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Abstract
Objectives: The relationship between intimate partner vioge@eV) and HIV risk is well
documented, but there is little evidence on facidrich affect testing behaviors in these
women at increased risk for infection. To deternilrecorrelates of HIV testing in abused
women we conducted interviews of women seeking elpelated services from a

community-based NGO.

Methods: 97 women seeking IPV services from an NGO in dakaburg, South Africa
participated in the study. Women completed ansassent of demographic, behavioral, and
psychological variables. The interview also asteethwhether the women had previously

been tested for HIV.

Results: Roughly half the sample had been tested for His46, 47%). Women who
tested were younger and had more education. Theg less likely to have spoken to their
partners about HIV, but more likely to have a partwho had tested and to report stronger
risk reduction intentions. Fewer of those women wdsted cared for children and more had
sought help from police. Multivariate logistic regsion revealed that caring for children
(OR 0.266, 95% CI 0.071-0.998) and having convemsatwith a partner about HIV (OR
0.125, 95% CI 0.02-0.845) decreased a woman’s ofitésting for HIV, whereas reporting
stronger risk reduction intentions (OR 1.3, 95%1@i1-1.60) and seeking help from the

police (OR 5.51, 95% CI 1.2-25.76) increased heisanf testing.



Conclusion: The study demonstrated the complex relationsatpéen violence and a
woman’s decision to get tested for HIV. The neaedcfamprehensive and integrated services
for women victims of violence in South Africa issdussed and recommendations for

increasing testing by decreasing barriers for thesmen are made.



Correlates of HIV Testing among Abused Women intBd\rica

Gender based violence (GBV) is defined as a rahgaronful customs and behaviors
directed towards girls and women, including intienpartner violence (IPV), domestic violence
(DV), assaults against women, child sexual abuse rape- GBV is increasingly gaining
recognition as a serious threat to the health shemworldwide and may result in injury,
psychological trauma, sexually transmitted infewsi¢STI), and deathWith the increase in
HIV infection worldwide, the relationship betweeivHand GBV deserves careful

consideration.

Current estimates are that one in three womendwiate will be victims of rape or
attempted rape while equal numbers will experiaingse of some kifdThe current study was
conducted in South Africa where prevalence estimatg@hysical abuse by a sexual partner are
reported to range between 20 and 85R@pe and sexual assault rates are even hardeatify
given low reporting rates. South African crime istads for 1996 showed 44,222 cases of
reported rape, equal to 210 incidents per 100,08®e&n, more than double that for the U.S.
More alarming, is that only 15% of women even refanced sexual encountels.ow rates or
reporting may arise from widespread acceptabilityexual violence or fear of negative
consequences. A large survey of young people ithS&inican revealed that 30% of all students
said that women do not have the right to say reeiq while half reported when a girl says “no”
she actually means “yes”. Fully 60% of all respartdelid not consider forced sex to be sexual
violence. The beliefs of the young are seen in the actiresiults as nearly 66% of men in a
community sample in Cape Town endorsed perpetratirygical violence in an intimate

relationship.



Supporters of survivors of GBV have long promoteelilea that such violence cuts
across race, class and ethnicity. Recent evidarggests that while GBV can, in fact, be found
in any level of society, there are certain chargties that make some women particularly
vulnerable. Prior history of sexual assault andiaéassault in childhood are associated with
higher levels of assault in adulthood. Furtheussldl women are often left isolated and
disempowered by their abuser, both emotionallyfarahcially, creating barriers to seeking help
and a situation in which violence can be perpetigteSuch barriers may also prevent a woman

from learning her HIV serostatus and taking meastogrotect herself.

Women who experience GBV are at increased riskifaries, STIs, pregnancy
complications, and death. Of many STls a woman exggrience as the result of GBV, HIV is
the most prevalent in South Africa at 21% amondtatiStrong data support the association of
HIV risk among women experiencing GBV. In a grod@dolescent girls diagnosed with STI or
HIV, more than half (58%) reported experiencingraviolence’. A study of women
conducted while attending voluntary counseling &sting (VCT) in Nairobi, Kenya found that
42% reported experiencing violence of any kind, 6vhom subsequently tested positive for
HIV . Maman et al reported a 10 fold increase in pari@ence among young HIV positive

women in Tanzanfa.

The increased risk of HIV among women experien€8) remains even once a
woman’s own risk behaviors are taken into accoDuonkle et al found that among women who
presented for routine antenatal HIV testing, IPAR(©48) and high levels of male control in a
woman'’s current relationship (OR 1.52) were siguaifitly associated with HIV seropositivity

once controlling for age, current relationshipssaand women'’s risk behavibts



Given that a woman in a violent relationship oremtiise experiencing violence is at
greater risk for HIV infection, it follows that tésg for HIV in this population is crucial to
improving health outcomes. Various studies in sah&ban Africa have looked at barriers to and
indicators for testing generally. These studiesevgat in VCT and antenatal clinics or were
population-based. Low educati8r, lack of ready access to testifi§f concerns of privacy
1921 stigmatizing attitudes towards HIV/AIDS™ ?? and lack of perceived risk have all been
reported as barriers to testifig’. Fears of retribution from a partner, stigmati@ativithin a
community or discrimination from healthcare workessre additional barriers in two studigs
23 |n rural Zimbabwe fear of violence, stress arnighsa also prevented testifigHowever, data
suggest women who perceive themselves to be a&zsed risk for infectidfi, care for

childrerf*, and are oldér are more likely to test.

The purpose of this study was to examine fa@es®ciated with HIV testing among a
sample of women within community based clinics ahélters providing support to abused
women. In contrast to previous studies, which atearsVCT and antenatal clinics or are
population based, the present research surveye@warno were seeking abused related
services from a nongovernmental community basednizgtion (NGO). Based on the current
literature, we hypothesize that age, caring foldean, and level of education will be associated
with these women'’s decision to get tested. Womeh stronger intentions to reduce risk, who
have a partner who has tested for HIV, and aretaldéscuss HIV with a partner are expected to
be more likely to test. Recent sexual activity anelvious acts of seeking assistance with regard

to relationship violence are also hypothesizedeta$sociated with higher rates of HIV testing.



Methods

Procedures

Women were told of the study by counselors in ti&Nand offered a brochure in Zulu, Sotho
or English. Written informed consent was obtained &ained interviewers administered an
assessment in Zulu, Sotho or English in a privaténg. Data presented here are the results of
baseline interviews conducted prior to participatio a pilot HIV prevention intervention for

abused women.

Measures

Demographic Characteristics. Each participant eteid her age, race/ethnicity, educational

level, employment status, income, number of chiidreher care, and current relationship status.

Relationship Characteristics. Each participant astsed if her partner had tested for HIV and

whether she had spoken with her partner about HB/AIDS concerns. These were categorical

guestions and participants were also allowed twan$ don’t know” or “Refused” to the first.

Sexual behavior. Each respondent was asked whatimet she had been sexually active in the

past year.

Risk Reduction Intention®articipants completed a seven-item modified reskuction intention

scalé>. Each question offered a 4 point likert scalerémponse and scores for all seven
guestions were summed for analysis. Questions @eaahtdondom use intentions and willingness

to refuse participation in unsafe sexual pract{egsha=0.74).



Help Seeking Behavior. Women were asked whethegriihd ever sought help from the police

for abuse or domestic violence.

HIV testing. Women were asked whether they had bgen tested for HIV.

Statistical Analysis. The statistical analysis ilveal two steps. First, a series of univariate

analyses were conducted to identify significaratiehships between eight predictor variables
and HIV testing. These included age, educatiorsgiree of children (having biologic children
or caring for other children), risk reduction intiens (continuous variable based on the sum
score of a 7 item scale), having a partner whetefir HIV, being able to converse with partner
about HIV, if sexually active in the past year, @eaking help from the police prior to seeking

services based at the NGO.

In the second step, all the variables that weneifstgnt (p<.10) in the univariate analysis were
used in multivariate logistic regression. The odud® was used to assess the strength of

bivariate association. SPSS version 15.0 was useal|fstatistical analysis.

Results

Participants

Ninety-seven women seeking services at an NGOhardmesburg were recruited from
five out of six sites, including three drop-in ¢tim and two women'’s shelters between January
2003 and March 2004. All women were over the age8aéind had experienced relationship
violence of a physical, emotional, or financialurat The women were primarily of Black

ethnicity (94%); median age was 36 with an aveddge/o children. Sixty-five percent had less



than a high school education, 72% earned lessRB&0 (~80USD), and 71% had no formal
employment meaning the majority were from a lowi@@conomic background. Sixty-five
percent reported having a current partner and 688&dleen sexually active over the past year.
Forty-six women (47%) had been tested for HIV ahegoint in the past (see Table 1 for

descriptive statistics by testing status).

The results of the univariate analysis are sumradnz Table 2. Of the eight predictor variables
investigated, seven were related (p < .10) in theatiate analysis and were entered in the
multiple regression analysis. They were (1) agee(ication, (3) caring for children, (4) risk
reduction intentions, (5) HIV testing by partnéd) Conversation with partner about HIV, and
(7) seeking help from the police. Women who testede younger and had more education.
They were less likely to have spoken to their pagrabout HIV, but more likely to have a
partner who had tested and to report strongerrediction intentions. Fewer of those women
who tested cared for children and more had souglptfhom police. Sexual activity in the past
year was not associated in the univariate analgdilV testing and was not entered in the final

regression analysis.

As shown in Table 2, four of the seven variablastigouted significantly (p<0.05) to the
multivariate model. Caring for children and havtatked with her partner about HIV were
associated with a lower likelihood of a woman hguieen tested herself. Stronger risk
reduction intentions and seeking help from thegeofor violence in the past made it more likely

that a woman would have been tested for HIV.
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Discussion

Half of the abused women in this South African skeniyad sought HIV testin@orrelates to
testing behaviors included caring for childrenemttons to reduce HIV risk behaviors, ability to
discuss HIV testing with a partner, and seeking fied abuse from the police. Not all of these

associations were in the direction we hypothesized.

The strongest association with HIV testing was s&gkelp from the police prior to involvement
with an NGO for abused women. Such behavior coaldrxerstood at least two ways. This
action can signal in some women a proactive detigichange her abusive situation. Such a
step might logically precede or follow another piesistep such as learning her HIV status.
Conversely, seeking help from the police may indi@higher level of violence requiring law
enforcement intervention. Such a level of violengaaticularly if it includes sexual violence,
may cause a woman to consider her subsequenbri$ki¥V and prompt testing. In either
scenario, contact with police indicates possibéalireess of a woman to test and should be
considered a potential point for intervention bg@uraging or even offering testing to abused

women who seek assistance from law enforcement.

Another important finding in our sample was thaimwem who intended to decrease risk
behaviors were more likely to test. This relatiapsikas weaker than that seen in women who
had sought help from the police. This is a potéaigaonstration of the transtheoretical model
of stages of change. Women who have no intentialetoease risk might be pre-contemplative
and unlikely to test. Those who intend to decreesse but have not acted yet are more likely to
test. However, women who have taken active stepss@ek help from police) are most likely to

test.
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Presence of children was expected to increas@gesthong women, considering potential
health consequences for a woman'’s children or jhgnior her children’s future. While children
predicted testing in a Los Angeles samflehe finding in our sample was association with
decreased testing. Despite this difference, malelesire to protect and care for her children
may be the driving factor behind both cohorts. &5 lAngeles, availability of services is high
while stigma is relatively low. In South Africa,@ss to services may be less and stigma all too
common. This calculus may cause a mother to faxging as she may perceive having much
less to gain from the knowledge of her illness carad to her developed-world counterpart.
Beyond simple lack of services and potential répacin the community, women in our sample
may also fear retribution from a violent partneucls violence may include her children or

jeopardize her care of them, making her less likelgst.

Concerning was our finding that women who had thlkea partner about HIV or AIDS
concerns were less likely to have ever tested fot. Ahis finding also lends itself to several
interpretations. First, the woman may trust hetnea if he says he is negative or not at risk and
therefore see no need to test herself. Considénmmgample is of abused women, this
explanation is deeply distressing. Such misplaogst tn a violent partner could lead to more
troubling consequences in the future. Second, shefear retribution should she seek testing
and by so doing display doubt of her partner’s eiyaor be accused of unfaithfulness. This
troubling finding can be understood in the lighipoévious studies that show women who fear

retribution are unlikely to tekt 3

While not statistically significant, a trend suggesthat women in our sample whose partners

had tested were more likely to test. This couldlinpat when conversations are accompanied
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by actions in her partner, a woman may experienceeased perception of risk that has

elsewhere been shown to drive testing behatfiors

Previous data suggest that education is a signifieeedictor of testing™> however this was

not confirmed by our findings. Unlike in other siesl younger age was not a predictor of testing
in our samplé?® The lack of prediction for education and age insample may be reflective of

its small size and homogeneity. Sexual activitthie past year also showed no relation to
testing. This may be a result of the lack of temapoonnection between having ever tested and
past year sexual activity. The lack of relationsimigy also be due to the homogeneity of the

sample of which over 80% had been sexually achivee past year.

Very few studies have looked at what contributeesting behaviors in this region, much less in
this vulnerable population. Despite this uniqueaadsage to the current study, limitations to our
findings are to be acknowledged. Women were adiib@y had ever tested for HIV, not when
they tested. As such, no causal conclusions caindven from these findings. Further, the data
are in women seeking help for violence and doesesutily generalize to the larger majority of
women experiencing violence but not seeking sesvitle use of self-report measures is not

without its problems, though few alternatives existhis field of study.

The authors wish to acknowledge that data forgtudy was collected during the early days of
the PEPFAR era and while considerable resistanE#\Maare existed at a national level in

South Africa. It is difficult to predict how thegneasing availability of HIV services and care
would affect these findings. However, it is impaoittéo note that while many women in South
Africa may now have better access to HIV care glirs been no comparable concerted effort to

address the issues of abuse in these women, of whosample represents only a tiny fraction.



13

The current study examining HIV testing is oneld first to solely focus on women in abusive
relationships. Given that women are at increassdaf abuse and HIV in sub-Saharan Africa,
understanding the motivators and barriers to tgstne crucial for the development of
appropriately targeted interventions and servites. need is so great that nearly any
intervention has the potential to make an imporpautiiic health impact. Our findings would
suggest that women who seek help from the policg meaeady to test for HIV. Providing
women a confidential and safe place to test isssaug to protect her from retribution. These
women may also be in need of other services, ssichiéd care and legal services. Integrated
services would be ideal to minimize barriers tatgses. In our sample, less than half of the
women seeking services had tested and presentswgtoan NGO provides an ideal time for
intervention and testing. In the absence of intiegkgervices, referral to appropriate services
must be offered to each woman seeking help. Mdogtedhould be made to reach the women
who do not seek help from the police, estimateoetthe vast majority of abused women in
South Africd. Such efforts might include community outreactttsy police, by women

advocacy groups or legal aid groups.
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Table 1. Descriptive Statistics for predictive variables

N Tested (N=46) Didn't test (N=51)
Mean (SD) or % Mean (SD) or %
Education 94 9.9 (3.2) 8.9 (3.2)
Conversation with Partner 96 69.6% 84%
Went to police for help 95 80.4% 54.0%
Age of Respondent (yrs) 95 33.1(9.97) 37.4(9.91)
Risk Reduction Intentions Sum 96 15.9 (3.0) 14.4 (2.78)
Sexaully active past year 95 78.3% 88%
Presence of children 96 84.7% 92%
Partner tested 96 43.5% 16%
Table 2. Summary of logistic regression analyses predicting HIV testing
Univariate Multivariate
Predictor Variable OR Cl OR Cl
Age of Respondent .96F (.92-.99) 9327 (.87-1.004)
Education 1.12% (.98-1.13) 1.003t (.92-.99)
Presence of Children A4t (.21-.88) .266* (.071-.998)
Risk Red Intention Sum 1.2t (1.03-1.4) 1.3* (1.01-1.60)
Partner Testing 5.0t (1.8-13.9) 3.34t (.92-12.35)
Conversation with Partner .41t (.15-1.2) .125* (.02-.845)
Went to Police for help 3.4t (1.3-8.4) 5.51* (1.2-25.76)
Sexually active past year 49 (.16-1.5) - -

* p<0.05
tp<0.1
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