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CHAPTER! 

INTRODUCTION 

Intimate patiner violence and HIV infection affects millions of women 

worldwide. Recent national and international research has revealed an association 

between intimate partner violence and HIV infections (Campbell, at el., 2008; Davila, 

Bonilla, Gonzalez, Grinslade, & Villaruel, 2008; & Saren, Pagura, & Grant, 2009), with 

women experiencing intimate partner violence being at a higher risk to becoming infected 

with HIV (Fuentes, 2008). Additionally, women who disclose HIV to their partners are at 

a higher risk for experiencing intimate partner violence (World Health Organization 

[WHO], 2004). 

Intimate pai1ner violence and HIV affect both genders; however, women have 

become the fastest growing group among people newly diagnosed with HIV and account 

for approximately 50% of all HIV infections worldwide (Joint United Nations 

Programme on HIV/AIDS [UNAIDS], 2008). In 2007� women accounted for 15.4 million 

people living with HIV in the United States (U.S.) one of the countries with the most 

cases of HIV in the world (UN AIDS, 2007). In 2006, women accounted for more than 

one quarter (27%) of all new HIV and AIDS diagnoses in the U. S. (Center for Disease 

Control and Prevention [CDC], 2009). In 2004, HIV was the fifth leading cause of death 

among all women ages 35-44 years (CDC. 2008). In 2005, high-risk heterosexual contact 

was the main source of HIV infection among women (CDC, 2007). Of all HIV infections 



diagnosed in 2006 in the 34 U.S. states with confidential name-based HIV reporting, 36% 

progressed to AIDS within 12 months after HIV diagnosis (CDC, 2009). 

Many females experience intimate partner violence. Approximately ten to sixty 

nine percent of women surveyed around the world reported physical abuse by a male 

partner during their life time and between seven and forty seven percent women reported 

being sexually abused (WHO, 2002). The disparity in global prevalence of intimate 

partner violence is attributed to measurement instrument and data collection techniques 

[i.e., survey compared to personal interview] (Campbell, et al., 2008). Women are 

disproportionally affected by both HIV and intimate partner violence around the world 

(WHO, 2005). In the United States, each year intimate partner violence results in an 

estimated 1 )00 deaths and 2 million injuries among women (CDC, 2008). 

The presence of both intimate partner violence and HIV in a woman's life has 

been shown to lead to more adverse health outcomes (Marfrin-Ledet & Porche, 2003). 

Intimate partner violence has been associated with unfavorable sexual/reproductive 

health consequences such as abortions, risk of HIV, pregnancy, childbearring, and 

birthcontrol issues (Coker. 2007; Sarkar, 2008); risky sex behaviors (Andersson, et al., 

2007); and anxiety and depression (Sarkar, 2008). Fmihermore, previous research has 

suggested that inadequate HIV medication adherence (Kalichaman, 2008), stressful life 

events~ post-traumatic stress, and depression can lead to HIV disease progression 

(Antelman. et al.. 2007; Delahanty, Bogart & Figler, 2004; Boarts, Sledjeski, Bogart, & 

Delahanty, 2006; & Kalichaman, 2008). However, research examining the impact of 
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intimate partner violence on HIV disease progression among women is lacking 

(Campbell, et al., 2008). 

Problem of Study/Statement of Purpose 

The World Health Organization (2004) describes the intersection of intimate 

partner violence and HIV as follows: 1) direct transmission through sexual violence; 2) 

indirect transmission through sexual risk taking, 3) indirect transmission through inability 

to negotiate condom use, 4) indirect transmission by partnering with men at higher risk to 

HIV infection, and 5) violence as a consequence of being HIV positive. Although the 

intersection of intimate partner violence and HIV is important to understand in order to 

design meaningful interventions for health promotion, there is a lack of research 

exploring the effects of intimate partner violence on HIV disease progression as 

measured by CD4 count and opportunistic infections. The purpose of this study was to 

extend understanding about disease progression among women who are HIV-infected and 

report intimate partner violence. Specifically, this study investigated the relationship 

between intimate partner violence and disease progression as measured by CD4 count 

and opportunistic infections among English and Spanish-speaking HIV-infected women 

who did and did not report intimate partner violence. 

Rationale for the Study 

Campbell, et al. (2008) and colleagues elucidated the need of research to explore 

the connection of intimate partner violence and HIV progression. The Millennium 

Development Goals 2015 (United Nations, 2009) stress the impotian~e of addressing 

inequities and HIV among women for optimum world health. This study assessed the 
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intersection between intimate partner violence and disease progression as measured by 

CD4 counts and number of opportunistic infections among HIV-infected women who 

report and do not report intimate pminer violence. To date? no literature was identified 

that studied HIV disease progression among women reporting intimate paiiner violence. 

The findings of this study can contribute to the development of interventions to minimize 

the adverse health effects of intimate partner violence among HIV -infected women. 

Theoretical Framework 

The Betty Neuman Systems Model (Neuman, 1995) was used as a framework to 

guide this study. The Neuman's Model is an ideal framework for research examining the 

relationship between experiences or behaviors and health, and has been used across 

cultures. The Neuman Model asse1is that a person, as an open system, seeks to maintain 

stability through the lines of defense and resistance when faced with unsettling 

environmental stressors in order to reach the most optimum state of wellness possible. 

Stressors �re any internal or external environmental forces that affect the stability of the 

system (person). The Neuman Systems Model is presented in Figure 1. 
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(Adapted from the diagram in The Neuman Systems Model (3 rd ed.) 1995). 

To apply this model, an HIV-infected woman seeks to establish or maintain 

stability as she is faced \Vith environmental stressors. The model identifies the flexible 

lines of defense as the woman's protective mechanism against stressors such as a healthy 

immune system. The degree to which the woman's immune system is stressed by HIV 

may be increased by the presence of intimate partner violence. The stress of intimate 

partner violence in an HIV-infected woman can penetrate the lines of defense and lines of 

resistance and potentially lower immune competence, as measured by lower CD4 count 
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and more opportunistic infections, resulting in greater HIV disease progression. Once a 

stressor penetrates the lines of defense, the internal lines of resistance are activated in an 

effort to stabilize the system. The woman's reaction to stressors depends on the strength 

of the lines of defense and associated resistance. Inability to maintain or re-establish 

stability in the presence of or following the stressor of intimate partner violence may 

result in an immunocompromised state. In contrast, women who do not report intimate 

pmtner violence can be assumed to experience less stress and therefore fewer threats to 

the lines of defense and lines of resistance as measured by a higher CD4 count and fewer 

opportunistic infections. The Neuman model guided this research which explored the 

impact of intimate partner violence on women with HIV compared to women who did not 

report intimate partner violence and discussed potential interventions to strengthen the 

lines of defense and resistance. 

Assumptions 

Assumptions of/he Neuman Systems Model 

1. Though each individual client or group as a client system is unique, each 

system is a composite of common known factors or innate characteristics 

within a normat given range ofresponse contained within a basic structure. 

2. Many known, unknown, and universal environmental stressors exist. Each 

differs in its potential for disturbing a client's usual stability level, or normal 

line of defense. The pmticular interrelationships of client variables

physiological, psychological, sociocultural, developmental, and spiritual-at 

any point in time can affect the degree to which a client is protected by the 
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flexible line of defense against possible reaction to a single stressor or 

combination of stressors. 

3. Each individual client/client system, over time, has evolved a normal range of

responses to the environment that is referred to as a normal line of defense, or

usual wellness/stability state.

4. When the cushioning, accordionlike effect of the flexible line of defense is no

longer capable of protecting the client/client system against an environmental

stressor, the stressor breaks through the normal line of defense. The

interrelationship of variables-physiological, psychological, sociocultural,

developmental, and spiritual-determines the nature and degree of the system

reaction or possible reaction to the stressor invasion.

5. The client, whether in a state of wellness or illness, is a dynamic composite of

the interrelationships of variables-physiological, psychological,

sociocultural, developmental, and spiritual. Wellness is on a continuum of

variable energy to support the system in its optimal state.

6. Implicit \Vi thin each client system is a set of internal resistance factors, known

as lines of resistance, which function to stabilize and return the client to the

usual wellness state, or possibly to a higher level of stability following an

environmental stressor reaction.

7 



Research Hypotheses 

Four hypotheses were tested in this study: 

1. Women with HIV who report physical or sexual intimate partner violence on the

Severity of Violence Against Women Scale in the past 12 months will have

significantly lower mean CD4 counts than women who do not report intimate

partner violence in the past 12 months.

2. Women with HIV who report physical or sexual intimate partner violence in the

past 12 months on the Severity of Violence Against Women Scale will record

more opportunistic infections as'listed by the Center for Disease Control and

Prevention, as documented on their medical record during the past12 months,

than women who do not report intimate partner violence in the past 12 months.

3. Women with HIV who report physical or sexual intimate partner violence in the

past 12 months on the Severity of Violence Against Women Scale will report a

violence score that inversely c·orrelates with the mean CD4 count.

4. Women with HIV who report physical or sexual intimate partner violence in the

past 12 months on the Severity of Violence Against Women Scale will repo1i a

score on the Danger Assessment scale that inversely correlates with the mean

CD4 count.

Definition of Terms 

Intimate partner violence, occurring on a continuum, is threatened, attempted or 

completed physical or sexual violence or emotional abuse by a current or former pminer, 

i.e. spouse, ex-spouse, boyfriend or dating pminer (CDC, 2008). For purposes of this



study, intimate partner violence is operationalized as a positive response to any item on 

the physical and sexual sub scales of the Severity of Violence Against Women Scale as 

reported by the HIV-infected woman (Marshall, 1992). 

CD4 count, a count of T-helper lymphocytes with CD4 surface marker, is a 

standard of care test used to assess immunosuppression and severity of illness in HIV 

(Bartlett, 2009). For the purpose of this study, CD4 count is a blood specimen processed in 

a laboratory by flow cytometry. The mean CD4 count is obtained by averaging the results 

of the most recent two CD4 count test performed at least 3 months apaii. 

Opportunistic i11fections are infections that are more frequent or more severe 

because of immunosuppression in HIV-infected persons (CDC, 2009). For the purpose of 

this study, opportunistic infections are those included on the CDC's list of opp01iunistic 

infections~ including bacterial, viral, fungal, and protozoa! infections (CDC, 2009). A list 

of the opportunistic infections appears in Table I. 
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Table 1. 

Opportunistic Infections Listed by CDC 

Pneumocystis Pneumonia Histoplasmosis 
Toxoplasma gondii Encephalitis Coccidioidomycosis 
Cryptosporidiosis Aspergillosis 
Microsporidiosis Cytomegalovirus Disease 
Mycobacterium tuberculosis Infection Herpes Simplex Virus Disease 
and Disease 
Disseminated Mycobacterium avium HHV-6 and HHV -7 Disease 
Complex Disease 
Bacterial Respiratory Disease Varicella-Zoster Virus Disease 
Bacterial Enteric Infections Human Herpesvirus-8 Disease 
Bartonellosis Human Papillomavirus Disease 
Syphilis Hepatitis B Virus Infection 
Mucocutaneous Candidiasis Hepatitis C Virus Infection 
Cryptococcosis Progressive Multifocal 

Leukoencephalopathy/JC virus Infection 
Malaria Penicilliosis marneffei 
Leishrnaniasis Chagas Disease 
Isosporiasis 

Severity <?f' Violence Against Women Scale ([Appendix BJ, Marshall, 1992) is a 

46-item instrument which asks about the frequency of given acts of violence over the last

12 months using a four-point scale, with a score of one indicating no occurrence of the 

abusive act. two indicating the act occurred once, three meaning the act occurred two or 

three times, and four meaning it occurred four or more times. The points for each item are 

scored and added for a total value. For purposes of this study a positive answer to any 

question between number 20 and 46 indicates a report of intimate partner violence in the 

most recent 12 months. 

Danger Assessment ([ Appendix C], Campbell, 1986) is a 20-item yes or no 

questionnaire used to identify risk of murder by a partner. Although the Danger 
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Assessment is most often used to determine a woman's risk of death related to intimate 

pminer violence, it was employed in this study as another means of assessing the level of 

violence against the HIV-infected woman and force of stressors against her lines of 

defense and resistance. The total Danger Assessment score was used in correlation to the 

mean CD4 count. 

Limitations 

Sample size was a limitation to this study. The researcher was limited to a sample 

size of 300 HIV-infected women due to feasibility of time and monetary limitations. This 

sample size was adequate to measure a difference in opportunistic infection but it was not 

sufficient to measure a difference in CD4 counts between the two groups of women. 

Generalizability of results is limited as all participants for this study who were recruited 

from one large urban-based HIV specialty clinic. 

Summary 

Intimate partner violence and HIV has significant effects on a woman's 

wellbeing. The combination of intimate partner violence and HIV can result in 

detrimental health consequences. Gender disparities place women at greater risk for both 

HIV infections and intimate partner violence. Interventions and evidence-based care 

plans cannot be proposed without research which examines the association between 

intimate partner violence and HIV disease. This study investigated the relationship 

between intimate partner violence and HIV disease progression among HIV-infected 

women using measures of CD4 counts and opportunistic infections. 

11 



CHAPTER II 

REVIEW OF LITERATURE 

CD4 count decreased by human immunodeficiency virus (HIV) allows 

opportunistic infections to cause disease among HIV-infected persons (Center for Disease 

Control and Prevention [CDC], 2009). CD4 counts and opportunistic infections have 

been identified in the literature as prognostic markers of HIV disease progression. 

Although opportunistic infections have been dramatically reduced due to the use of 

antiretroviral therapy, they still represent a problem among HIV-infected patients 

(AIDSinfonet, 2009). The diagnosis of opportunistic infections is the first indication of 

HIV infection for many individuals (AIDSinfonet, 2009). The HIV epidemic is a global 

concern as numerous new HIV infections continue to rise. Women have become the 

fastest growing group among people newly diagnosed with human immunodeficiency 

virus (HIV) and now account for approximately 50% of all HIV infections worldwide 

(Join United Nations Programme on HIV /AIDS� 2008). 

Many \Vomen are affected by intimate paiiner violence arotind the world. Each 

year in the United States, intimate partner violence results in an estimated 1,200 deaths 

and 2 million injuries among women (CDC, 2008). Some of women who experience 

intimate partner violence are also infected with HIV. Currently, the intersection of 

intimate partner violence and HIV is gaining attention at a global scale especially as it 

affects women. Although different factors such as unawareness of HIV status, lack of 
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care, and failure to adhere to antiretroviral therapy have been associated with disease 

progression, research examining the CD4 counts and opportunistic infections among 

HIV-infected women who do and do not report-intimate partner violence is lacking. 

· Search Method

The articles in this review were identified by conducting online searches in the 

following databases: PubMed, CINAHL, and NurseSearch. NurseSearch performs a 

search in multiple resources simultaneously including the following: PubMed, CINAHL, 

EbscoHost Health Source, and ProQuest Nursing and Allied Health among other 

databases. To ensure a comprehensive search of the published literature, individual 

searches were conducted in Pub Med and CIN AHL as well as the aggregate search via 

NurseSearch. Searches were also conducted on Centers for Disease Control and 

Prevention and World Health organization websites. Combinations of the following key 

words were used in the searches: intimate partner violence, domestic violence, battered 

women, spouse abuse� women, HIV, CD4 counts, and opportunistic infections. Further 

references were identified from research article reference lists, specific journal indexes, 

and the related article links available through the library website. English written articles 

published within the last five years which included women in the sample and addressed 

violence and HIV were included in this review. 

HIV Prevalence in Woman and Global Impo1iance 

The percentage of women living with HIV around the world has remained stable 

at 50% of all cases in the last few years (Joint United Nations Programme on HIV/ AIDS, 

2008). In 2007, women accounted for 15.4 million people living with HIV; the United 
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States (US) being one of the countries with the most cases of HIV in the world (Joint 

United Nations Programme on HIV/AIDS, 2007). In 2006 , women accounted for more 

than one quarter (27%) of all new HIV and AIDS diagnoses in the U.S. (CDC, 2009) 

with minority ethnic groups disprop01iionally affectedby HIV infections (Joint United 

Nations Programme on HIV/AIDS, 2007). Of the 126 ,964 women living with HIV in 

2005, 64% were Black, 19% white, 15% Hispanic, and 2% other ethnic groups. Black 

and Hispanic women accounted for 81 % of the women living with HIV in 2005 (CDC, 

2007). In 2004 , HIV infection was the leading cause of death among African American 

women aged 25-34 years; the fourth leading cause of death for Hispanic women aged 35-

44 years; and the fifth leading cause of death among all women ages 35-44 years (CDC, 

2008). In 2005, high-risk heterosexual contact was the main source of HIV infection 

among women (CDC, 2007). Of all HIV infections diagnosed in 2006 in the 34 states 

with confidential name-based HIV reporting, 36% progressed to AIDS within 12 months 

after HIV diagnosis (CDC. 2009). 

CD4 Counts and Opportunistic Infections 

CD4 cell count is a standard test used in the evaluation of HIV disease · 

progression to AIDS or death, formulation of differential diagnosis, and evaluation of 

antiretroviral treatment and prophylaxis for opp01iunistic infections in HIV-infected 

individuals (Bm1lett. Gallant, & Pham, 2009). In addition to CD4 cell counts (Hulgan, et 

al.. 2005: Podlekarev�. et al.. 2008), fungal infections (Podlekareva, et al., 2008), and 
. 

. 

oral lesions (Nokta, 2008) can also be used as clinical markers/predictors of HIV disease 

progression. Immune response has also been found to play a role in HIV disease 
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progression (Klimas, Koneru, & Fletcher, 2008; Moore, Hogg, Chan, Tyndall, Yip, & 

Montaner, 2006). 

The normal value of CD4 ranges from 500 to 1600 per cubic millimeter of blood 

(AIDSmeds, 2009; Bartlett, Gallant, & Pham, 2009). As the CD4 count drops below 500, 

the occurrence of an opportunistic infection is possible. The presence of a serious 

opportunistic infection such as pneumocystis pneumonia (PCP) or a CD4 count of 200 or 

less is indicative of progression to AIDS (AIDSmeds, 2009; Klimas, et al., 2008). 

The presence of opportunistic infection in an immunocompromised system 

continues to be a real threat health wise for an HIV-infected person. Opportunistic 

infections account for numerous hospitalizations and mortality among HIV-infected 

people (Buchacz, et al., 2008; Gebo, Fleishman, & Moore, 2005; Hooshyar et al., 2007; 

Lau, Gange, & Moore, 2007; Palella, et al., 2006; Smit, et al., 2006). According to 

Perbost et al. (2005) and Palacios, et al. (2006), the main reasons why opportunistic 

infections continue to be a major cause of morbidity and mortality include: 1) a large 

number of patients are not aware of their HIV status and the first indication of it is the 

development of an opportunistic infection: 2) psychosocial or economic factors prevent 

HIV-infected patients from taking antiretrovirals; and 3) failure to attain virological and 

immunological response due to factors related to antiretrovirals adherence, 

pharmacokinetics, or biological factors. 

The association between HIV and intimate partner violence has been documented. 

Whetten, et al. (2006) reported that psychosocial trauma including sexual and physical 

abuse is common among HIV-infected women. Furthermore, Mugavero, et al. (2007) 
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assert that there is an association hct,,een ps) chl,social trauma and 111 \'-rdah:<l e,cnts 

( opportunistic infections and/or AIDS-rclah.:d dc~ath) in I IIV-ink·'-·t\..'d persons. In 

addition. persons who arc 111 V-inti:ctcd and \\ ho ha, c experienced tr;auma arc more 

likely to engage in high risk behaviors. less likd) to n:cei,l." antir\."tro, ir;al mcdkation. 

and Jess likely to adhere to antirctro\'irals trcatml."nt ( Mugan:ro. ct al.. ~006). Woml."n arc 

disproportionally aflccted by both I IIV and intimate partner violl.'ncl." around the world 

(WI 10. 2005). 

Intimate Partner Violence 

Intimate partner violence inllictc.·d by a husband or intimate male partner is 

epidemic around the worltl (Fonck. )~Is. Kidula. Kdinya-Achola. & Temmerman. 2005). 

The impact of intimate partner violence can initiate a chain reaction event in women 

resulting in detrimental consequences that ultimately alfrct their overall well being. 

Intimate partner violence has been associated with unfornrahlc sexual rcproJucth·e 

health consequences such as abortions. risk of 111 V. pregnancy. childhearring. and 

hirthcontrol issues (Coker. 2007: Sarkar. 2008 ): risky scx hcha, iors ( 1\nJcrsson. ct al.. 

2007): and anxiety and depression (Sarkar. 2008). There is also a sigmlicant association 

between intimate partner violence and substance ahusc\kpcndcnce. akohol and illicit 

drugs (Cole. 2007). Previous research suggests that stressful lilc e,·cnts. post-traumatic 

stress. and depression can result in poorer treatment adherence and ultimately disease 

progression (Boarts. Sledjeski. Bogart. & Delahanty. :!006). \\'omen who experience 

intimate partner violence may he unable to take measures to an,i<l 111\i infection (Fonck. 

Els. Kic.Jula. K<linya-/\chola. & Temmerman. 2005). It is common for abuser to refuse 
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condom use and increase violence if women use contraceptives. The effect of intimate 

partner violence can increase the risk of HIV through inconsistent condom use and high 

risk behaviors. 

Intersection of HIV and Intimate Partner Violence 

Recent research has revealed an association between IPV and HIV infections 

(Campbell, et al., 2008). The predominating reported risk factors for HIV associated with 

intimate partner violence include being or having sex with an injected drug user (El

Bassel, et al., 2007; Neundorfer, Harris, Britton, & Lynch, 2005); alcohol use/abuse 

(Collins, Ellickson, Orlando, & Klein, 2005; Neundorfer, Harris, Britton, & Lynch, 

2005); drug use (Cole, Logan, & Shannon, 2008; Neundorfer, Han-is, Britton, & Lynch, 

2005); and multiple sex partners (Cole, Logan, & Shannon, 2008; El-Bassel, et al., 2007; 

Fox, Jackson, Hansen, Gasa, Crewe, & Sikkema, 2007). The aforementioned risk factors 

were found among diverse samples of ethnic and age groups of women who were 

recruited from different settings in different countries. 

Being an HIV .,infected woman significantly increases not only the risk but the 

actual experience of intimate pminer violence (Borgat, et al., 2005; Fonck. Els, Kidula, 

Ndinya-Achola,- & Temmerman, 2005). The history of violence intensifies HIV risk 

(Fuentes, 2008). Abused HIV-positive women are more likely to report problems with 

depression, anxiety, suicide ideation, and attempted suicide compared to HIV-negative 

non-abused women (Gielen, McDonnell, O'Campo, & Burke, 2005). Lichtenstein (2006) 

found that abused HIV-infected women were reluctant to keep appointments if they were 

afraid of their partners, if they were depressed, feeling ill or "too worn down" or if they 
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were ashamed of being abused. Abusive partners were reported ~o sabotage women's 

effo1is to seek care, keep appointments, or take medications. The authors concluded that 

domestic violence is an under recognized barrier to women's ability to obtain regular 

medical care for HIV/ AIDS. 

Abused HIV-positive women also lacked the ability to control sexual activities in 

abusive relationships with HIV positive men (Lichtenstein, 2005). Moreno (2007) 

explored the risks of HIV-positive serostatus and intimate partner violence of 32 Latina 

women. The study by Moreno revealed that cultural factors were implicated in the risk 

for HIV and intimate partner violence. The participants identified threats of deportation 

as a form of abuse which was exacerbated by their HIV status. Intimate partner violence 

is further exacerbated by being a Latina infected with HIV (Newcomb & Ca!mona, 

2004). 

HIV-infected women are disprop011ionally affected by intimate partner violence, 

mental. and social issues compared to their male counterparts. The study by Henny, 

Kidder. Stall. and Wolitski (2007) found that 86% of women and 77% of men who were 

among a sample of HIV-infected homeless or unstably-housed adults reported they had at 

some point experienced abuse in their lives. The same study found women were at higher 

risk for intimate partner physical abuse, childhood sexual abuse, and adulthood sexual 

abuse compared to men. Garcia-Moreno et al. (2006) reported that men who are more 

controlling were more likely to be violent against their partners and that women were at 

greater risk of physical or sexual violence by a partner than by other people. 
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Further Knowledge Needed on Partner Violence Among HIV Infected Women 

To advance the care and wellbeing of women with HIV it is essential to 

understand the impact of intimate partner violence on disease progression. This research 

examined the association of CD4 count and opportunistic infections among a group of 

HIV - infected women who did and did not report intimate partner violence. With further 

knowledge, evidence based interventions can be designed and tested to promote the 

health and wellbeing of women worldwide infected with HIV. 

Summary 

This review corroborated the finding in previous research regarding strong 

evidence that HIV and intimate partner violence are associated. Fm1hermore, the review 

revealed that women are disprop011ionally affected by intimate partner violence and HIV. 

Risky sexual behavior, sexual coercion, HIV status, and substance abuse were identified 

as some of the risk factors for intimate partner violence. It is clear that women who are 

HIV-positive experience greater intimate partner violence. In addition, this review· 

elucidated the effects of intimate partner violence on women's overall health including 

mentaL physical. and reproductive health. Abused HIV-infected women rep011 more 

psychological problems and are less likely to seek HIV medical treatment, and as a result 

their health related quality of life is affected. Studies with representative samples of HIV 

infected women in the United States and the associated CD4 and prevalence of 

opp011unistic infections for women reporting and not reporting intimate partner violence 

in the past 12 months are needed in an effort to develop effective nursing interventions 

and improve the health of women. 
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CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

A non-experimental, comparative descriptive study design was used to investigate 

the relationship between intimate partner violence and disease progression as measured 

by CD4 count and opportunistic infections among English and Spanish-speaking HIV

infected women who did and did not report intimate patiner violence. The women were 

recruited using convenience sampling at an HIV specialty clinic in Southeast Texas. 

After the women agreed to participate and signed an inform consent, they completed a 

demographic data form, the Severity Violence Against Women Scale, and Danger 

Assessment. In addition, a data collection form was used by the principal investigator to 

abstract medical information from the electronic medical records at a later date. 

Setting 

The setting for this study was the Thomas Street Health Center (TSHC), a large 

urban specialty clinic which is part of the public health syste1:1. Although services at this 

center are not totally free of cost, most of the women who receive HIV-related services 

do not possess any form of private insurance. An estimated 1400 women are among the 

more than 4600 persons who receive HIV care at this specialty center (Harris County 

Hospital District HIV Services, 2009). 
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Population and Sample 

The population was HIV-infected women, ages 18 or older, who receive HIV

related care and services at the specialty clinic. Demographics of the clinic revealed the 

largest propottion of women are black non-Hispanic (71 %), followed by Hispanic women 

accounting for 20% and non-Hispanic white women making up the other 8% of the 

females who attend the clinic (HatTis County Hospital District HIV Services, 2009). 

Women eligible for participation in the study met the following criteria: 1) HIV-infected, 

as documented in the medical record; 2) speak and understand English or Spanish; 3) had 

received care at the HIV specialty center for at least the past 12 months; 4) had been 

prescribed and had been taking antiretroviral medications for the past 12 months; 5) had 

at least two CD4 count measures documented in the past 12 months of care that were at 

least separated by three calendar months; and 6) reported having had an intimate partner 

relationship in the past 12 months. Women who were disabled as defined by the Texas 

Human Resources Code Chapter 123 Community Homes for Disabled Persons Location 

Act (n. d.) were excluded from participation in the study. Otherwise, any women who 

met these criteria were eligible to participate in the study. 

Potentially eligible women were invited to participate in the study, recruited from 

the general waiting areas for discharge from appointments, clinic appointments 

themselves. social support services, pharmacy needs or accessing other HIV-related 

services. Women interested in learning more about the study were taken to a private room 

where details of the study were explained to them and informed consent for participation 

was completed. After signing informed consent, research instruments were administered 
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by the researcher in the woman's preferred language, English or Spanish. The researcher 

read the questions and recorded answers given by the women who consented to 

pat1icipate. 

The literature review revealed no similar studies from which to calculate sample 

size. A pilot study of 40 HIV-infected women at the same clinic meeting the eligibility 

criteria revealed that at least 50% of the women reported partner abuse during the last 12 

months; however, the mean difference was not statistical significant. Based on 40 pilot 

participants from which power analysis was perfonned, an estimated effect sized= .23 

was obtained. With an estimated effect size of d = .23, power = .80, and a = .0125 a 

sample size of 722 was needed. The sample s was calculated using G*Power 3.1 

(Erdfelder, Buchner. & Lang, 2009). The sample size proposed for the study was a total 

of 300 HIV-infected women, with at least 150 HIV-infected women expected to report 

partner violence. A sample of 150 HIV infected women reporting partner violence was 

expected to provide an adequate sample for comparison to HIV-infected women not 

reporting ·partner violence and the associated CD4 counts and number of opportunistic 

infections recorded in the medical chart for both groups. The researcher acknowledged 

that a larger sample based on power analysis would have been more likely to provide 

significant results; however, financial and time constraints did not allow for a larger 

·sample for this study.
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Protection of Human Subjects 

Approval for the study was obtained from the Institutional Review Board (IRB) of 

Texas Woman's University. Additional approval was obtained from the Research and 

Sponsored Programs department at Harris County Hospital District. Both institutions 

previously approved the pilot study and no changes in instrumentation had been made. 

Instruments 

Four research instruments were used in this study: the Demographic Data Form 

(Appendix A); the Severity of Violence Against Women Scale (Appendix B); the Danger 

Assessment scale (Appendix C); and the Medical Record Data Collection Form 

(Appendix D). The investigator-developed Demographic Data Form was used to collect 

information such as age, ethnicity, level of education, year of HIV diagnosis and living 

an-angements from the woman. Abstraction of data such as HIV diagnosis date, 

opportunistic infections. and CD4 counts from the medical chati were guided by the 

investigator-developed Medical Record Data Collection Fonn. These two investigator

developed forms were used in the pilot study. 

The Severity of Violence Against Women Scale is a validated instrument 

developed to assess the seriousness. abusiveness, aggressiveness, violence, and threat 

value of acts of violence toward women. The instrument consists of 46 items which ask 

about the frequency of a given act(s) of violence over the last 12 months, using a four 

point scale. with one indicating no report of the act. two equaling one occurrence, three 

indicating two or three occurrences of the act of violence, and four indicating four or 

more occurrences of the act of violence. The points reported for each act are scored for a 
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total value. Construct validity of the Severity of Violence Against Women Scale was 

evaluated by factor analysis. Alpha coefficients are .89 to .97 on previous samples 

(Marshall, 1992; Mcfarlane, Parker, Soeken ,  Silva, & Reed, 1999; Mcfarlane, Soeken, 

& Wiist, 2000; Willson, Mcfarlane, Lemmey & Malecha, 2001; Mcfarlane, Malecha, 

Gist, et al., 2004). 

The Danger Assessment is an instrument designed to help women identify their 

risk of being murdered by an intimate partner. The Danger Assessment is scored by 

totaling the affirmative answers from the 20 yes or no questions. Alpha coefficient for the 

Danger Assessment scale is .71 (Campbell, 1986). Construct validity of the Danger 

Assessment scale was assessed by predicting positive, moderate-to-strong correlations 

using the Conflict Tactics Scale ([ correlations .43 to .55], Campbell, 1986). Content 

validity has been evaluated by experts such as law enforcement and women's shelter 

workers. as well as abused women themselves (Campbell, 1986) and the instrument has 

been validated in multiple studies. 

An investigator-developed demographic data fom1 was used to collect information 

on age. ethnicity, level of education. year of HIV diagnosis, and living arrangements from 

the woman. To abstract HIV diagnosis and CD4 counts from the medical chati the Medical 

Record Data Collection Form was used. The CD4 count, a count oft-helper lymphocytes 

with CD4 surface marker. is a standard of care test used to assess immunosuppression and 

· disease progression among persons with HIV (Bartlett, Gallant, & Pham, 2009; Hulgan, et

al., 2005: Podlckareva. et al.. 2008). Normal range of CD4 count for the non

immunosupprcssed person is 500 to 1600 (Bartlett, Gallant, & Pham, 2009; AIDSmeds,
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2009). The CD4 count is determined by flow cytometry. Opportunistic infections are 

infections that are more frequent or more severe because of immunosuppression in HIV

infected persons (CDC, 2009). For the purpose of this study, opportunistic infections are 

those included on the CDC's list of opportunistic infections listed in Table L The CD4 

counts and opportunistic infections for the previous 12 months were abstracted from the 

electronic medical records on the Medical Record Data Collection Form (Appendix D). 

Data Collection 

Women were invited to participate in the study while waiting for their clinic 

appointments, for discharge instructions, and for medication refills. Women interested in 

learning more about the study were taken to a private room where the study was 

described in detail. After informed consent was obtained, the researcher administered the 

research instruments in the following order: Demographic Data Form, Severity of 

Violence Against Women Scale. and Danger Assessment. The instruments were 

administered in an interview format in the woman's preferred language, English or 

Spanish. Following the intervievv' portion of the data collection, at a later time, the 

researcher reviewed the participant"s medical record to identify the two most recent CD4 

counts and number of opportunistic infections over the preceding 12 months using the 

Medical Data Collection Form. The CD4 counts were averaged. The data collected on 

paper forms will be then transferred to a computer database for statistical analyses at a 

later date. All women who completed all the questionnaires were given $10 cash along 

\Vith information the Houston Area Women�s Center as a resource for intimate partner 

violence. 
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Pilot Study 

A pilot study was conducted to test the feasibility and association between 

intimate partner violence and HIV disease progression among English and Spanish

speaking HIV-infected women. A total of 40 participants were recruited using 

convenience sampling. Of the 40 women (n=23) or 57.5% reported intimate partner 

violence during the last 12 months as measured on the Severity Violence Against Women 

Scale and (n= l 7) or 42.5% did not report intimate partner violence. The means CD4 

count of the two groups was as follows: wome� who reported partner violence (M =

539. 93, SD= 266.48), women who did not report intimate partner violence (M =

428.0594. 5,D = 281.90). The test statistic was at test: t(37) = l.26,p = .108 (one-tailed), 

with equal variance assumed. No significant difference between CD4 counts of the two 

groups was found. 

The pilot study established that sufficient number of participants can be recruited 

at the setting and instruments can be administered in a timely way. In addition, the pilot 

revealed the need for improvement of different areas including adding new hypotheses to 

explore the relationship between partner violence and opportunistic infections; 

correlation of scn:rity of violence and CD4 count; and correlation of Danger Assessment 

and CD4 counts. The inclusion criteria were modified to include participants reporting an 

intimate partner in the previous 12 months. The Data Collection Form was edited to 

avoid extraneous data col lcction that \\'as not to be included in final analysis. The pilot

I · · I I I J • d. ·d al apJJt·oach and recruitment of women to beslue y cxpcncncc \·alH. alee. t 1at t 1c 111 1v1 u, 

b · · l ·, • J , t Id co111e with referrals from support group est process to anml sclc:ct1on 11ds t 1'1 cou 
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Demographic characteristics of the participants were representative of the HIV 

specialty clinic population. Black, non-Hispanic and Hispanic women accounted for the 

largest proportion (n = 192, 70.6%) and (n = 56, 20.1 %) respectively. Ages ranged from 

23 to 72, with the greatest proportions between ages 35 and 64. Only one woman had not 

received any formal education. Over half of the women had completed high school or had 

passed a General Education Development (GED) test (n = 148, 54.4%). One third (n = 

92, 33.8%) of the women had attended some college or completed a college degree. 

However, the majority (n=231, 84.9%) of the women did not work outside their home for 

pay. Some 142 (52.2%) of the women reported intimate partner violence during last 12 

months and 130 (47.8%) did not report violence. Women who reported partner violence 

were less likely to be living with a significant other than women who did not report 

violence. Length of time women had known they were HIV-infected ranged from one to 

27 years~ with slightly more than half (n = 139, 51.1 %) being infected from one to ten 

years. Demographic data of women who reported and did not report intimate partner 

violence is presented in Tables 2 and 3. 
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Table 2 

Demographic Characteristics of Women Reporting and Not Reporting IPV 

Characteristics IPV Yes Percentage IPVNo Percentage 
11=142 % n=130 % 

Language 

English 126 88.7% 106 81.5% 

Spanish 16 11.3% 24 18.5% 

Ethnicity/Race 

White, non-Hispanic 7 4.9% 9 6.9% 

Black, non-Hispanic 107 75.4% 85 65.4% 

Hispanic 24 16.9% 32 24.6% 

Other 4 2.8% 4 3.1% 

Age 

20-34 21 14.8% 22 16.9% 

35-49 78 54.9% 65 50.0% 

50-64 41 28.9% 41 31.5% 

65+ 2 1.4% 2 1.5% 

!-..-ducat ion 

Nonc-S'h grade 13 9.2% 19 14.6% 

High school/GED 83 58.5% 65 50.0% 

Some college/grad 46 32.4% 46 35.4% 

Employed.for pc~1· 

Yes 18 12.7% 23 17.7% 

No 124 87.3% 107 82.3% 
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Table 4 

Types and Number of Opportunistic Infections in HIV-Infected Women Reporting and 
Not Reporting IPV 

Opportunistic Infections 

Candidiasis (Thrush) 

Esophagi tis 

Disseminated Histoplasmosis 

Tuberculosis 

Herpes Simplex Virus (HSY) 

Toxoplasmosis 

Cryptococcus 

Lymphomas 

Herpes Zostcr (Shingles) 

Vaginal Dysplasia 

Rectal Cancer 

Herpes Complex Virus (HCV) 

Kaposi·s Sarcoma 

Community Acquired Pneumonia (CAP) 

Abscess 

Anal Dysplasia 

Pncumocystis Carini Pneumonia (PCP) 
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IPV Yes 

9 

4 

2 

2 

2 

0 

0 

IPVNo 

6 

0 

0 

0 

0 

0 

0 

0 

2 

0 

0 

0 



Table 5 

Number and Percentage (%) of Opportunistic Infections (OJ) As None, One and Two and 
Reports of Intimate Partner Violence (JPV) 

IPV 

Yes 

No 

Totals 

None OI 

116 

117 

% 

49.8 

50.2 

100 

OneOI 

18 

13 

31 

% 

58.1 

41.9 

100 

Two OI 

8 

0 

8 

% 

100 

0 

100 

Totals 

142 

130 

272 

A Pearson's correlation was computed to examine the relationship between the 

Severity of Violence Against Women Scale scores and mean CD4 count among HIV

infected women. The analysis revealed that there was not a relationship between the two 

variables. r( 142) = .08~ p = .181, one-tailed. A correlation of the data revealed that the 

Danger Assessment scale score and mean CD4 count were not related, r(l 42) = .04, p = 

.3.28. one-tailed. Calculations of reliability for the Severity of Violence Against Women 

Scale anu the Danger Assessment used in this study yielded a Cronhach 's Alpha of .978 

and . 778 respectively. 

Summary of the Findings 

A convenience sample of 272 HIV-infected women met the inclusion criteria and 

participated in this non-experimental, comparative descriptive study. This study 

examined the relationship bct\vcen intimate partner violence, mean CD4 count, and 

opportunistic infections. The total scores of the Severity of Violence Against Women 
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Scale and the Danger Assessment were used with abstracted medical record values to 

explore the relationships between the variables. 

Descriptive statistics were done for demographic data. At test was used to 

examine the mean CD4 count and the number of opp01iunistic infections, Hypothesis 1 

and Hypothesis 2 respectively. Approximately 142 (52.2%) of the women reported 

intimate paiiner violence in the last 12 months and 130 ( 4 7.8%) did not report violence. 

No significant difference was found in the mean CD4 between HIV-infected women who 

reported intimate pminer violence and those women who did not report violence. 

However, the statistical analysis revealed that HIV-infected women who reported 

intimate partner violence in the past 12 months experienced significantly more 

opportunistic infections compared to the women who did not report violence. A 

Pearson's correlation was used to examine the relationship between the Severity of 

Violence Against Women Scale scores and mean CD4 count among HIV-infected 

women, Hypothesis 3 and Hypothesis 4 respectively. The correlation determined that 

there was not a relationship between the variables. 
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intimate partner violence on CD4 counts and opportunistic infections can provide the 

foundation for evidenced-based interventions formulated to reduce disease progression. 

Summary 

A non-experimental, comparative descriptive design was used to study the 

relationship between intimate partner violence, CD4 count, and opportunitic infections 

among HIV- infected women. After approval by the university institutional review board 

and the agency research department, a convenience sample of 302 HIV-infected women 

from diverse ethnic backgrounds was recruited at an HIV specialty clinic operated by the 

county health department. Women were individ~ally approached and read a recruitment 

script. If the woman indicated she wanted to participate, she was taken to a private room 

and given an explanation of study details including inclusion criteria, prior to signing 

informed consent. 

After informed consent was signed. the research instruments were administered in 

the woman's prefered language. English or Spanish. The investigator designed 

Demographic Data Form; the Severity of Violence Against Women Scale; and the 

Danger Assessment were admimistered in an interview format by the researcher. The 

investigator derived Medical Record Data Collection Form was used at a later date to 

abstract the CD4 count values and number of opportunistic infections for each woman in 

the study. Experience of intimate partner violence was determined by a positive response 

to any questions numbered 20 to 46 on the Severity of Violence Against Women Scale. 

A total of 302 interviews were completed. Statistical analysis was performed on 272 

participants who met the inclusion criteria. Data from thirty interviews were excluded 
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characteristics and measurement of physical and sexual violence. The sample size for this 

study included 272 HIV-infected women; and violence was assessed only for the past 12 

months. The sample in Whetten and colleagues' study was larger, only 31 % of the 

participants were females; and abuse was measured over a lifetime. 

CD4 Count, and Intimate Partner Violence 

HIV disease progression was examined in this study using mean CD4 counts and 

oppo1iunistic infections. The normal value of CD4 count ranges from 500 to 1600, 

Bartlett, Gallant, & Pham, 2009). The mean CD4 count of the women who reported 

intimate partner violence (1\1 = 499.36, SD= 290.59) was lower compared to women who 

did not report violence (J\1 =549.43, SD= 294.67); however, the difference was not 

significant at the alpha level .0 I 25 as measured on an independent t test t(270) = -1.41, p 

= .08. Klimas: et al. (2008) identified a CD4 count of 200 or less as a marker of disease 

progression: however. no studies were identified in the literature measuring CD4 counts 

among HIV-infected women who reported intimate partner violence. 

Opportunistic /1!f'ec1io11s and Intimate Partner Violence 

In addition to C D4 counts. opportunistic infections were also used to measure 

HIV disease progression in this study. An independent t test revealed that HIV-infected 

women who reported intimate partner violence had significantly more opportunistic 

infection (M = .24. SD= .545). compared to HIV-infected women who did not report 

violence (M = .1 o. SD= .30 I). 1(223.6) = 2.64, p < .0125. This study found that 14.3% or 

39 participants. had at least one opportunistic infection, but 9.6% or 26 HIV-infected 

women who reported intimate partner violence also reported at least one opportunistic 
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2. Fifty-two percent of HIV-infected women in this study reported intimate partner 

violence and significantly more opportunistic infections compared to HIV

infected women who did and did not report partner violence. 

3. Contributors to disease progression, such as intimate partner violence, should be 

acknowledged and all HIV-infected women regularly assessed for intimate 

partner violence and offer safety and resources information. 

Recommendations for Further Study 

The results of this study validated the need for more research addressing HIV

infected women and intimate partner violence. Recommendations for future studies 

include: 

1. Research that extends the definition of intimate partner violence to include 

emotionaL verbal. and spiritual in additiori to physical and sexual violence. 

2. Evidence-based research vvith the Neuman Systems Model framework as the basis 

for testino nursino interventions to reduce the stress of violence and strengthen the 
b b 

woman·s lines or resistance and defense to reduce the number ofopportunistic 

infections in women w·l10 experience intimate partner violence. 

3. Replication research that includes a larger sample of HIV-infected women from 

diverse clinical care and geographic settings. 
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DlNTON DALLAS HOUSIOH 

Nelda C. Stark College of Nursing 
Houston Center 

6700 Fannin Street 
Houston, TX 77030-2343 
713-794-2100 713-794-2103 

Pioneering Nursing's Future: 
An Adventure in Excellence 

TEXAS WOMAN'S UNIVERSITY 
CONSENT TO PARTICIPATE IN RESEARCH 

Title: HIV-Infected Women Who Do and Do Not Report Intimate Partner Violence 

Investigators: Ma. de los Angeles Nava .......... , ......................................... 713-2�4-0961. 
Debra Trimble .................................................................. 832-423-4486 

Advisor: Judith Mcfarlane ...................................................... : ....... 713'794-2138 

Explanation and Puroose of the Research 

You are being invited to be part of a study. The study is going to be done with women who have 
HIV. Ms. Nava and Ms. Trimble are going to he doing the study. They are nurse researchers at 
Texas Woman's University. This project is part of their doctoral degree. The purpose of this 
study is to find out if there is any relationship between abuse, and how HIV progresses. This 
study is expected to be done by May 2011. 

Research Procedures 

About 400 women receiving care at this center will be part of the study. This study may help woinen 
infected with HIV who are also abused, 

Your intendew will be done in private in the center. The interview will take about 27 minutes of your time. 
You will first sign tl1e consent to be in the study. Then you will be asked questions :from four surveys. This 
study uses these surveys: I) Demographic Data Fonn; 2) the Danger Assessment Scale; 3) the Severity of 
Violence Against Women Scale; and the Domestic Violence Specific Morisky Medication Adherence Scale, 
8 items. After you complete the interview. the nurse researcher will review your medical records at the 
clinic as part of the studY. 

Potential Risks 

You may feel tired and physical or emotional discomfort from being in the study. Physical risk from 
participating in the study is probably m.i,;iimal. You may take breaks during the interview to decrease 
fatigue. You may stop the interview at any time if you feel physical or emotional discomfort. The nurse 
researcher will give you n:nnes and numberS for people you can talk to if you need. 
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