$50,000, 1.6% earned $50,001- $65,000, 1.6 % earned $65,001-$80,000 and
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3.1% earned more than $95,000. Results indicate that the men’s level of income was

comparatively higher than that of the women’s but the differences were not significant.
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Table 3: Descriptive Statistics for Demographic Variables (N = 64)

Variable M Median Mode SD
Age 46.2 47 48 9.8
N %
Race/Ethnicity
European-American 19 29.6
African-American 33 51.6
Hispanic 7 10.9
Native-American 3 4.7
Others 2 3.1
Marital Status
Married 19 29.6
Widowed 3 4.7
Separated/Divorced 22 34.4
Never Married 12 18.8
Cohabitating 8 12.5
Women’s Education
High School Diploma (GED) 39 60.9
Associate Degree 11 17.7
Bachelor’'s Degree 3 4.7
Master's Degree 0 0
None of the above 11 17.2
Male Partner’s Education
High School Diploma (GED) 44 68.8
Associate Degree 7 10.6
Bachelor’'s Degree 3 4.7
Master's Degree 2 3.1
None of the above 8 12.5
Women’s Employment Status
Working full time 10 15.6
Working part time 10 15.6
Unemployed 22 34.4
Retired 7 19.0
Stay home mom by choice 9 141
Disabled 6 9.4
Male Partner Employment Status
Working full time 26 40.6
Working part time 13 20.3
Unemployed 12 18.8
Retired 7 10.9
Stay home father by choice 5 7.8
Disabled 1 1.6
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Table 3 continued

Variable N %
Women'’s Income
Less than $20,000 55 85.9
$20,000-$35,000 9 14.1
Male Partner’s Income
Less than $20,000 47 73.4
$20,000-$35,000 7 10.9
$35001-$50,000 6 9.4
$50,001-$65,000 1 1.6
65,001-$80,000 2 3.1
$80,001 and greater 1 1.6

5.2 Descriptive Analyses

5.2.1 Disclosure of HIV/AIDS status
As shown in Table 4, almost all women (93.2%) had disclosed their HIV/AIDS
status to their current intimate partner. One hundred percent of the Hispanic women
participating in the research study had disclosed their HIV/AIDS status to their intimate
partner as compared to 94.7% of the European-American women and 90.9% of the
African American women. There was no significant difference among the groups.
5.2.2 Substance Abuse
As presented in Table 4, a majority of the women participating in the research
study (56.2%) were not abusing substance; 43.2% of the women in the sample were
currently abusing substances. Approximately 70% of the Hispanic women participating in
the research study reported that they were not, compared to 60% of African-American
and 52.6% of the European-American women. Again, there was no significant difference
among the groups.
5.2.3 Partner’s HIV Status
The results depicted in Table 4, indicate that 71.9% of the women’s partners

were HIV negative. 20.3% of them were HIV positive and in 7.8% of the cases the
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partner’s status was unknown. About 84% of the European-American women
participating in the research study had an intimate partner whose HIV/AIDS status was
negative, followed by 66% of the African-American and 42 % of the Hispanic women. The
differences among the groups were not significant.
5.2.4 Social Support

Results suggest that women had high levels of social support. As shown in Table
4, half (50%) of the women in the study reported they had high levels of social support,
28.1% of the women had moderate levels and only 21.9% reported having a low level of
social support. Around 90% of the European-American women reported that they had
moderate to high levels of social support, while 76% of the African-American and 57% of
the Hispanic women reported support at those levels. There was a statistically significant
difference among the groups, as determined by one-way ANOVA (F (4, 59) = 3.626, p =

.010).
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Table 4: Descriptive Statistics for All Major Variables in the Study for Women (N = 64)

Major Variable N %
Disclosure
Disclosed HIV Status 60 93.8
Not Disclosed 4 6.2
Substance Abuse
Abusing Substance 28 43.8
Not Abusing Substance 36 56.2
Partner’'s HIV Status
HIV Positive 13 20.3
HIV Negative 46 71.9
Unknown 5 7.80
Social Support
High Acuity (69-84) 32 50.0
Moderate Acuity (49-68) 18 28.1
Low Acuity (12-48) 14 21.9

5.3 IPV Before and After the Diagnosis of HIV/AIDS

Due to the unexpectedly high disclosure of HIV/AIDS by women to their partners, the
researcher turned her attention to the actual diagnosis of HIV/AIDS. Diagnosis and disclosure
were synonymous for the large majority of the women in this sample.

To measure the frequency of the various forms of IPV experienced by women before
and after the diagnosis of HIV/AIDS, three new variables were computed. Subscales were
created by aggregating the items from the Conflict Tactic Scale:

(1) Frequency of Physical Violence. The subscale was created by summing 18

items from the scale (items numbered 2,3, 4, 6, 8, 9, 11, 13,14, 16,17,18,
19,23, 24, 25, 28, 29);
(2) Frequency of Sexual Violence. Four items from the scale (items numbered 5,7,

20, 22) were added to create this subscale;

74



(3) Frequency of Emotional Violence. For this subscale, 7 items from the scale
(items numbered 1, 10, 12, 15, 21, 26, and 27) were added up.
Similarly three new variables were computed to measure the severity of the various
form of IPV experience by women before and after the diagnosis of HIV/AIDS. The following
subscales were used for measuring the severity of different forms of IPV:
(1) Severity of Physical Violence: The subscale was created by totaling 10 items
from the scale (item numbers 8, 9, 11, 13, 14, 16, 18, 24, 25, and 29);

(2) Severity of Sexual Violence: Two items from the scale (7, 20) were added up;

(3) Severity of Emotional Violence: The subscale was created by adding up 4 items
from the scale (10, 12, 26, and 27).

Mean scores for the frequency and severity of physical, sexual and emotional IPV
experienced by women before and after HIV/AIDS diagnosis are presented in Table 5. A paired
sample t-test was conducted to examine the overall difference in the frequency of IPV and
severity of IPV experienced by women before and after HIV/AIDS diagnosis.

5.3.1 Frequency of IPV

As presented in Table 5, there was a statistically significant difference in the frequency
of overall IPV experienced before (M=35.50, SD= 41.19) and after (M=45.32, SD=48.15) the
diagnosis of HIV/AIDS; t (63) = -2.52, p = 0.014. There was also a statistically significant
difference in the frequency of physical IPV experienced by the women before (M=18.34, SD=
26.79) and after (M=26.68, SD=34.06) the diagnosis of HIV/AIDS; t (63) = -2.57, p = 0.013.
Similarly, there was a statistically significant difference in the frequency of sexual IPV
experienced by the women before (M=5.43, SD= 6.41) and after (M=6.92, SD=7.98) the
diagnosis of HIV/AIDS; t (63) = -2.08, p = 0.041. Although the frequency of emotional IPV
increased both before (M=11.71, SD= 11.8) and after (M=13.82, SD= 13.3) the diagnosis of

HIV/AIDS, the difference was not statistically significant.
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Table 5: Difference in Experience Regarding Frequency of IPV Before and After the Diagnosis

of HIV/AIDS
IPV Type MBeore v SD geforeiv.:~ M aterniv. SD after v t df
Overall 35.50 411 45.32 48.1 -2.52* 63
Physical 18.34 26.7 26.68 34.0 -2.57* 63
Sexual 5.430 6.40 6.920 7.90 -2.08* 63
Emotional 11.71 11.8 13.82 13.3 -1.69 63

Note. * = p < .05.

5.3.2 Severity of IPV

As presented in Table 6, there was a statistically significant difference in the severity of
overall IPV experienced before (M=23.64, SD= 40.1) and after (M=49.84, SD=88.2) the
diagnosis of HIV/AIDS; t (63) = -2.82, p = .006. There were also significant differences in the
severity of all forms of IPV experienced before and after the HIV/AIDS diagnosis. There was a
statistically significant difference in the severity of physical IPV experienced by the women
before (M=14.25, SD= 28.68) and after (M=31.56, SD=57.82) the diagnosis of HIV/AIDS; t (63)
= -2.76, p = 0.008. Similarly, there was a statistically significant difference in the severity of
sexual IPV experienced by the women before (M=2.79, SD= 6.82) and after (M=5.73,
SD=10.90) the diagnosis of HIV/AIDS; t (63) = -2.34, p = 0.022. Severity of emotional 1PV
before (M=6.59, SD= 11.39) and after (M=12.54, SD= 22.98) the diagnosis of HIV/AID infection

was also found have a statistically significant difference: t (63) = -2.54, p = 0.014.
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Table 6: Difference in the Experience of Severity of IPV Before and After the Diagnosis of

HIV/AIDS
IPV Type M Before HIv SD Before HIV M afer HIV SD agter Hiv t df
Overall Severity 23.64 40.10 49.84 88.20 -2.82** 63
Physical 14.25 28.60 31.56 57.80 -2.76** 63
Sexual 2.790 6.800 5.730 10.90 -2.34* 63
Emotional 6.59 11.30 12.54 22.90 -2.54* 63

Note. * = p < .05, ** =p <.01.

5.4 Substance Abusing Women

Paired sample t-test was done to analyze the difference in the experience of the
frequency and severity of physical, sexual and emotional IPV experienced by substance
abusing and non substance abusing women before and after HIV/AIDS diagnosis. Table 7 and
Table 8 presents the difference in the frequency and severity of IPV experienced by substance
abusing women before and after the diagnosis of HIV/AIDS status.

5.4.1 Frequency of IPV

As presented in Table 7, there was a statistically significant difference in the frequency of
physical, sexual and emotional IPV experienced by the substance abusing women before and
after the diagnosis of HIV/AIDS status. There was also a statistically significant difference in the
frequency of physical IPV experienced by the women before (M=17.78, SD= 22.38) and after
(M=32.53, SD=34.55) the diagnosis of HIV/AIDS; t (27) = -3.72, p = .001. Similarly, there was a
statistically significant difference in the frequency of sexual IPV experienced by the women
before (M=5.21, SD= 6.20) and after (M=8.26, SD=8.29) the diagnosis of HIV/AIDS; t (27) = -
3.60, p = .001. Although the frequency of emotional IPV increased both before (M=12.53, SD=
9.7) and after (M=15.96, SD= 11.3) the diagnosis of HIV/AIDS, the difference was not

statistically significant.
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Table 7: Difference in Experience Regarding Frequency of IPV Before and After the Diagnosis
of HIV/AIDS Among Substance Abusing Women

IPV Type MBetoreHiv. SD geforeriv. M atertiv SD after Hiv t df
Physical 17.78 22.38 32.53 34.55 -3.72** 27
Sexual 5.210 6.200 8.46 8.290 -3.60** 27
Emotional 12.53 9.700 15.96 11.30 -1.84 27

Note. * = p <.05, * =p <.01.

5.4.2 Severity of IPV

As presented in Table 8, there was a statistically significant difference in the severity of
all forms of IPV experienced before and after the HIV/AIDS diagnosis among substance
abusing women. There was a statistically significant difference in the severity of physical IPV
experienced before (M=14.37, SD= 23.1) and after (M=40.03, SD=58.1) the diagnosis of
HIV/AIDS; t (27) = -2.89, p = .007. Similarly, there was a statistically significant difference in the
severity of sexual IPV experienced by the women before (M=2.44, SD= 5.11) and after
(M=8.30, SD=12.16) the diagnosis of HIV/AIDS; t (27) = -3.44, p = .002. Severity of emotional
IPV before (M=7.19, SD= 11.00) and after (M=13.39, SD= 21.23) the diagnosis of HIV/AID

infection was also found have a statistically significant difference: t (27) =-2.17, p = .039.
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Table 8: Difference in Experience Regarding Severity of IPV Before and After the Diagnosis of
HIV/AIDS Among Substance Abusing Women

IPV Type Meeore v~ SD getoreiv.~ M atteriv. SD after Hiv t df
Physical 14.37 23.15 40.03 58.18 -2.89** 27
Sexual 2.440 5.110 8.30 12.16 -3.44** 27
Emotional 7.190 11.00 13.39 21.23 -217* 27

Note. * =p <.05, * =p <.01.

5.5 Non-Substance Abusing Women

5.5.1 Frequency of IPV

As presented in Table 9, there was no statistically significant difference in the frequency
of physical, sexual and emotional IPV experienced by the women who were not abusing
substance before and after the diagnosis of HIV/AIDS status. Although the frequency of
physical IPV before (M=18,77 SD= 30.09) and after (M=22.13, SD=33.44); sexual IPV before
(M=5.61, SD= 6.66) and after (M=5.72, SD=7.63); and emotional IPV before (M=11.08, SD=
13.30) and after (M=12.16, SD=14.69) experienced by the women not abusing substance
increased after the diagnosis of HIV/AIDS status , the difference was not statistically significant.

Table 9: Difference in Experience Regarding Frequency of IPV Before and After the Diagnosis
of HIV/AIDS Among Women not Abusing a Substance

IPV Type M getore v SD Betore v M atteriiv— SD aster Hiv t af
Physical 18.77 30.09 2213 33.44 -.75 35
Sexual 5.610 6.660 5.720 7.630 -1 35
Emotional 11.08 13.30 12.16 14.69 -.64 35

Note. * =p <.05,* =p < .01.

5.5.2 Severity of IPV

As presented in Table 10, there was no statistically significant differences in the severity
of all forms of IPV experienced before and after the HIV/AIDS diagnosis among women who

were not abusing substance. Although the severity of physical IPV before (M=114.15, SD=
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32.67) and after (M=29.97, SD=57.48); sexual IPV before (M=3.06, SD= 7.96) and after
(M=3.73, SD=9.51); and emotional IPV before (M=6.12, SD= 11.73) and after (M=11.88,
SD=24.53) experienced by the women not abusing substance increased after the diagnosis of
HIV/AIDS status , the difference was not statistically significant.

Table 10: Difference in Experience Regarding Severity of IPV Before and After the Diagnosis of
HIV/AIDS Among Women not Abusing a Substance

IPV Type Megeoreiv. SDgetoreiv.: M attertiv. SD after Hiv t af
Physical 14.12 32.67 29.97 57.48 -1.24 35
Sexual 3.060 7.960 3.730 9.510 -.380 35
Emotional 6.120 11.73 11.88 24.53 -1.69 35

5.6 Hypothesis Testing

5.6.1 Hypothesis 1
Disclosure of women’s HIV status increases the frequency and severity of physical,

sexual and emotional IPV that she experiences.

5.6.1.1 Frequency of IPV.

Table 11 presents the results of the regression analyses conducted to test the
hypotheses for the frequency of IPV. The first regression model presented in Table 11,
examined the effect of disclosure of women’s HIV/AIDS status, substance abuse, partner’'s
HIV/AIDS status, ethnicity, social support, age, and income on frequency of physical IPV
experienced by women before the diagnosis of HIV/AIDS. Similarly the second model presented
in Table 11, examined the effect of all the above mentioned independent variables on the
frequency of sexual IPV experienced by women before the diagnosis of HIV/AIDS. Finally in the
third model emotional IPV was regressed upon all the independent variables listed above. As
depicted in Table 11, disclosure of women’s HIV/AIDS status, substance abuse, partner’s

HIV/AIDS status, ethnicity, social support, age, income and frequency of physical, sexual and
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emotional violence experienced by women after the diagnosis of HIV/AIDS was evaluated in
the same way as the frequency of physical, sexual, and emotional IPV before HIV/AIDS. The
regression results indicated that the independent variables did not significantly predict the
frequency of physical, sexual, or emotional IPV experienced by women before and after the

diagnosis of HIV/AIDS.
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Table 11: Regression of Frequency of Physical, Sexual, and Emotional IPV Experienced by
Women Before and After the HIV/AIDS Diagnosis for Selected Predictors

Before HIV After HIV
IPV Variable R? R?
r B change P r B change P
Model 1: Physical .189 .108
S olosure of HIV:. 052 06t 619 104 105 423
Substance Abuse -.019 -.053 .680 134 .153 .319
rariners HIV 060 -.078 559 -055 073 694
Ethnicity 138 245 063 100 023 467
Social Support 255  -318 018*  -210 -214 124
Age 232 252 049* 174 189 154
Income 140 -115 353 -035 -010 938
Model 2: Sexual 176 114
S closure of HIV: o973 -050 686 -011  -.003 979
Substance Abuse -.031 -.085 .510 A72 152 .256
gfarttggr’s HIV 179 .069 611 143 015 916
Ethnicity 176 282 035* 045  .130 340
Social Support -251  -.302 .026* -210 -.206 137
Age 189 170 183 175 166 209
Income 007 .027 828 072 101 435
Model 3: Emotional A17 .089
o olosure of HIV: 006 -.006 963 070  .065 620
Substance Abuse .061 .025 .851 142 114 .400
gfarttgsr’s HIV 116 -.007 962 097 -018 902
Ethnicity 153 218 113 003 057 677
Social Support -184 -223 .108 -205  -.196 .164
Age 165 173 190 150 151 257
Income 132 -1.02 431 -093  -076 563
Note. *p < .05.

5.6.1.2 Severity of IPV.
Table 12 presents the results of the regression analyses conducted to test the

hypotheses for the severity of IPV. The first regression model presented in Table 12, examined
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the effect of disclosure of women’s HIV/AIDS status, substance abuse, partner's HIV/AIDS
status, ethnicity, social support, age, and income on severity of physical IPV experienced by
women before the diagnosis of HIV/AIDS. Similarly, the second model presented in Table 12
examined the effect of all the above-mentioned independent variables on the severity of sexual
IPV experienced by women before the diagnosis of HIV/AIDS. Finally in the third model
emotional IPV was regressed upon all the independent variables listed above. As depicted in
Table 12, disclosure of women’s HIV/AIDS status, substance abuse, partner’'s HIV/AIDS status,
ethnicity, social support, age, income and severity of physical, sexual and emotional violence
experienced by women after the diagnosis of HIV/AIDS were evaluated in the same way as the
severity of physical, sexual, and emotional IPV before HIV/AIDS. The regression results
indicated that that the independent variables did not significantly predict the severity of physical,
sexual, or emotional IPV experienced by women before and after the diagnosis of HIV/AIDS.
5.6.2 Hypothesis 2

The greater the level of social support of women with HIV/AIDS infection has, the lower

the frequency and severity of physical, sexual and emotional IPV that she will experience.

5.6.2.1 Frequency of IPV.

As shown in Table 11, the results indicated that social support did not significantly
predict the frequency of physical sexual and emotional IPV experienced by women before and
after the diagnosis of HIV/AIDS.

Although disclosure of women’s HIV status contributed 43.5% of the variance (R2=.18,
F (63) = 1.83, p>.05), substance abuse contributed 32.9% of the variance (R2=.10, F (63) = .96,
p>.05) partner’'s HIV status contributed 41.9% of the variance (R2=.17, F (63) = 1.70, p>.05)
and social support contributed 34.2% of the variance (R2=.11, F (63) = 1.06, p>.05) none of
these independent variables predicted the frequency of physical, sexual and emotional IPV

among women before and after the diagnosis of their HIV/AIDS status.
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5.6.2.2 Severity of IPV.

As shown in Table 12, social support significantly predicted the severity of the various
type of IPV experienced by women before the diagnosis of HIV/AIDS. However, social support
did not significantly predict the severity of any type of IPV after the diagnosis of HIV/AIDS.

Two independent variables explained 59.6% of the variance (R2=.35, F (63) = 4.41,
p<.01) of physical IPV before HIV/AIDS diagnosis. Social support (B = -.57, p<.01), and age (B
= -.68, p<.05), significantly predicted the severity of physical IPV experienced by women living
with HIV/AIDS before the diagnosis of their HIV/AIDS status. Ethnicity (B = 3.9, p<.05), and
social support (B = -.16, p<.01); (R2=.29, F (56) = 3.25, p<.05) significantly predicted the
severity of sexual violence experienced by women before the diagnosis HIV/AIDS. Social
support (B = -.363, p<.05) was the only significant predictor of emotional violence experienced
by women before diagnosis of HIV/AIDS.

As also shown on Table 12, social support was not a significant predictor of the severity
any form of IPV after HIV/AIDS diagnosis. Age (B = .32, p<.05) was the only significant predictor
of severity of physical IPV after the diagnosis of HIV/AIDS. No independent variables were
found to significantly predict sexual or emotional IPV after diagnosis of HIV/AIDS.

5.6.3 Hypothesis 3

Women whose partners are not infected with HIV/AIDS are more likely to experience

higher frequency and severity of physical, sexual and emotional IPV, compared to those whose

partners’ are HIV infected.

5.6.3.1 Frequency of IPV.

The regression model presented in Table 5 includes partner’s HIV status in addition to
the variables: substance abuse, disclosure of women’s HIV status, ethnicity, social support,
age, income and frequency of physical sexual and emotional violence experienced by women

before and after the diagnosis of HIV/AIDS. Partner’s HIV status did not significantly predict the
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frequency of physical, sexual, and emotional violence experienced by women before and after

the diagnosis of HIV/AIDS.

5.6.3.2 Severity of IPV.

The regression model presented in Table 6 includes partner’s HIV status in addition to
the variables: substance abuse, disclosure of women’s HIV status, ethnicity, social support,
age, income and frequency of physical sexual and emotional violence experienced by women
before and after the diagnosis of HIV/AIDS. Partner’s HIV status did not significantly predict the
severity of physical, sexual, and emotional violence experienced by women before and after the

diagnosis of HIV/AIDS.
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Table 12: Regression of Severity of Physical, Sexual, and Emotional IPV Experienced by
Women Before and After the HIV/AIDS Diagnosis for Selected Predictors

Before HIV After HIV
IPV Variable i 5 RZ i 5 RZ
change P change P

Model 1: Physical .356 .188
Disclosure of HIV. 157 157 251 141 151 223
Status

Substance Abuse .004 -.021 .854 130 .094 461
Partner's HIV 019 -213 078 122 -019 887
Status

Ethnicity 027 220 061 098 154 240
Social Support -483  -571 000" -159  -158 231
Age 215 235 039* 297 326 012*
Income -.068 -.049 .658 -.159 -127 307
Model 2: Sexual .289 191
Disclosure of HIV. 97 (g9 392 431 123 318
Status

Substance Abuse -.046 -.148 .216 .029 151 .239
Partner's HIV 179 068 589 186  .039 768
Status

Ethnicity 146 262 035 215 255 054
Social Support 420 -487 000" -156  -176 182
Age 053 031 794 AT 198 117
Income 150  -.109 347 -175  -115 355
Model 3: Emotional 195 159
Disclosure of HIV. /s 446 237 141 148 241
Status

Substance Abuse .047 -.008 .951 .033 -.010 .938
Partner's HIV 091 -.046 728 080  -.033 810
Status

Ethnicity 148 257 052 168 230 087
Social Support 301 -363 007  -154  -199 141
Age 144 163 196 206 240 064
Income 111 -.068 581  -169  -.132 297

Note. *p < .05; ** = p < .01.
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CHAPTER 6
DISCUSSION
This chapter presents the summary of the study findings and the important conclusions
drawn from the collected data. It also provides a discussion on how the findings support the
findings in the literature and identifies areas where the studies’ findings are inconsistent with the
literature. This section also discusses the strengths and limitations of the study, as well as the
implications for social work practice, policy, education and future research.

6.1 Discussion of Findings

6.1.1 Disclosure of HIV/AIDS status

An important finding of this study is that almost all women in the sample (93%) had
disclosed their HIV status to their current intimate partner. This finding differs substantially from
previous research. For example, Armisted et al., (1999) found that only 56% of the research
participants in their study had disclosed their HIV/AIDS status to their partner. Stein et al.,
(1998) found that 40% of the people living with HIV/AIDS had not disclosed their status to their
partner and Kalichmanand and Nachimson, (1999) found that 59% of their study sample had
disclosed their HIV status to their partner. Because this study found that so many women had
disclosed their HIV/AIDS status to their partners, the focus of the study turned to examining
women’s experiences with physical, sexual and emotional IPV related to the diagnosis of
HIV/AIDS instead of their disclosure. In this study, diagnosis of HIV/AIDS was somewhat
synonymous with disclosure.

Gielen et al. (2000) who have done much of the ground breaking research in the area of
HIV/AIDS disclosure and IPV have found high rates of disclosure. They found that 95% of the
women in their study had disclosed their HIV/AIDS status to more than one person in their

lifetime.
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They measured disclosure by asking whether the participants had disclosed their
HIV/AIDS status or not; the researchers did not ask to whom the participants disclosed their
HIV/AIDS status.

The high rate of disclosure among the sample of women in the current study, compared
to disclosure rates in some other studies, may be due to a variety of reasons. Probably most
importantly, some of the women in the current study were participating in a support group and
attended support-group meetings. Women may have felt that support-group meetings had
helped them to decide to disclose their HIV/AIDS status to their intimate partners. Research
participants from the other studies reporting disclosure rates (Rothenberg et al., 1995; Weir et
al, 2008; Zierler et al, 2000) most likely were not attending support group meeting.

Another possible reason for the high disclosure rate in this study was that the majority
of the women were residing with their partners and thus disclosure was probably difficult to
avoid. It is unclear from other studies how many of the participants were living with their
partners at the time of the study.

In the current study, less than 25% of the women’s partners were infected with HIV/AIDS.
This finding is similar to the findings in other studies. For example, in Geilen et al.’s (2000) study
only 24% of the women’s partners’ status was either HIV negative or unknown. Partners may
have thought that the women were honest about their diagnosis and that they had given them
the choice of either staying in the relationship or leaving. They might not have felt they were
being cheated. Some partners chose to stay in the relationship and support the women in their

fight against HIV/AIDS.
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6.1.2 Diagnosis of HIV/AIDS status and it relationship to IPV

This study found that the frequency of IPV among women living with the HIV/AIDS
infection increased significantly after their HIV/AIDS diagnosis. All forms of violence physical,
sexual, and emotional IPV increased significantly following the HIV/AIDS diagnosis. Similarly,
other research studies (Williams et al., 2008; Zierler et al., 2000) have found a relationship
between the diagnosis of HIV/AIDS and increased risk of IPV. For example, Zierler et al (2000)
found that the among research participants who reported experiencing IPV, around 50% of
them attributed the violence to their diagnosis of HIV/AIDS status. However, Zierler's et al
(2000) study did not examine the violence experienced by the research participant before the
diagnosis of their HIV/AIDS status and hence did not really determine whether there was an
increase or decrease in violence after the diagnosis of HIV/AIDS. The current study indicates
that the frequency of IPV significantly increased among more than 90% of the research
participants after the diagnosis of HIV/AIDS. Likewise Wiliams et al (2008) found that
experience of IPV increased among women living with HIV/AIDS after their diagnosis.

This study found that the severity of IPV significantly increased after the diagnosis of
the women’s HIV/AIDS status. None of the other research studies (Williams et al., 2008; Zierler
et al., 2000), known to the author, examined the severity of IPV after the diagnosis of HIV/AIDS
status. For example Zierler et al (2000) examined how the diagnosis of HIV/AIDS status relates
to the experience of IPV but it did not examine the severity of IPV after the diagnosis of
HIV/AIDS unlike the current study. Also Williams et al (2008) compared the experience of IPV
among HIV-negative and HIV-positive women, but they did not examine the severity of IPV after
the diagnosis of HIV/AIDS.

The results of this study support the feminist-theorist view, which asserts that IPV
results from the values of patriarchal societies that promote the sense of supremacy in men and
socializes men and women to experience and exert power in dissimilar ways (Dobash &

Dobash, 1979; Yick, 2001). The increase in severity of IPV after the diagnosis of HIV/AIDS
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could be due to the increased vulnerability of women to men’s domination due to the diagnosis
of HIV/AIDS status. Women are at a risk of experiencing greater abuse, if they are economically
dependent on men (Dobash et al., 1979). The diagnosis of HIV/AIDS may result in women’s
loss of employment and this in turn may contribute to greater vulnerability and an increase in
the violence these women experience.

The increase in the frequency and severity of physical, sexual, and emotional IPV after
the diagnosis of HIV/AIDS could also be due to the patriarchal societal norms and values which
promote gender inequalities. Men and women in patriarchal societies are taught to exercise
power in different ways. Men are trained to be aggressive in order to use power and gain
supremacy over women (Pence & Paymar, 1993; Schechter, 1982). These patriarchal values
are reinforced when men find out that their partner is infected with HIV/AIDS. It is possible that
men perceives that the women would have contracted HIV infection through sexual contact
outside the relationship, which may bring in the sense of loss of control over the women’s body
among the men, and this in-turn increases their likelihood of exerting power over women by
suppressing and controlling them. Thereby the women’s experience with the frequency of IPV
might have increased significantly after the diagnosis of her HIV/AIDS status.

6.1.3 Social Support

An important finding of this study is that many women reported that they experienced
high levels of social support overall. In fact, 50% of the women expressed that they had high
levels of social support and 28% had moderate levels at the time they participated in the
research study. Many studies have found that social support helps people living with the
HIV/AIDS infection to cope with the disease and adhere to their treatment regimen (Haitcox
2009; Scwarz, 2003; Simoni et al., 2002). Although research studies done in the past clearly
signify the value of social support among people living with HIV/AIDS, no studies known to the
researcher have specifically examined how social support relates to the experience of violence

among women living with HIV/ AIDS after their diagnosis.
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Studies (Castaeno et al., 2008; Panchanadeswaran et al., 2008) have found that social
support reduces the adverse physical and mental health consequences of IPV and can serve as
a protective factor against IPV. For example, Castano and his colleague (2008) found that
women who had strong social support were 89% less likely to be abused than were women who
did not have any kind of social support. Panchanadeswaran et al., (2008) found that around
45% of research participants in their study experienced high rates of IPV, due to the low level of
perceived social support. Although the studies have examined the role of social support as a
protective factor against IPV, researchers have not assessed the independent effect of social
support on frequency and severity of physical, sexual and emotional violence among HIV/AIDS-
infected women before and after the diagnosis of their HIV/AIDS status. In this study, the level
of social support significantly predicted the severity of physical, sexual and emotional IPV for
women before their diagnosis of HIV/AIDS. However, social support did not significantly predict
the frequency of IPV among women after the diagnosis of their HIV/AIDS status. The level of
social support experienced after HIV/AIDS diagnosis also did not predict frequency or severity
of IPV experienced.

The finding that social support did not serve as a protective factor following HIV/AIDS
diagnosis may be related to the various negative consequences associated with the diagnosis
of HIV/AIDS. Research studies have consistently found that people living with HIV/AIDS are
isolated from their families, places of employment and society due to the various physical and
mental health problems associated with the diagnosis (Holmes et al., 2003; Kaiser, 2002;
Watstein & Chandler, 1998).

The finding that social support did not serve as a protective factor following HIV/AIDS
diagnosis also suggests that multiple issues are involved in the victimization of IPV. For
example, even though many women participants in the study were attending support group
meetings which could have acted as an important social support, it is possible that many of the

women experienced less family and friendship contact following their diagnosis. Perhaps friends
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and family were concerned about “catching” the disease. Perhaps the women felt compelled to
resign from their employment or perhaps they were terminated after their HIV/AIDS diagnosis
became apparent. This study did not examine women’s specific sources of social support, but it
is clear that the interaction of social support, HIV/AIDS diagnosis and IPV is complex and needs
further study.

Feminist theorists and social capital theorists assert that a high level of social support
among women acts as an important protective factor against IPV (Davis et al., 2001). If women
living with HIV/AIDS have high levels of social support available through social networks to
which the women belong, men are more likely to lose power over them, and women are less
likely to be controlled and viewed as targets for violence in a relationship (Davis, Taylor, &
Furniss, 2001). Thus, women’s vulnerability to IPV is likely to decrease (Baumgartner, 1993;
Cooney, 1998). The current study found that, although social support appeared to be an
important protective factor for experiencing various forms of IPV before the diagnosis of
HIV/AIDS, social support failed to remain a protective factor of IPV following the diagnosis of
HIV/AIDS.

6.1.4 Ethnicity and IPV

Some research studies (Caetano, Field, Ramisetty-Mikler, & McGrath, 2005; Cazenave
& Straus, 1995; Straus et al.,, 1995), have found that IPV is higher among ethnic minority
women than among European-American women. For example, previous studies have found
that IPV is 3.7 times higher among African-American women, compared to European
Americans, (Cazenave & Straus, 1995) and the rate of IPV among Hispanics is two times
higher than that for European Americans (Cazenave etal., 1995). Caetano, Field, Ramisetty-
Mikler and McGrath (2005) found that the incidence, prevalence, and recurrence of IPV were
14% among Hispanics and African Americans, while only 6% among European Americans.

The research on the role of ethnicity and IPV is inconsistent. Goodley (2007) and Smith

et al (2002) found that the ethnicity is not the significant predictor of IPV. The results of the
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current study also indicate that ethnicity is not a significant predictor of the frequency of
physical, sexual, and emotional IPV before or after the diagnosis of HIV/AIDS. Ethnicity was not
the significant predictor of severity of physical, sexual, and emotional IPV after the diagnosis of
HIV/AIDS. This study found that ethnicity was only a significant predictor of severity of sexual
IPV before HIV/AIDS diagnosis (but it was not a significant predictor of the severity of physical
and emotional IPV).
6.1.5 Education and IPV
The findings from this study indicate that the study’s participants’ partners were

somewhat more highly educated than the participants. However there was no statistically
significant difference between the women’s partner and women in terms of their education level.
The current study indicates no significant difference in level of education among the people with
the experience of frequency and severity of IPV before and after the diagnosis of their HIV/AIDS
status. This finding is consistent with Cunradi et al (2000), who found that there was no
significant difference in level of education among the people who experienced violence.
However, the findings are contradictory to the findings of other studies indicating that women
who have lower level of education are at higher risk of experiencing IPV (Ackerson et al., 2008;
Boy & Kulczycki, 2008; Boyle et al., 2009).
6.1.6 Substance Abuse and IPV

Findings from this study suggest that the frequency and the severity of the physical,
sexual and emotion IPV increases significantly among women abuse substance after the
diagnosis of the HIV/AIDS status. This finding is consistent with the findings previous research
studies which found that the rate of IPV is higher among those who were abusing substance
than among those who were not abusing substance (Fals-Stewart, 2003; O'Farrell & Murphy,
1995). McCauley et al. (1995) found that substance abuse use among low-income women, who

are divorced or separated, to be an important risk factor for the occurrence of violence.
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It is difficult to explain the increased experience of frequency and severity of IPV among
women abusing substance in the current study. There are several studies which suggests that
women’s substance abuse problem directly or indirectly plays a causal role in women’s
experiences with violence (Richardson & Campbell, 1982). Some researchers assert that
women experiencing IPV abuses substance in order to cope with the issue of violence in their
lives (Harris & Fallot, 2001).1t is unclear if the violence or the substance abuse came first. In the
current study women might have been abusing substance due to the fact that they were

diagnosed with HIV/AIDS.

6.2 Limitations of the Research

This study has several limitations. One major limitation is that the study relied on
retrospective, self-report, recall data with respect to IPV experience before and after disclosure.
As stated by Wenzel et al (1995), the disadvantage of using self-report data is, “respondent bias
such as recall and underreporting of sensitive information” (p. 1142). After talking with the
women in support group meeting, the researcher became convinced that the experience of IPV
is under-reported in this study. This may mainly be due to two reasons. First, the women are
currently residing with their partners and they do not want to complain about them. Second,
many of the women felt that, even if they have fights and disagreements sometimes, they would
like to resolve the issue by themselves, to avoid outside interference. Therefore, they did not
identify the violence as violence.

Participants were asked to recall IPV experienced before and after HIV/AIDS
disclosure, which can lead to inaccuracies and bias. The recall period varied from 2 years to
30years. Although it was a lengthy recall period, there is a possibility that women might have
recalled abusive events accurately due to the intensity of the experience of IPV. As Geilen
(2000b) stated, “when recall period is lengthy, we believe that the salience of the events is likely
to be high and thus reporting fairly accurate” (p. 118). No agency-based information was used

to verify the information provided by the research participants.
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Another limitation of this study is that the sample size was very small. Only 64 women
were surveyed. As stated by Rubin and Babbie (2011), the main disadvantage of having the
small sample size is that, it leads to higher variability, which, in turn, weakens the reliability of
the results. Results from the small sample size cannot statistically represent the study
population, and thereby poses a threat to external validity (Rubin and Babbie, 2011). However,
the power analysis conducted prior to the study indicated that the sample size of 64 was
appropriate for the study. The researcher was also limited in time for gathering data and in
funds for providing participants with an incentive.

Another limitation of the study is that all the women were recruited from only one
agency serving the people living with HIV/AIDS. Thus, the sample was limited to those women
who had access to that agency which limits the generalizability of the study. The sample was
collected from only one agency because the other agencies the researcher contacted were not
willing to let me conduct the research study in their agencies as they required submission of an
approved IRB proposal. The IRB requires a written proof from the agency saying that they will
let the researcher conduct the study there to approve a research proposal. Still other agencies
the researcher contacted were not sure whether or not they would let the researcher conduct
the study. Keeping these constraints in mind, the researcher decided to collect the data from
AIDS Outreach Center of Fort Worth, since they had already evaluated the researcher’s
proposal and their board had given the approval to conduct the research study there.

The use of convenient sampling was also an important limitation of this study. Data
collected through convenient sampling limits the ability to generalize the findings to the larger
population (Rubin & Babbie, 2011). The data collected through the non-random sampling
method limits the chances of the research participant to be randomly selected from the study
population, thereby leading to selection bias and this makes it difficult to extrapolate findings

from the sample to the population (Rubin & Babbie, 2011).

95



The survey in the study was distributed through face-to-face contact and thus, there is a
possibility of missing out on people who would not have come to the agency when the research
study was conducted. The hard-copy version was chosen because the survey contained
questions that were sensitive in nature and discussions with agency personnel suggested that
this would be the most effective recruitment method. Although the researcher considered using
an internet survey version, but determined that, even though this would have provided privacy, it
would have increased the risk of excluding the people who did not have internet access.

Yet another factor which may have compromised the ability to collect reliable data is
related to the presence of researcher during the time the research participants were filling out
the survey. This may have considerably increased the influence of social desirability bias which
is the tendency of research participants to respond in a way that will be viewed positively by
others (Rubin et al., 2011). Also the fact that the data was collected through self report measure
would have contributed considerably to the increase in social desirability bias (Shacham et al.,
2012). This may pose several threats to the validity of the results. Since the questions in the
survey of the current study were sensitive and private in nature, therefore there is a high
likelihood that the respondents might have under-reported their experience with IPV.

Another limitation of this study is that it did not examine the independent effect of
substance abuse on IPV among women living with HIV/AIDS. This study just screened the
women for their substance abuse use problem. Also it did not examined whether the women’s
partner were abusing substance or not. Research studies done in the past have clearly
indicated that women whose partner’s abuses substance are more likely to perpetrate violence
against their intimate partner (Fals-Stewart, 2003; O'Farrell & Murphy, 1995).

The current study had several strength. It builds on the existing knowledge base by
documenting that the increase in the experience of the frequency and severity of different types
of IPV following an HIV/AIDS diagnosis. This is the first study which measures the frequency

and severity of different forms of IPV experienced by women after their diagnosis of HIV/AIDS.
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The strength of this study lies in its use of primary data collection to study the frequency
and severity of various types of IPV before and after a woman’s diagnosis of HIV/AIDS. The
study provided an additional perspective in understanding the dynamics of IPV among HIV-
infected women. Since this study is quantitative in nature, it provides empirical data about
types of IPV experiences associated with an HIV/AIDS diagnosis. Additionally, this study
examined social support in relation to IPV and HIV/AIDS. Although studies consistently find that
social support serves as an important protective factor for many adverse life experiences, this
study did not find social support to be a protective factor for any type of IPV following HIV/AIDS

diagnosis.

6.3 Implications for Social Work Practice

The frequency and severity of IPV increased following the diagnosis of HIV/AIDS. An
important social work implication of the study for the social work practitioners and health
personnel working in the agency should be to screen all the women living with HIV/AIDS coming
in to the agency to seek services for IPV. Awareness of this increased risk of IPV is critical in
order to help find ways to keep women safe. Social workers need to provide women receiving
an HIV/AIDS diagnosis with appropriate safety planning services and referral information.

The finding that physical, sexual and emotional IPV all increased following women’s
HIV/AIDS diagnosis suggests that interventions around IPV may need to focus on all forms of
violence. Women learning that they are HIV infected need to be provided with specific
information about how all forms of IPV are likely to increase following their diagnosis. Some
women may only consider physical IPV as problematic (Coker et al., 2003) but social workers
need to help women understand their right to be free from all forms of abuse. Discussion of a
safety plan for IPV needs to begin when discussing the HIV/AIDS diagnosis.

Social workers and health-care professionals working for women living with HIV/AIDS
should take an individualized approach in routinely screening clients for severity of IPV. Every

health-care professional working for women living with HIV/AIDS should regularly screen them
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for IPV, whether or not they see any evidence of abuse. Further, HIV-positive women
experiencing IPV should be referred to an intervention program which focuses on women’s
empowerments. Programs like Domestic Violence Prevention Enhancement and Leadership
through Alliances (DELTA) may be beneficial in empowering these women. The main aim of
DELTA is: “to prevent IPV across a lifetime than any single strategy or policy change” (CDC,
2011). These interventions are effective and important tools for eliminating violence from the
lives of women. Further, intervention programs should be developed in such a way that the
women’s experiences with the severity of violence can be measured through a pre-test survey
at the time they register for the intervention program. And after the completion of the
intervention program post-test data on their experience with violence should be collected. This
will assist the health care professionals in finding whether the intervention program is effective
or not in reducing violence. It is very important to maintain the reduction of IPV.

Social workers and health-care providers may need to be especially vigilant in asking
about support systems following an HIV/AIDS diagnosis and linkihng women to needed
resources and support systems. Women may greatly benefit from being referred to support
groups of women living with HIV/AIDS and experiencing IPV.

The majority of the women in the study were earning less than $20,000 annually,
therefore they were residing in low-income areas of Dallas-Fort Worth, Dallas and Arlington.
They had limited accessibility to the agency, as they did not have personal vehicles and had to
rely on the public transportation. This acted as a barrier for seeking services from the agency.
Bus services were provided to the client for only two days in a week. In order to overcome this
barrier, effort should be made to make the service accessible to the clients. A regular mode of
transportation should be provided to the clients.

Although the findings of the study suggest that ethnicity was a significant predictor of
severity of sexual IPV before the diagnosis of HIV/AIDS status, but it was not a significant

predictor of physical and emotional IPV, social workers and health-care profession should

98



ensure that the interventions addressing IPV among women who are diagnosed with HIV/AIDS
are culturally relevant. Lockhart and Danis (2010), emphasized the importance of cultural
competence in working with women who have been abused: “each domestic violence survivor
brings a mix of cultural influences reflecting their own culture of origin, current status in the
physical and political world as well as the influence of the dominant social economic and
political cultures” (p. 25). To reduce the severity of IPV among women living with HIV/AIDS, it is
very important to develop culturally sensitive interventions. Service providers developing these
interventions, should be aware of the fact that an approach working best for European
Americans might not work as effectively for African Americans or Hispanics (Rubin & Babbie

2011; Whitaker et al., 2007).

6.4 Implication for Social Work Policy

The finding from this study suggests that the frequency and severity of physical, sexual
and emotional IPV increases among women after the diagnosis of their HIV/AIDS status. This
result has implications for policies related to HIV/AIDS and IPV. The domestic violence policies
should mandate that agencies working for people living with HIV/AIDS have a policy guideline
that encourages routine screening for IPV among HIV/AIDS-infected individuals.

In order to advocate for new policies and to amend existing policies, it is important for
social workers to be cognizant about domestic violence and HIV/AIDS laws and policies. For
example, according to international Community of Women Living with HIV/AIDS (ICW), women
living with HIV/AIDS should not only enjoy fundamental human rights but should also be
involved in decision and policy-making processes to address the needs of this particular
population (ICW 2004).Women should be involved in agencies’ decision-making processes too,
with regards to reform in medical, legal and social policies. There are two programs, United
Nations Declaration of a Programme for Action (1982) and the Paris Principle of Greater
Involvement of People Living with HIV/AIDS, ( 1994) which advocated for HIV-positive women’s

rights to participate in these decision-making processes in agencies working for people living
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with HIV/AIDS (ICW 2004e). Although this policy has been passed, agencies working for this
population have hardly involved HIV-positive women in reformation of decision making process
with regards to medical, legal and social policies (Paxton and Welbourn, 2004). Therefore it is
imperative for e social workers to be aware of these public policies and advocate for the welfare

of their female clients who are living with HIV/AIDS.

6.5 Implication for Social Work Education

This research emphasizes the importance of teaching social work students about the co-
occurrence of IPV and HIV/AIDS and how women’s risk of all forms of IPV increases following
diagnosis of HIV/AIDS. It is important for social work educators to develop effective teaching
models that recognize the effect of various risks and protective factors in the experience of IPV
among women living with HIV/AIDS. Social work educators can also help students better
understand the impact of social support on the disclosure process. Social work educators can
focus on helping students in developing prevention programs addressing the risk factors that
contribute towards the experience of IPV among HIV/AIDS-infected women. This also will help

social workers in implementing appropriate services for welfare of women living with HIV/AIDS.

6.6 Implication for Social Work Research

There are several important implications for social work research, given the findings of
the present study. As research addressing the intersection of HIV and violence is scarce and in
the formative stages (Manfrin-Ledet &Porche, 2003), there is an immense need for studies
focusing on the causal relationship between the disclosure and diagnosis of HIV/AIDS status
and the experience of IPV. Research studies investigating the safest manner of disclosure of
HIV/AIDS status to the partner is needed, so that the findings from these studies can help
women in deciding if and how to disclose their status to their partner. Given the limitation that

such as small sample size and collection of data was done only from one agency, future studies
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should obtain larger sample sizes and also consider collecting data from several agencies
located all over the US to improve the generalizability of the findings.

Further, research studies are needed to assess the intervention programs and support
groups working with women living with HIV/AIDS who have experienced IPV. Pre-test and post-
test data should be collected to evaluate the effectiveness of programming focusing on the
reduction of IPV among women living with HIV/AIDS.

Future research studies also need to investigate possible causes for the increase in
various types of IPV following HIV/AIDS diagnosis. Studies have found that the diagnosis of
HIV/AIDS often leads to the loss of employment (Greener, 2002). This in turn deepens the
socio-economic hardship of the family members, thereby increasing their financial burden
(Kaiser, 2007). These psychological and socio-structural factors may also contribute to
increasing the risk of IPV among women. Diagnosis of HIV/AIDS may not be the sole reason for
the increase in the frequency and severity of the various types of IPV among women infected
with HIV/AIDS. Future research may help us better understand how other factors may come
contribute to the increases of the various types of IPV following an HIV/AIDS diagnosis.

Due to the fact that there are only very few research studies available on the disclosure
of HIV/AIDS status and its relationship to IPV, there is a lack of in depth knowledge on this
issue to improve our understanding of it. Qualitative and mixed-method inquiry would provide
the in-depth and rich data which, in turn, will help the researchers in understanding this complex
issue of co-occurrence of IPV and HIV/AIDS among women. The qualitative research will help
in obtaining insights about the experience of IPV among women living with HIV/AIDS. Also the
future research should focus on conducting longitudinal study so that more information on the
experiences of IPV after the disclosure of women’s HIV/AIDS status could be obtained.

Women’s experiences with IPV over a period of time after the disclosure of HIV/AIDS
status could be examined. The results of the study indicated that more than 40% of the women

in the study were abusing substance. Substance abuse could be an important factor
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contributing towards the experience of increased rates of IPV among women. Therefore, future
research studies should focus on investigating the types and frequency of substance abused by
women and their partners and its relationship to IPV among women living with HIV/AIDS.
Future research studies may also benefit from examining various items on the CTS-2.
Perhaps specific items on the scale can provide important insight into specific kinds of abuse

that women are more likely to experience following HIV/AIDS disclosure and diagnosis.

6.7 Conclusions

This study adds to the knowledge base of the relationship between HIV/AIDS and IPV.
It explored how women experienced more violence after the diagnosis of her HIV/AIDS status.
This study found that the frequency and the severity of the physical, sexual and emotional
violence increased after the diagnosis of HIV/AIDS.

This study found that social support served as an important protective factor against
IPV before a diagnosis of HIV/AIDS but did not similarly serve as a protective factor against IPV
following the diagnosis of HIV/AIDS status. These disheartening findings challenge service
providers and policy makers alike to address the critical issue of IPV and HIV/AIDS. The
challenge must be met. Violence against women in all its forms must end, and especially,

violence against those women with HIV/AIDS.
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APPENDIX A

THE MEASURES AND THE DEMOGRAPHIC QUESTIONNAIRE
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1. REVISED CONFLICT TACTIC SCALE (CTS-2)

No matter how well a couple gets along, there are times when they disagree, get
annoyed with the other person, want different things from each other, or just have spats or fights
because they are in a bad mood, are tired, or for some other reason. Couples also have many
different ways of trying to settle their differences.

This is a list of things that might happen when you have differences. Please circle how many
times your partner did them in the past year. If your partner did not do one of these things in the
past year, but it happened before that, circle "7."

Please read each item carefully and circle the number that corresponds an answer and best
describes your relationship. Please answer all the questions.

In the survey the score of:

1 =0Once in a year

2 = Twice in a year

3 =3-5times in a year

4 = 6-10 times in a year

5=11-20 times in a year

6 = More than 20 times in a year

7 = Not in the past year, but it did happen before
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Before HIV After HIV

1 My partner insulted me 1 2345670'1 21 314/ 5/6/70

2 My partner threw something at me that could 11 2| 3| 4| 5| 6| 7 0I1 2/ 34/ 5/6|70
hurt.

3 My partner twisted my arm and hair. 12/ 3/ 45 6|7 0I1 21 314/ 5/6/70

4 | had a sprain, bruise, or small cut because of | 1| 2| 3| 4| 5/ 6| 7| Og 1| 2| 3| 4/ 5/ 6| 7| O
a fight with my partner. ‘

5 My partner made me have sex without a 11 2| 3| 4/ 5/ 6| 7| Og1|2 34 5 6{70
condom.

6 My partner pushed or shoved me. 1 2] 3/ 4/ 5/6]7 0|1 21314/ 5/6/70

7 My partner used force (like hitting, holding 11 2| 3| 4/ 5/ 6| 7|/ Og1|2 34 5 6{70
down, or using a weapon) to have oral or anal I
Sex.

8 My partner used a knife or gun on me. 12/ 3|4/ 5 6|7 O|1 2| 314/ 5/6/70

9 | passed out from being hit on the head bymy | 1| 2| 3| 4| 5/ 6| 7| Og 1| 2| 3| 4/ 5/ 6| 7| O
partner in a fight.

10 | My partner called me fat or ugly. 12| 3] 4/ 5/ 6/ 7/0Q1|2 34 5/6/70

11 | My partner punched or hit with somethingthat | 1| 2| 3| 4| 5| 6| 7| O 1| 2| 3| 4| 5/ 6| 7| O
could hurt.

12 | My partner destroyed something belonging to 11 2| 3| 4/ 5/ 6| 7/ Og1|2 34 5 6{70
me.

13 | | went to a doctor because of a fight with my 112/ 3| 4/ 5/ 6|7/ Of 1|2 34/ 5/6/7 0
partner.

14 | My partner choked me. 1 2| 3] 4/ 567 0I1 2134/ 5/6/70

15 | My partner shouted or yelled at me. 12/ 3[4/ 5 6|7/ 0f1[2 3/4/5/6/70

16 | My partner slammed me against a wall. 12/ 3[4/ 5 6|7/ 012 3/4/5/6/70

17 | I needed to see a doctor because of a fight 11 2| 3| 4/ 5/ 6| 7/ Of 1|2 3|4/ 5|67 0
with my partner, but | didn’t.

18 | My partner beats me up. 12/ 3|4/ 5 6|7/ 0f1]|2 3/45/6/70

19 | My partner grabbed me. 12/ 3|4/ 5 6|7/ 0f1]|2 3/45/6/70

20 | My partner used force (like hitting, holding 12 3/ 4 5 6| 7| Of1|2 34/ 5670
down, or using a weapon) to make me have
Sex.

21 | My partner stomped out of the room or house 11 2| 3| 4/ 5/ 6| 7/ O 1| 2 3|4/ 5/6|7 0
or yard during a disagreement.

22 | My partner insisted on sex when | did notwant | 1| 2| 3| 4| 5| 6| 7| Of 1| 2| 3| 4| 5/ 6| 7| O
(but did not use physical force).

23 | My partner slapped me. 112/ 345 67/ 012 3/45/6/70

24 | | had a broken bone from a fight with my 11 2| 3| 4/ 5/ 6| 7/ Of 1| 2| 3| 4 5/ 6|7 0
partner.

25 | My partner burned or scolded me on purpose. | 1/ 2| 3| 4/ 5/ 6| 7| O 1|2 3/ 4/5/6]70

26 | My partner accused me of being alousy lover. | 1] 2| 3| 4/ 5/ 6| 7| O 1| 2/ 3/ 4/ 5/ 6] 70

27 | My partner threatened to hit or throw 112/ 3| 4/ 5/ 6| 7/ O 1| 2 3|4/ 56|70
something at me.

28 | | felt physical pain that still hurt the next day 112/ 3| 4/ 5/ 6| 7/ O 1| 2 3|4/ 56|70
because of a fight with my partner.

29 | My partner kicked me. 12/ 3[4/ 5 6|7/ 012 345/6/70
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2. HIV/AIDS QUESTIONNAIRE
Direction. Read each item carefully and please answer all the questions.

1) When was the diagnosis made
Date: -----------

2) What is your partner’s HIV/AIDS status
1) positive
2) negative
3) unknown

3) When was your partner diagnosed with HIV/AIDS infection
1) Date: -
2) Month: -
3) Year: = -

4) How many people, including your partner, have you had sex with in the last
month?
1) Only with my partner
2) 1-3 people other than my partner
3) 4-6 people other than my partner
4) More than 6 people other than my partner

5) Do you and your partner use condom while having sex? Yes/No

6) Have you disclosed your HIV/AIDS status to your partner?
1) No
2) Yes

7) If yes, when did you disclosed your HIV status
Date: ----—--—--—--

8) How was the disclosure made?
| disclosed my status to my partner

My status was disclosed to him by the hospital personnel
My status was disclosed to him by my friends and relative
If any other way, please specify

son =

9) Please share how did you decided to disclose your diagnosis to your partner?
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10) What was the process of disclosing your diagnosis like?

11) How did you expect your partner to react to your diagnosis?

12) How did your partner react to your diagnosis?

13) What are your thoughts about the safest manner of sharing one’s diagnosis?
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3. MULTIDIMENSIONAL SCALE OF PERCEIVED SOCIAL SUPPORT

This is a 12-item instrument used to measure the social support. Please read each
statement carefully and indicate how you feel about each statement. Each item is accompanied
by a 7-point response range. Please read each item carefully and circle the number that
corresponds the answer and best describes your feelings. Please answer all the questions.

Please note that higher scores on the social support scale indicate more social support.

1 = Very Strongly Disagree
2 = Strongly Disagree

3 = Mildly Disagree

4 = Neutral

5 = Mildly Agree

6 = Strongly Agree

7 = Very Strongly Agree
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There is a special person who is around when | am in need.

There is a special person with whom | can share my joys and sorrows.

My family really tries to help me.

| get the emotional help and support | need from my family.

| have a special person who is a real source of comfort to me.

My friends really try to help me.

| can count on my friends when things go wrong.

| can talk about my problems with my family.

| have friends with whom | can share my joys and sorrows.

10

There is a special person in my life who cares about my feelings.

11

My family is willing to help me make decisions.

12

| can talk about my problems with my friends.
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4. CAGE-AID

Directions. The questions that follow are about your use of alcohol and other drugs. Your
answers will be kept private. Mark the response that best fits for you.
1. Have you ever felt you need to cut down on your drinking or drug use?

Yes No

2. Have people annoyed you by criticizing your drinking or drug use?

Yes No

3. Have you felt guilty about your drinking or drug use?
___Yes___No
4. Have you ever had a drink or used drug first thing in the morning to steady your nerves to get

rid of a hangover?

Yes No
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5. DEMOGRAPHIC QUESTIONNAIRE

Direction. Read each item carefully and please circle the number that corresponds the answer
and best describes you. Please answer all the questions. Please remember the definition of
partner here is the person with whom you are currently living with and having a physical
relationship.

1) What is your Age:

2) What is you marital status
Married
Widowed
Separated/ Divorced

Never Married
Cohabitating

P20 TO

3) What is your ethnicity
European American
African America
Hispanic

Native American
Others (Please specify)

P20 T O

4) What is the highest degree you earned?
High school diploma or equivalency (GED)
Associate degree (junior college)
Bachelor's degree

Master's degree

PhD

None of the above (less than high school)

~Po0TD

5) What is the highest degree you earned?

a. High school diploma or equivalency (GED)
b. Associate degree (junior college)

c. Bachelor's degree

d. Master's degree

e. PhD

f.

None of the above (less than high school)

6) Which of the following best describes your current employment status?
a. Working full time
b. Working part-time
c. Unemployed or laid off
d. Retired
e. Stay home mom by choice
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7) Which of the following best describes your partner’s current employment status?
a. Working full time
b. Working part-time
c. Unemployed or laid off
d. Retired
e. Stay home dad by choice

8) How many people are currently living in your household, including yourself?
Number of people

Of these people, how many are under 18 years of age?

Of the adults, how many bring income into the household?

9) Which of these categories best describes your total income for the past 12 months?
a) Less than $20,000

b) $20,001 through $35,000
c) $35,001 through $50,000
d) $50,001 through $65,000
e) $65,001 through $80,000
f) $80,001 through $95,000
g) $95,001 and greater

10) Which of these categories best describes your total income for the past 12
months?
a) Less than $20,000

b) $20,001 through $35,000

c) $35,001 through $50,000

d) $50,001 through $65,000

e) $65,001 through $80,000

f) $80,001 through $95,000

g) $95,001 and greater

Thank you so much for completing this survey

112



APPENDIX B
THE COVER LETTER, THE INFORMED CONSENT, LETTER TO THE AGENCY AND

THE RECRUITMENT FLYER

113



COVER LETTER

Dear Participant,

Both Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome
(HIV/AIDS) and intimate partner violence (IPV) are significant public health and social problems
in the United States and worldwide. The goal of this research project is to learn more about your
experience of disclosing your HIV/AIDS status to your intimate partner. You are therefore invited
to participate in the study. The questionnaire is anonymous.

Your participation is completely voluntary and you can discontinue your participation in
this study at any time, without consequence. Also, you are free not to answer any questions that
you find too personal or sensitive. If you agree to participate, | will ask you to sign a consent
form and answer the questionnaire. It is very important that you sign the consent form so we are
able to include your answers in our results. To ensure confidentiality, please be sure to return
the consent form to me. You will then be asked to answer the questionnaire. It is estimated that
the questionnaire will take approximately 20 to 25 minutes to complete.

The information collected will remain confidential and no individual identifying
information will be used.

If you have questions about this project or your rights as a research participant, please
contact the researcher at the address below or the doctoral dissertation advisor, Dr. Beverly
Black, at beverlyblack@uta.edu. You may keep this form.

Thank you very much for your participation.

Researcher: Yasoda Sharma

PhD Student,

212 S. Cooper Street

School of Social Work
University of Texas at Arlington

Arlington, TX 76019
806-543-0911
yasoda.sharma@mavs.uta.edu
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AUG 2 3 201

APPROVED

INFORMED CONSENT AUG 2 2 2012

Researcher: Yasoda Sharma

Institutional Review B
Women’s HIV status and their relationships? oard

This Informed Consent will explain about your participation in this research study. It is
important that you read this material carefully and then decide if you wish to participate as a
volunteer in a research study being conducted by Yasoda Sharma, a Ph.D. student at the
University of Texas at Arlington, Arlington, Texas.

Objective

The purpose(s) of this research study is/are as follows:
(1) To determine whether disclosure of women’s HIV status relates to the frequency and
severity of IPV she experiences.
(2) To examine how social support relates to the frequency and severity of IPV
experienced by women living with HIV infection; and
(3) To examine how a partner’s HIV status relates to the frequency and severity of IPV
experienced by women living with HIV infection.

DURATION
The expected duration of your participation is 20 to 25 minutes.
PROCEDURES
The procedures, which will involve you as a research subject, include: Reading this consent
form, signing this consent form, and completing the questionnaire. The questionnaires consist of

questions related to your experience of violence after the diagnosis of your HIV infection.

POSSIBLE RISKS/DISCOMFORTS

The questions in the survey are sensitive in nature and may cause emotional reaction.
Since you participation is completely voluntary, if you feel uncomfortable answering any
questions, you can withdraw from the study at any time without consequence. Also, you are free
not to answer any specific questions that you find too personal or sensitive. If you experience
any discomfort you will be provided with counseling options by the researcher.

However, after you have finished and returned your questionnaire, you can no longer
withdraw from the study because your questionnaire will not be identifiable as belonging to you.
This action helps assure that your participation is anonymous. Choosing not to participate in the
study will have no effect on your relationship with the agency.
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POSSIBLE BENEFITS

The possible benefits of your participation are:
Contribute to knowledge base of the relationship between I[PV and HIV that may lead to
more effective preventive and intervention effort.

COMPENSATION

As an appreciation for your time you will receive a $10 gift card to Wal-Mart.

ALTERNATIVE PROCEDURES / TREATMENTS

There are no alternative procedures or course of treatment that might be available if you elect not
to participate in this study. However, participation is completely voluntary and you may decline
or withdraw at no consequences.

CONFIDENTIALITY

Every attempt will be made to see that your study results are kept confidential. A copy of the
records from this study will be stored in Dr. Beverly Black’s office, in a locked file cabinet for at
least 3 years after the end of this research. Her office is located at 211 S. Cooper Street,
Arlington, TX, 76019 at University of Texas at Arlington.

The results of this study may be published and/or presented at meetings without naming you as a
subject. Although your rights and privacy will be maintained, the Secretary of the Department of
Health and Human Services, the UTA IRB, and personnel particular to this research (Yasoda
Sharma, and the UTA Social Work Department) have access to the study records. Your informed
consent form and questionnaire will be kept completely confidential and separately according to
current legal requirements. They will not be revealed unless required by law, or as noted above.
A coding system linking your scores to your consent form will be created to protect anonymity.

FINANCIAL COSTS

There will be no financial cost to you as a participant in this research study.

CONTACT FOR QUESTIONS

If you have any research-related questions or problems at any time, you may call Yasoda
Sharma at (806) 543-0911 or Dr. Beverly Black at (817) 272-3941. You may call the Chairman
of the Institutional Review Board at (817) 272-1235 for any questions you may have about your
rights as a research subject.

AUG 2 3 201
APPROVED

AUG 22 2012

Institutional Review Board
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VOLUNTARY PARTICIPATION

Participation in this research study is voluntary.

You may refuse to participate or quit at any time. If you quit or refuse to participate, the benefits
(or treatment) to which you are otherwise entitled will not be affected. You may quit by refusing
to answer the questionnaire.

By signing below, you confirm that you are at least 18 year old have read this document.
You have been and will continue to be given the chance to ask questions. You freely and
voluntarily choose to be in this research project.

PRINCIPAL INVESTIGATOR

DATE

SIGNATURE OF PARTICIPANT

DATE

APPROVEp

AUG 2 2 201

lnstitutionaf Review Board
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LETTER TO THE AGENCY
Women'’s HIV status and their relationship

Both Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome
(HIV/AIDS) and intimate partner violence (IPV) are significant public health and social problems
in the United States and worldwide. The goal of this research project is to learn more about the
severity of physical, sexual, and emotional violence experienced by women living with
HIV/AIDS.

Focus of study. Many research studies have focused on the relationship between HIV
and IPV. However, we know little about how IPV changes upon HIV diagnosis. This study will
examine how the prevalence rate of IPV changes in a relationship when a woman discloses her
HIV status to her partner. It will specifically assess how a woman’s HIV diagnosis relates to the
severity and frequency of the IPV victimization she experiences. | hypothesize that when a
woman’s discloses her HIV status to her intimate partner, she will experience increased levels
of physical, sexual and emotional violence.

Sample/Instrument: | hope to sample about 64 women who are living with HIV/AIDS.

| will ask the women to complete a survey which will take about 20-25 minutes. The survey will
include the revised Conflict Tactic Scale (CTS-2) which measures IPV, Social Support Scale,
CAGE- AID screening tool for substance abuse, HIV/AIDS questionnaire, and demographic
questionnaire. The Conflict Tactic Scale contains around 29 questions measuring the physical,
sexual, and emotional violence experienced by the women. Social support Scale contains
around 12 questions measuring the support received from family, friends and significant others.
Demographic questions will ask age, monthly income, marital/relationship status, history of drug
use, and ethnicity. HIV/AIDS survey will ask questions pertaining to the date of diagnosis of HIV
status, mode of transmission, and frequency of violence after the diagnosis of HIV.

Procedure/Timeline: | intend to administer the survey over a one month period of time
depending on the availability of women willingness to complete the surveys. | seek your
expertise in the best method to administer the survey.

Thank you. In appreciation for assistance with the research project, the researcher will
offer to organize and provide a one day workshop for the agency for women living with
HIV/AIDS who have experienced or are concerned about experiencing IPV. In addition, each
participant who completes a survey will receive a $10 gift card as a thank you. The findings of
the study will hopefully help service provider better assist women living with HIV who are
experiencing IPV.
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To Whom It May Concern:

Yasoda Sharma will be conducting her research study at the AIDS
Outreach Center in Fort Worth. We look forward to working with her on

this project.

Sincerely,

Shawna Stewart, MA, LPC
Director of Mental Health Services

400 North Beach Street » Fort Worth, Texas 76111 » (817) 335-1994 » Fax: (817) 916-4668

Information Line: (817) 336-0066
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Author (Year)

Aim

Study Sample

Method

Result

Limitation of the
study

Coker et al. (2000)

To estimate [PV
prevalence by type
and associated
physical health
consequences among
women seeking
primary health care.

1152 women,
between the ages
of 18 to 65 years,
recruited from
family practice
clinics.

Cross-sectional survey
design.

Of 1152 women surveyed, 53.6%
ever experienced any type of partner
violence; 13.6% experienced
psychological IPV without physical
IPV. Women experiencing
psychological IPV were significantly
more likely to report poor physical
and mental health (adjusted relative
risk [RR], 1.69 for physical health
and 1.74 for mental health).
Psychological IPV was associated
with a number of adverse health
outcomes, including a disability
preventing work (adjusted RR, 1.49),
arthritis (adjusted RR, 1.67), chronic
pain (adjusted RR, 1.91), migraine
(adjusted RR, 1.54) and other
frequent headaches (adjusted RR,
1.41), stammering (adjusted RR,
2.31), sexually transmitted infections
(adjusted RR, 1.82), chronic pelvic
pain (adjusted RR, 1.62), stomach
ulcers (adjusted RR, 1.72), spastic
colon (adjusted RR, 3.62), and
frequent indigestion, diarrhea, or
constipation (adjusted RR, 1.30).
Psychological IPV was as strongly
associated with the majority of
adverse health outcomes as was
physical IPV.

Campbell et al. (2002)

To examine the
physical health
problems of women
who were abused with
that of women who
were not abused.

441 women aged
22 to 55 years
were recruited.

Cross-sectional study
design

Rates of gynecological problem were
similar among women who reported
physical and sexual IPV. Abused
women reported headaches, back
pain, STDs, vaginal bleeding, vaginal
infections, appetite loss, abdominal
pain, and digestive problems.
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Author (Year) Aim Study Sample Method Result Limitation of
the study

El-Bassel, Gilbert, Wu, This study examines 416 women Study participants were | Women who reported always The findings

Go, & Hill (2005) the temporal enrolled in interviewed at baseline | using condoms at wave 2 were may not be
relationships between | methadone (wave 1) and received significantly less likely than women generalizable to
sexual and/or physical | maintenance follow-up interviews at | who reported inconsistent or no women in the
partner violence (IPV) | treatment 6 months (wave 2) and | condom use to experience subsequent | general
and sexual risk of programs in New | 12 months (wave 3) IPV at wave 3. Similarly, increased population or to
HIV/STI York City risk of IPV at wave 3 was associated | other populations
transmission. with self-reported STIs and of women in

unprotected anal sex, always
requesting that partners use condoms
was associated with a significant
decrease in subsequent IP. Findings
also suggest that I[PV at wave 2
decreased the subsequent likelihood
of always using condoms at wave 3
and always requesting that a partner
use condoms.

drug treatment.

Gielen et al. (2000a)

To examine the
women’s concern and
experience with the
disclosure of their
HIV status.

310 HIV-positive
and 301-HIV
negative women
who were 18
years or older
were recruited
from agencies
providing
services.

Mixed method was
used. Cross-sectional
survey design and
qualitative interview
was used.

Results indicated that 46.5% of the
participants were offered help from
the health-care provider to disclose
their HIV status to their intimate
partner. Overall, 67% of the women
had experienced IPV. Of the women
who had experienced violence, 34 %
experienced violence before their
HIV status had been determined, 16%
experienced violence after the
diagnosis, and 17% reported that they
experienced violence both before and
after the diagnosis.
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Author (Year)

Aim

Study Sample

Method

Result

Limitation of
the study

Gielen et al. (2000b)

To examine the
frequency of
disclosure of HIV
status and it adverse
consequence on
women’s lives.

257 HIV-positive
women between
the ages of 18 and
44, recruited
from HIV/AIDS
primary care
clinics and from
community site

Face to face interview
was conducted.

Negative consequences associated
with others knowing they were HIV-
positive were reported by 44%, most
commonly the loss of friends (24%),
being insulted or sworn at (23%), and
being rejected by family (21%).There
were 10 women (4%) who reported
being physically or sexually assaulted
as a result of their being HIV positive,
and 16% reported having no one they
could count on for money or a place
to stay. Violence was widespread in
this sample, with 62% having
experienced physical or sexual
violence, including sexual abuse or
rape (27%), being beaten

up (34%), and weapon-related
violence (26%). Logistic regression
analysis indicated that women with a
history of physical and sexual
violence were significantly more
likely to experience negative social
and physical consequences when their
infection became known

to others.

Lichtenstein (2006).

This paper examines
the links between HIV
risk and domestic
violence in women in
a region with the
highest HIV/AIDS
rates in the United
States.

50 HIV positive
women with IPV
history was
recruited from
HIV clinic in
Alabama

Cross-sectional design:
Qualitative interview
Abuse defined as a
pattern of physical
sexual and
psychological abuse by
a person with whom the
victim has an intimate
relationship.

64 percent said IPV was ever a barrier
getting care. Themes included sexual
slavery and confinement, surveillance
and stalking, depressed, helplessness,
fearfull non disclosure.

As the study is
qualitative in
nature so it is not
generalizible to
the population of
women living
with HIV/AIDS.




Gcl

Author (Year) Aim Study Sample Method Result Limitation of
the study
Sareen, Pagura, & Grant The aim of the study 13,928 women Cross-sectional study Past year IPV and HIV prevalence Assessment of
(2009) is to examine the who reported design: National estimates among women in romantic | [PV was based

association between
intimate partner
violence (IPV) and
human
immunodeficiency
virus (HIV) infection
among a large
representative sample
of US women.

being in a
relationship in the
last year and were
20 years and
above.

Epidemiologic Survey
on Alcohol and Related
Conditions was used.

relationships in the United States
were 5.5% and 0.17%, respectively.
Adjusting for socio-demographic
factors and risky sexual behaviors
IPV was significantly associated with
HIV infection (adjusted odds
ratios=3.44, 95% confidence
interval=1.28-9.22). We also found
that 11.8% of the cases of HIV
infection among women were
attributable to past year IPV.

only on a past
year time frame
and not assessed
over the
participant's
lifetime the
present study
was limited by
self-report
assessment of
HIV status.

Teitelman, Ratcliffe,
Dichter, & Sullivan
(2008)

To examine the
associations between
past intimate partner
abuse experienced
during adolescence
(verbal and physical),
recent intimate
partner abuse (verbal,
physical, and sexual),
and HIV risk (as
indicated by lack of
condom use) for
sexually active young
adult women in
relationships with
male partners.

2,058 sexually
active young adult
women.

Secondary data analysis
of waves II and III of
the National
Longitudinal Study of
Adolescent Health (Add
Health), The Add
Health Study is a
longitudinal, in-home
survey of a nationally
representative sample
of adolescents.

Physical and verbal abuse
experienced in adolescence were
associated with physical/verbal abuse
experienced in young adulthood.
Young, sexually active women
experiencing no abuse in their
relationships were more likely to
consistently use condoms in the past
12 months than were their abused
counterparts.

Questions about
abuse were not
consistent
overtime. At
wave2respondent
s were not asked
specifically
about sexual
abuse. The wave
3 questions did
ask about sexual
abuse but did not
separate out
physical abuse
from verbal
abuse. The use of
secondary data,
made it unclear
whether they
were talking
about recent
abuse or current
abuse.
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Author (Year)

Aim

Study Sample

Method

Result

Limitation of
the study

Wingood et al. (2000)

To examine the health

203 women who

Cross-sectional study

Women experiencing both sexual and

Since the cross-

consequences of have been design was used. physical abuse were more likely to sectional study
physical and sexual physically, Standardized survey have a history of multiple sexually design was used
abuse among women. | sexually or was used to measure the | transmitted diseases (STDs) in their there the result
emotionally physical, sexual and abusive relationships, have had an cannot be
abused in the past | emotional abuse STD in the past 2 months, be worried | generalized.
60 day recruited experienced by women. | about being infected with HIV, use
for the shelters in marijuana and alcohol to cope,
Alabama. attempt suicide, feel as though they
had no control in their relationships,
experience more episodes of physical
abuse in the past 2 months, rate their
abuse as more severe, and be
physically threatened by their partner
when they asked that condoms be
used.
Zierler et.al. (2000) This study estimated 2864 HIV-infected | All interviews (91% in | Overall, 20.5% of the women, 11.5% | Detailed

the proportion of
HIV-infected adults
who have been
assaulted by a partner
or someone important
to them since their
HIV diagnosis and the
extent to which they
reported HIV sero-
positive status as a
cause of the violence.

adults who were
receiving medical
care and were
enrolled in the
HIV Costs and
Service Utilization
Study.

person, 9% by
telephone) were
conducted with
computer-assisted
personal interviewing
instruments. Interviews
began in January 1996
and ended 15 months
later.

of the men who reported having sex
with men, and 7.5% of the
heterosexual men reported physical
harm since diagnosis, of whom nearly
half reported HIV sero-positive status
as a cause of violent episodes.

information on
frequency and
severity of
violent episodes
after disclosure
of HIV status
was not reported.
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