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INTIMATE PARTNER VIOLENCE AND HIV:
IDENTIFYING THE LINK

LEARNING OBJECTIVES
At the end of this presentation, participants will be able to:
1. Describe and understand the incidence/prevalence of Intimate
Partner Violence (IPV)in the region
2. Identify the determinants that make women who experience IPV more
vulnerable to HIV
3. Describe the link between IPV and HIV
4. Utilize screening for IPV in your clinical settings

WHAT IS INTIMATE PARTNER (IPV) / GENDER BASED VIOLENCE ?
Intimate Partner Violence (IPV) is a serious, preventable public health
problem that affects millions of Caribbean's. The term “Intimate
Partner Violence” describes physical violence, sexual violence,
stalking and psychological aggression (including coercive acts) by a current
or former intimate partner

https://www.cdc.gov/violenceprevention/intimatepartnerviolence/

http://www.ncdsv.org/images/PowerControlwheelNOSHADING.pdf

WHY WOMEN ARE MORE SUSCEPTIBLE TO HIV/IPV
Ø Violence: one in three women worldwide will be raped, beaten, coerced into sex, or otherwise abused in her

lifetime. Sexual violence is prone to increase the risk of infection as it can damage the vaginal wall through the
violent act, allowing infected semen direct contact with underlying tissue. Coerced sex can also deny women the
ability to insist on condom use.
Ø Economic disempowerment: pressure to provide income for themselves or their families leads some women

to engage in "transactional" sex with men who give them money, school fees or gifts in exchange for sex. In some
regions this is particularly true for younger women who engage in sex with older men. Women who are
economically dependent may not be able to insist on condom use.
Ø Migrant husbands: many women, especially those in rural areas, are infected by their husbands who work away

from home for long periods, for example, as miners, truckers, or soldiers and engage in unprotected sex while
away. These men may get infected with HIV and, upon returning home, can transmit it to their wives.
Ø Child marriage: it is still common in many parts of the world for young girls to marry before they are 18 years

old. Most often, they marry older, sexually experienced men who may already be infected with HIV and transmit it
to their young wives.
http://uncares.org/content/hiv-and-gender

VIOLENCE AGAINST WOMEN IN THE CARIBBEAN
Ø According to UN Women Caribbean, 1 in 3 women in the Caribbean will

experience domestic violence.

Ø Over one third of the region’s women report incidents of intimate or sexual

violence.

Ø According to the United Nations Office on Drugs and Crime, every one of the

Caribbean islands has a sexual violence rate that is higher than the world average.

Source: A paper by Janice Joseph, Stockton University

Rape Rates In the Caribbean and Comparison Countries

https://caribbean.unwomen.org/en/our-work/ending-violence-against-women/advocacy-brief

SOME CHALLENGES IN ADDRESSING VIOLENCE AGAINST WOMEN
IN THE CARIBBEAN
Ø Patriarchal ideologies are prominent in the region and are difficult to change
Ø While legislation has been enacted and measures are being taken to address this

situation, challenges exist in shifting the sociological context of gender equality
Ø Wide and persistent gaps persist between the “law on the books” and the “law in
action’
Ø Lack of specialized interventions
Ø A “culture of reconciliation” which hold that family stability is important that
private troubles are private
Ø Lack of adequate data
Ø Gender inequities
Source: A paper by Janice Joseph, Stockton University

SOME RESULTS OF A STUDY INVOLVING IVP IN WOMEN IN THE
USVI
Ø Between 2009 and 2011, Black women in Baltimore, MD, and St. Croix and St, Thomas, USVI

were recruited into a comparative case–control study that examined abuse status and associated
health outcomes.
Ø In the USVI, 235 women reported a recent IPV experience and 119 women had no abuse
experiences
§ In the USVI, women who experienced recent IPV were younger, ages 22-31, and less
frequently reported having a current partner compared to their non-abused counterparts.
§

A history of STIs was associated with recent IPV among women in the USVI only.

§

In the USVI, women with a recent history of IPV were also more likely to have engaged in
drug use.

https://www.tandfonline.com/doi/full/10.1080/09540121.2012.722602

THE RELATIONSHIP BETWEEN INTIMATE
PARTNER VIOLENCE AND HIV

THE LINK BETWEEN IPV AND HIV
Ø Li et al. (2014) identified 28 studies involving 331,468 individuals in 16 countries. Pooled

analyses of data indicated that physical violence, sexual violence, a combination of physical
and sexual violence, and any type of IPV (physical, sexual, or psychological) were associated
with HIV infection in women.
Ø IPV and HIV are hypothesized to have critical intersections, and women's vulnerability to HIV

may be influenced by violence caused by culturally accepted gender inequalities.
Ø Women who experienced IPV were two to three times more likely to engage in transactional

sex than women who did not.
https://onlinelibrary.wiley.com/doi/full/10.7448/IAS.17.1.18845

HIV IS ASSOCIATED WITH INCREASED IPV IN WOMEN

Ø Compared with women who are HIV-negative, those who are HIV
positive were 5 times more likely to suffer IPV
Ø Women who were not sure of their HIV status were 9 times more
likely to experience IPV

Relationship of Intimate Partner Violence to Health Status, Chronic Disease, and Screening Behaviors; Journal of Interpersonal Violence
http://journals.sagepub.com/doi/abs/10.1177/0886260513497312

THE LINK BETWEEN IPV AND HIV
Ø Evidence suggests that women living with HIV have a high likelihood of relationship violence
Ø HIV diagnosis can trigger relationship conflict and violence
Ø In resource-constrained settings, HIV-positive women are twice as likely as HIV-negative

counterparts to report lifetime violence from a partner

Ø Fear of new or continued IPV leads women to avoid disclosure of their status to male

partners which in turn has a significant impact on treatment adherence
§ When women are fearful of violence from their partners, they may be more likely to default
on medications or may have other health priorities, such as physical safety, which trump
adherence

https://journals.lww.com/aidsonline/fulltext/2015/10230/Intimate_partner_violence_and_engagement_in_HIV.18.aspx?casa_token=flkeZ3AQFMAAAAA:adEzWk5ipSpyLFFbxVBWwldpbyWDqFnyxpoVCwNfOv_STeXaCXJN1NJMZR_DHXGPqnwn2xwMUkwvR5VySNdcqf3KLDAokR0xW_xihaiizb0

IPV AND RISK FOR HIV INFECTION
Ø Women who experience physical and sexual violence are more likely to report

having:
§ A recent STI
§ Alcohol use as a coping behavior
§ Being threatened when negotiating condom use

Wingood, G.M., R.J. DiClemente, and A. Raj. (2000b). Identifying the prevalence and correlates of STDs among women residing in rural domestic violence shelters. Woman and Health 30 (4): 15-26.

IPV AND WOMEN LIVING WITH HIV
Ø Women living with HIV report experiencing higher rates of IPV than the

general population
§ 55% IPV (2x National Average)
§ 39% Childhood Sexual Abuse
§ 42% Childhood Physical Abuse

Gielen at al, 2007; Machtinger et al, 2012 a

HISTORY OF VIOLENCE AMONG WOMEN LIVING WITH HIV
Ø A history of violence among women living with HIV is associated with:
§ Antiretroviral therapy failure
§ Fear of negotiating condom use
§ Unsafe sex
§ Fear of disclosure of HIV status
§ Decreased engagement in HIV care, healthcare in general and poorer health

outcomes

Basile & Smith, 2011; Campbell, 2002; Brokaw, 2002; Constantino, 2000; Boarts, 2006; Delahanty, 2004; Sledjeski Et al, 2005; lckovics et al, 2001

LEGISLATION

Global Legislation
At the legislative and policy level there are several Acts that inform the support available to victims of domestic
violence. These are as follows:
§

A ratification of the United Nations For the Convention on the Elimination of All Forms of Discrimination

§

The Sexual Offences Act

§

The Offenses Against the Person Act

§

The Domestic Violence Act

§

The Child Care and Protection Act

§

The National Strategic Plan to Eliminate Gender-Based Violence (2017-2027)

https://jis.gov.jm/information/get-the-facts/get-the-facts-assistance-for-victims-of-intimate-partner-violence/

TRINIDAD AND TOBAGO
Ø Trinidad and Tobago is a State Party to the Convention on the Elimination of All Forms of Discrimination

against Women (CEDAW) 1979 and the Inter-American Convention on the Prevention, Punishment and
Eradication of Violence against Women 1994.

Ø The laws which address which specifically address gender-based violence in Trinidad and Tobago are the:
o
Domestic Violence Act 1999 which has been amended by section 53 of the Police Complaints Authority
o

Act 2006
Sexual Offences Act Chap. 11:28 “2006 Rev”

Ø Other relevant laws include:
o Summary Offences Act Chap. 11:02 “2006 Rev” (assault and battery etc.)
o Offences against the Person Act Chap. 11:08 “2006 Rev” (criminalizes assaults, acts causing danger to life or
o
o

bodily harm etc.)
Offences Against the Person (Amendment) (Harassment) Act 2005 (which makes harassment a criminal offence)
Legal Aid and Advice Act Chap. 7:07 “2006 Rev” (allows persons making applications pursuant to the domestic
violence legislation and the sexual offences legislation to access legal aid)

JAMAICA
Ø The laws which address gender-based violence in Jamaica are:
Ø Domestic Violence Act 1995 which has been amended by the Domestic
Violence (Amendment) Act 2004
Ø Sexual Offences Act 2009
Ø Child Pornography (Prevention) Act 2009
Ø Offences against the Person Act and
Ø The common law

BELIZE

Ø The laws which address gender-based violence in Belize are:
o Domestic Violence Act 2007
o Criminal Code “2000 Rev”
o Protection Against Sexual Harassment Act 1996 “2000 Rev”

GUYANA
Ø Sources indicate that the Domestic Violence Act of 1996 provides the
legislative framework for handling cases of domestic violence:
o To afford protection in cases involving domestic violence by the
granting of a protection order,
o To provide the police with the powers of arrest where a domestic
violence offence occurs and for connected matters
o Victims of domestic violence can apply for protection orders, tenancy
orders and/or occupation orders

DOMINICAN REPUBLIC
Ø Article 42 of the Constitution condemns domestic and gender violence
"in all its forms" (Dominican Republic 2015)
Ø The law criminalizes violence against women, and the state can prosecute
rape, incest, sexual aggression, and other forms of domestic violence.

REGIONAL RESPONSES

Founding members of the Caribbean Coalition on
Reproductive Health and Rights and Other Groups

THE RESPONSE OF THE
MEDICAL PROVIDER COMMUNITY
IS KEY

HIV AWARENESS,
KNOWLEDGE OF PREVENTION & TREATMENT MODALITIES
Ø Knowledge of high-risk populations and areas
Ø Up-to-date protocols and medications to treat HIV infection
Ø PrEP and other preventative measures
Ø Comorbidities and complications of medication
Ø Possible day after prophylaxis

IDENTIFYING AND ADDRESSING INTIMATE PARTNER VIOLENCE
Ø Physicians and other health care providers have a unique opportunity to
screen their patients—both female and male—for intimate partner
violence or abuse
Ø Create an environment that is open, non-judgmental and encourages
patients to discuss what is happening to them

http://www.nejm.org/doi/full/10.1056/NEJMp1204278

IDENTIFYING AND ADDRESSING INTIMATE PARTNER VIOLENCE
Be Alert to Patients with Certain Histories:
Ø Prior sexual or other childhood abuse
Ø History of or current STD
Ø Excessive alcohol intake
Ø History of prior abuse or sexual assault as an adult
Ø Depression

http://www.nejm.org/doi/full/10.1056/NEJMp1204278

IDENTIFYING AND ADDRESSING INTIMATE PARTNER VIOLENCE
Create a Climate of Confidentiality
Ø Convey to every patient that the medical office or clinic is a safe place to talk

confidentially about any issue, including intimate partner abuse

Ø Publicize that IPV is a health issue and that patients should feel free to talk about any

violence affecting their lives as it is part of a routine medical history.

Ø Clinic staff should also assure patients that privacy and confidentiality are priorities

http://www.nejm.org/doi/full/10.1056/NEJMp1204278

CASE STUDY #1
Three months into her marriage, Anita, a senior nurse, at a private care facility in Trinidad, was working on her
computer at home trying to catch up on some office work when her husband John angrily shut it down.
He was upset that she was bringing her work at home and neglecting him. He indicated in the past that once she was
at home all work related matters should be left at the office. To prevent an argument Anita tried to leave the room,
but he blocked the door. He grabbed her, threw her down and took her car keys.
Later that night when John went out with his friends, Anita called her mother to discuss the situation. Her mother
stated that he probably had a stressful week, and she should not worry about the situation, he is a good husband and
provider and once he cooled down everything will be okay.
Anita was concerned because his anger was increasing. She had participated in trainings on recognizing the signs of
domestic abuse among patients. And, worried that John’s behavior would escalate, and she could be seriously hurt.
However, she felt that she could not talk to her colleagues or seek outside help. Who would believe her, after all, as
a police officer John was a well-respected member of their community!
She convinced herself that this was a one- time situation and her fault. She would be a good wife and cater to her
husband’s needs and everything would be okay.

CASE STUDY # 1 (Cont’d)
Since the first event 2 years ago, in 2018, physically and emotionally scarred
Anita finally left John, and has filed a restraining order.
However, John continues to stalk and harass her stating that if he can’t
have her no one else will. Anita continues to live in fear.
Anita feels a sense of guilt at the dissolution of her marriage. She
experiences long periods of depression, isolation and utter despair.
Anita has since left her job and moved to the USVI. She feels it is only a
matter of time before John finds her new location. He has told her family
and friends that he has changed since he joined a church and would like a
second chance.

CONSIDER…
What do you think about the mother’s reaction? Is it common?
What do you think Anita should do?
Do you think that laws against IPV are adequately enforced?

ADAPTATIONS TO PRACTICE

OUR ROLE AS CLINICIANS
Ø Clinicians can help to identify abuse early, providing victims with the
necessary treatment and referring women to appropriate care.
Ø Health services must be places where women feel safe, are treated with
respect, are not stigmatized, and where they can receive quality,
informed support.
Ø A comprehensive health sector response to the problem is needed by
addressing the reluctance of abused women to seek help.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2784629/

ADAPTATIONS TO PRACTICE
Once you introduce the subject of IPV, you should ask direct questions:
1.

Have you felt coerced into certain behavior, drinking, sex, or experienced undue control by
your partner?

2.

Are you able to negotiate condom use?

3.

Have you been hit, slapped, kicked, punched, or otherwise hurt by someone within the past
year? If yes, by whom?

4.

Do you feel safe in your current relationship?

5.

Is there a partner from a previous relationship who is making you feel unsafe now?

http://www.nejm.org/doi/full/10.1056/NEJMp1204278

ADAPTATIONS TO PRACTICE
If a patient discloses abuse, follow up with these questions:
➢Where will you go after you leave my office?
➢Is there a friend or family member you can call?
➢Do you need immediate shelter?
➢Ask the patient if he or she would like to be connected to IPV advocacy services.

http://www.nejm.org/doi/full/10.1056/NEJMp1204278

ADAPTATIONS TO PRACTICE
In addition, convey these messages:
Ø
Ø
Ø
Ø
Ø
Ø

You do not deserve to be abused
You are not responsible for the abuse
You did not cause the abuse
What has happened to you is a crime
What has happened to you is against the law
Help is available

http://www.nejm.org/doi/full/10.1056/NEJMp1204278

ADAPTATIONS TO PRACTICE
➢ DO NOT give the patient written information that the abuser may find

when he/she returns home; you may be endangering the victim if her
partner suspects or discovers she has talked with you about the abuse
➢ Consider writing a contact number on a small piece of paper that she/he can

insert in her/his shoe (for example), where she/he can access it later

ADAPTATIONS TO PRACTICE
Remember….You do not have to solve the patient’s problems
Ø Resist the impulse for a quick fix,
Ø Health experts caution not to report IPV to authorities without expressed consent of the

patient/victim
Ø Your job is primarily to screen and identify, provide support and medical treatment, document
in the medical record, propose a safety plan, and discuss resources,
Ø Leave the door open

http://www.nejm.org/doi/full/10.1056/NEJMp1204278

CASE STUDY # 2
Betty lives with her husband Wayne and their two children. The son and the
daughter are aged 14 and 11 respectively. The couple have been married for 15
years. Betty met her husband Wayne when she was a teenager, he was a few years
older. She had not completed high school when she became pregnant with their first
child. She works in retail, and Wayne is self-employed mechanic and runs a garage
with his two brothers.
From the start of their relationship, Wayne was violent and abusive towards Betty.
He would accuse Betty of showing interest in her male co-workers and struck and
verbally abused her as punishment. Over the years he has routinely punched, slapped
and kicked her even during both pregnancies. Having gained a couple pounds after
her pregnancies he would call her fat and ugly.
Betty suffered in silence and never told her family, friends, or police about the abuse
she endured at home. She dressed so as to cover any marks and bruises on her body
(and because she had been made to feel so ashamed of her body); and when that
wasn’t possible, she gave another explanation for her injuries.

CASE STUDY #2 (Cont’d)
Not wanting her children to continue to grow up in this lifestyle Betty
decided to leave Wayne but was conflicted. She believed that her religious
teachings had taught her to work out her problems and not abandon her
relationship. On the other hand, she did not want her children to think that
that behavior was normal.
Focused on acting in the best interest of the children, she left Wayne.
Wayne was allowed to visit with the children, however, his violent
behavior continued. Feeling stronger and more in control of her life Betty
made a report to the police and Wayne was arrested and briefly
incarcerated.

CONSIDER
What options are available to Betty?
In what ways is Betty’s story typical of what happens when someone
becomes a victim of intimate partner violence?
Reporting?
Shame and guilt?
Role of Religion?
Are there adequate resources to which victims can be referred?

Thank You
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