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Engagement, retention, and continuity of care for women living with HIV may reduce HIV transmission, reinforce prevention messages, promote highly active antiretroviral therapy adherence, and enhance monitoring of sexually transmitted diseases.1 National estimates suggest that 42%–59% of HIV-infected adults are not in care.2,3 Given the adverse consequences of poor engagement in HIV medical care, understanding patient characteristics associated with poor engagement is a clinical and public health priority.

HIV-infected individuals may be categorized along a continuum of engagement in care: those never in care, those with inconsistent care, and those with consistent medical care.3–5 This commentary accompanies the manuscript by Siemieniuk et al,6 The clinical implications of high rates of intimate partner violence against HIV-positive women. In this study, 339 HIV-positive women receiving outpatient care were screened for intimate partner violence (IPV). Findings from this study corroborate existing empirical data demonstrating that exposure to IPV may increase risk for HIV transmission, perhaps as a consequence of poor mental health, illicit substance use, riskier sexual practices, or history of incarceration. However, this manuscript also extends the literature to examine associations between IPV and a diverse range of adverse behavioral, clinical and health outcomes among women living with HIV.

The authors observed a 40% prevalence of IPV among their sample of women living with HIV. Women reporting IPV had higher rates of smoking, illicit substance use, depression, anxiety disorders, incarceration histories, history of childhood abuse, and diminished health-related quality of life. Moreover, IPV-exposed women were significantly more likely to be hospitalized compared with IPV-unexposed women (256 times per 1000 patient-years vs. 166/1000 patient-years, respectively, P < 0.001). Additionally, the relative risk for HIV-unrelated hospitalizations and HIV-related hospitalizations after outpatient HIV care was initiated and markedly increased for IPV-exposed women. Adverse clinical health outcomes also included decreased use of antiretroviral therapy and additional interruptions in care longer than 1 year.6

Limited research has been undertaken to understand why IPV-exposed women living with HIV have suboptimal engagement in care. Some data suggest that women may have conflicting priorities that interfere with seeking HIV medical care. These challenges may include illicit drug use, unstable housing, poor coping, anxiety or depressive disorders, or limited access to health insurance. These factors, many of which were observed in the study by Siemieniuk et al, may limit the ability of IPV-exposed HIV-infected women to effectively navigate the health care system. Furthermore, research should explore methods, such as use of peers or paraprofessionals,5 to facilitate the ability of women to effectively navigate the oftentimes labyrinthine health care system. Additional research has also shown that the limited accessibility of medical services is an important factor that may promote linkage and potential engagement with care.5 Thus, colocating trauma services with medical services that HIV-positive women typically receive facilitates retention in care and improves their quality of life.

A previous study evaluated a new linkage strategy to facilitate early entry into medical care for recently diagnosed HIV-infected persons. The Antiretroviral Treatment Access Study-1 (ARTAS-1) was a randomized controlled trial that compared a brief strengths-based case management intervention with an enhanced standard of care. The ARTAS-1 trial found that 78% in the case-managed arm versus 60% in the enhanced standard-of-care arm were linked to medical care within 6 months. Using the results of Centers for Disease Control and Prevention–defined evidence-based intervention, strengths-based case management interventions could be conceptualized within a trauma-informed care perspective.7 This perspective may be 1 approach to enhance engagement in care, improve quality of life, and reduce the myriad adverse outcomes observed in the lives of HIV-positive women by Siemieniuk et al.6

The importance of trauma-informed care cannot be overestimated.8 Trauma-informed care is an approach that recognizes the presence of trauma symptoms and acknowledges the role that trauma plays in lives of people. Trauma-informed care may be indicated precisely because the study observed that women who experienced IPV found it more difficult to remain engaged in HIV care. Women in violent relationships, who also are living with HIV, may fear that disclosure of their HIV status could lead to further physical, emotional, or psychological abuse from their male partner. Because of the lack of social support and other psychosocial factors, they also may be less likely to obtain critical medical services. It is important to note that IPV exacts a significant toll on the health of women, not only through physical abuse, which results in observable significant physical injury, but more insidiously through the psychological and emotional effects that impair the capacity of women to enact health-protective behaviors.

The outcomes observed by Siemieniuk et al,6 should be used to educate health care providers about the importance of screening HIV-positive women for IPV, carefully facilitating their linkage into care, monitoring their retention in care, and providing ancillary social work and counseling services and, if need be, safe shelter and sustenance. Certainly, the diverse array of resources needed goes well beyond the standards of traditional HIV medical care; however, as the growing empirical evidence demonstrates lack of IPV screening and insufficient services often result in poor health outcomes. Indeed, the human cost, in terms of suffering, poor health behaviors, and adverse health outcomes, is further magnified by substantial overall health care costs.

A greater understanding of how IPV impacts the health of women and the HIV treatment cascade should be undertaken. There are several hypothesized mechanisms through which IPV may impact health-related outcomes and the HIV treatment cascade. These mechanisms include fear of abuse leading to greater tolerance of partner's risk behavior resulting in impaired sexual decision making, fear of disclosing HIV serostatus, low self-worth or self-esteem, lack of control, adopting poor coping strategies such as substance abuse, and psychological impairment such as depression or anxiety.9,10 A greater understanding of the pathways through which IPV exerts its adverse impact would be valuable in designing more effective psychosocial interventions.

Although researchers have sought to understand how the treatment cascade may differ by social factors such as gender and race, limited attention has focused on IPV exposure. Within North America, further research is needed to understand how IPV impacts the HIV treatment cascade of ethnic minority women in the United States: women who are disproportionately impacted by HIV, who experience high rates of IPV, and who have low rates of linkage to care. Outside North America, understanding the clinical implications of IPV exposure in sub-Saharan Africa, among women burdened by the dual epidemics of IPV and HIV, would also be a high priority. Given the importance of engagement in HIV care, there is a clear, cogent, and compelling urgency to integrate IPV screening into clinical practice, routinely screen women for exposure to IPV and provide a continuum of relevant social, psychological, and health services to mitigate the myriad adverse health consequences of IPV.
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