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Abstract
Research in Uganda examining HIV-positive status disclosure and IPV victimization is scarce, and existing findings may 
not generalize to community-based samples of men and women newly diagnosed with HIV in Uganda. We investigated the 
prevalence of lifetime IPV, IPV experienced between HIV diagnosis and 6 months following diagnosis (recent IPV), and IPV 
specifically related to a partner learning one’s HIV-positive status among a sample of men and women newly diagnosed with 
HIV in a population-based study in rural Uganda. We also examined correlates of recent IPV, including HIV-positive status 
disclosure. The sample included 337 participants followed for 6 months after HIV diagnosis. Lifetime IPV findings showed 
that over half of the sample reported experiencing emotional IPV (62.81% of men, 70.37% of women), followed by physical 
IPV (21.49% of men, 26.39% of women) then sexual IPV (7.44% of men, 17.59% of women). For recent IPV, men and women 
reported similar rates of physical (4.63% and 8.29%, respectively) and emotional (19.44% and 25.91%, respectively) IPV. 
Women were more likely than men to report recent sexual IPV (8.29% vs. 1.85%); however, this relationship was no longer 
significant after controlling for other risk factors associated with sexual IPV (AOR = 3.47, 95% CI [0.65, 18.42]). Participants 
who disclosed their HIV-positive status to their partner had 59% lower odds of reporting emotional IPV (AOR = 0.41, 95% 
CI [0.21, 0.81]) than participants who did not disclose their HIV-positive status. Younger age, non-polygamous marriage, 
lower social support, and greater acceptance for violence against women were also significantly associated with experience 
of recent IPV. Overall, 12.20% of participants who experienced recent IPV reported that the IPV was related to their part-
ner learning their HIV-positive status. Findings highlight the need for IPV screening and intervention integrated into HIV 
diagnosis, care, and treatment services.

Keywords  Intimate partner violence · Domestic violence · Gender-based violence · HIV-status disclosure · HIV · Uganda · 
Sub-Saharan Africa

Introduction

There is inconsistent evidence regarding the relationship 
between human immunodeficiency virus (HIV) positive 
status disclosure and women’s intimate partner violence 

(IPV) risk, with some research suggesting that disclosing 
HIV-positive status to one’s partner may be a catalyst for 
IPV [1–5] and others suggesting that there may be stronger 
risk factors for IPV among women living with HIV than 
HIV-status disclosure [6–8]. Additionally, although men 

 *	 Susan M. Kiene 
	 skiene@sdsu.edu

1	 San Diego State University School of Social Work, 
San Diego, CA, USA

2	 Arizona State University School of Social Work, Phoenix, 
AZ, USA

3	 Makerere University School of Public Health, Kampala, 
Uganda

4	 Division of Health Promotion and Behavioral Science, San 
Diego State University School of Public Health, San Diego, 
CA, USA

5	 Division of Infectious Diseases & Global Public Health, 
Department of Medicine, University of California at San 
Diego School of Medicine, La Jolla, CA, USA

6	 Division of Epidemiology and Biostatistics, San Diego State 
University School of Public Health, 5500 Campanile Drive 
(MC‑4162), San Diego, CA 92182, USA

http://orcid.org/0000-0001-8922-5289
http://crossmark.crossref.org/dialog/?doi=10.1007/s10461-019-02673-8&domain=pdf


	 AIDS and Behavior

1 3

living with HIV may also be at risk of IPV victimization, 
most research examining IPV risk among this population 
tends to focus on IPV perpetration [9, 10] or solely focus on 
men who have sex with men and/or men who have sex with 
men and women [11–14]. The current study investigates the 
prevalence and correlates of IPV victimization, including 
HIV-status disclosure among men and women recently diag-
nosed with HIV in Uganda. Study findings will inform best 
practices for IPV screening, intervention, and prevention 
among people living with HIV (PLHIV) in Uganda, as well 
as provide crucial information about the scope and nature of 
IPV victimization among this population.

HIV and IPV in Uganda

Globally, there are approximately 5000 cases of new adult 
and child HIV infections a day, and 66% of these cases are in 
sub-Saharan Africa [15]. Although there were significantly 
fewer number of new HIV infections among people in east-
ern and southern Africa in 2017 compared to 2000 (30% 
fewer new HIV infections), Uganda had the sixth-highest 
rate of new HIV infections in 2017 among the 21 coun-
tries in the eastern and southern African region included 
in the United Nations Program on HIV/AIDS (UNAIDS) 
2018 report [15]. Further, Uganda is the only country other 
than Angola that recorded an increase in new HIV infections 
between the period of 2005 and 2013 [16]. High rates of 
IPV, defined as physical violence, sexual violence, emotional 
abuse/psychological aggression, or stalking perpetrated by a 
current or former spouse/intimate partner [17], may be one 
factor placing people in Uganda at increased risk of HIV 
infection.

Perhaps not surprisingly, Ugandan men and women who 
report experiencing IPV are more likely to report HIV risk 
behaviors than those who do not report IPV [18, 19]. For 
example, a recent study by Kiene et al. [18] found a signifi-
cant association between IPV (physical and emotional IPV) 
and high-risk sex acts (i.e., unprotected sex with a partner of 
unknown or HIV positive status) for both men and women 
living in Uganda. Among women, they also found an asso-
ciation between emotional IPV and testing positive for HIV 
or an STI. This finding is similar to results of other studies 
using samples from Uganda [20, 21].

The link between IPV and HIV is worrisome, considering 
the high rates of IPV present in Uganda. Among the 12 east-
ern and southern African countries included in population-
based household surveys conducted between 2013 and 2016, 
Uganda had the highest percentage (30%) of adult women 
who reported being victims of physical or sexual IPV in the 
previous year [15]. Interestingly, men and women in Uganda 
reported experiencing similar rates of IPV. Results from the 
2016 Uganda Demographic and Health Survey (DHS) indi-
cated 39% of ever-married men and 39% of ever-married 

women experienced some form of IPV (physical, sexual, or 
emotional IPV) by their current spouse or partner during the 
prior year [22]. Further, 41% of Ugandan women reported 
having ever experienced emotional violence compared to 
36% of Ugandan men [22]. These findings make Uganda 
unique, given rates of past-year IPV are generally lower for 
men compared to women in other parts of the world [23, 24]. 
Despite reporting similar rates of past-year IPV and lifetime 
emotional IPV, it is important to note that a higher percent-
age of women than men in Uganda reported experiencing 
lifetime physical (44% compared to 21%) and lifetime sexual 
(25% compared to 9%) IPV. Additionally, IPV rates may 
vary by place of residence. Researchers using national data 
from the Uganda DHS found that incidence of emotional, 
physical, and sexual IPV was higher among women living 
in rural areas of Uganda compared with their urban coun-
terparts [25]. Also, rural Ugandan women living with HIV 
reported significantly higher rates of physical abuse relative 
to rural Ugandan men living with HIV [6].

Correlates of IPV in Uganda

Although not limited to PLHIV, work has been conducted in 
Uganda to examine risk factors for IPV [19, 25–27]. Find-
ings across these studies suggest the following factors are 
associated with IPV in Uganda: sociodemographics (e.g., 
age, marital status, educational status, employment and 
housing ownership), substance use, perceptions that violence 
is acceptable/gender norm perspectives, marital disatisfac-
tion, sexual problems (e.g., lack of romance, refusal of sex), 
and oral pre-exposure prophylaxis (PrEP) interruption. Fur-
ther, when asked about IPV in the context of HIV, focus 
group participants in the Karamagi et al. study [26] men-
tioned that for women, getting testing for HIV, disclosing 
HIV test results, and requesting to use condoms are potential 
contributors to IPV.

Correlates of IPV Among PLHIV

Researchers studying correlates of IPV among PLHIV in 
Uganda have found that there is no association between HIV-
positive status disclosure and IPV [6, 7]. However, these 
studies had methodological limitations precluding definitive 
inferences about study findings. One study [7] was based on 
qualitative research and did not assess for differences based 
on different forms of IPV. Thus, results from this study may 
not be generalizable to most PLHIV in Uganda. The other 
study [6] measured IPV based on prior 12 months experi-
ence, which may be more prone to recall bias. Addition-
ally, this study did not examine the impact of HIV-status 
disclosure on sexual IPV. Instead, it only focused on how 
HIV-status disclosure affects physical and emotional IPV. 
Considering these limitations, additional research is needed 
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to further understand the IPV experiences of PLHIV in 
Uganda.

In addition to HIV-status disclosure, researchers have 
studied other potential correlates of IPV among PLHIV 
in Uganda. These researchers reported that marital status, 
education level, and use of antiretroviral therapy (ART) 
were associated with IPV among PLHIV in Uganda [6, 28]. 
In particular, among a community-based sample of HIV-
positive individuals aged 18 to 49 living in rural Rakai, 
Uganda. Kairania et al. [6] found that married individuals 
were more likely to report physical and verbal IPV in the 
past 12 months than were unmarried individuals. Further, 
among a sample of 317 HIV infected women receiving HIV 
treatment from a hospital in rural Uganda, Osinde et al. [28] 
found the use of ART increased the risk of IPV (physical, 
sexual, or psychological) in the preceding 12 months. They 
also found an inverse relationship between women’s edu-
cation level and past-year physical IPV; and women and 
their spouse’s education level and past-year psychological 
and sexual IPV. However, whether findings from this study 
apply to the general Ugandan PLHIV population is uncertain 
because the study relied on a clinic-based sample and did 
not include men.

Current Study

The current study aims to advance the knowledge of IPV 
among PLHIV in Uganda. We address some of the prior 
limitations of studies examining correlates of IPV among 
PLHIV in Uganda by using a population-based sample from 
four districts. For example, rather than using a clinic-based 
sample that was already accessing HIV care [28] the cur-
rent study’s analyses are based on reports from individuals 
newly diagnosed with HIV living in rural Uganda and who 
at follow-up may or may not have been linked to HIV care. 
Different from the Osinde et al. study [28], our sample also 
included men living with HIV in rural Uganda. Further, we 
assessed recent IPV based on experiences during the prior 
6 months, reducing the chance of recall bias that may have 
existed with prior research that assessed IPV based on past-
year experience [6, 28]. Lastly, different from past studies 
[6, 7] we included measures of all forms of IPV (physical, 
sexual, and emotional) in the current study. Using a pop-
ulation-based sample of Ugandan men and women newly 
diagnosed with HIV in home-based HIV testing, we sought 
to answer the following research questions:

1.	 What is the prevalence of emotional, physical, and sex-
ual IPV (recent, lifetime, and related to partner learning 
HIV-positive status) among women recently diagnosed 
with HIV in Uganda compared to men recently diag-
nosed with HIV in Uganda?;

2.	 What socio-demographic, social and individual charac-
teristics, and HIV-related behaviors (disclosure, linkage 
to care, use of antiretroviral [ARV] drug) are associated 
with recent (past 6-months) experiences of emotional, 
physical, and sexual IPV?

Method

This study primarily used 6-month follow-up data from the 
PATH/Ekkubo study, which is a cluster randomized trial of 
an enhanced linkage to HIV care intervention within the 
context of community-wide home-based HIV testing. The 
study was approved by IRBs in the U.S. and Uganda and 
by the National Council for Science and Technology, and 
participants provided written informed consent for HIV test-
ing and study participation. At the time of the current study, 
six-month follow-up data were collected for 338 participants 
newly diagnosed with HIV via home-based testing at study 
enrollment. However, IPV was only assessed for participants 
who reported ever having a sexual partner. Therefore, we 
limited the analysis for the current study to 337 participants 
who met that criterion. A full and detailed discussion of the 
methodological procedures of the PATH/Ekkubo study can 
be found elsewhere [29]. Here, we provide a brief overview.

Setting, Study Design, and Eligibility Criteria

The PATH/Ekkubo study was conducted in rural communi-
ties in Butambala, Mpigi, Gomba, and Mityana Districts in 
central Uganda. The study tested an enhanced linkage to 
HIV care intervention in the context of home-based HIV 
testing and counseling (HBHTC) using a cluster randomized 
design (with clusters being villages). Villages were rand-
omized to either the intervention arm or standard-of-care 
(control) arm. All households within each village were 
included in the study. Eligibility criteria for the intervention 
trial were adults aged 18 to 59 years or emancipated minors 
aged 15 to 17 years, accepting HIV testing, newly diagnosed 
with HIV at study enrollment, speaking Luganda or English, 
and residing in the household.

Procedures

HIV counseling and testing was provided to all consent-
ing household members meeting the age eligibility crite-
rion. Individuals could choose to receive individual or cou-
ples HIV counseling and testing. Data were collected from 
consenting participants using individual structured inter-
viewer-administered computer-based interviews at baseline, 
6-month follow-up, and 12-month follow-up. Participants 
meeting eligibility criteria described above were invited 
to participate in the intervention trial. Only one randomly 
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selected person per household was included in the trial to 
ensure independence in data.

Measures

To answer study research questions, we measured character-
istics related to participants’ IPV experiences, HIV experi-
ences (status disclosure, HIV linkage to care, taking ARV, 
couples counseling), sociodemographic characteristics, 
social support, and perceptions of violence. We also consid-
ered how participating in the trial may influence IPV risk by 
controlling for study arm allocation (intervention arm versus 
control arm). Unless otherwise stated, data for all measures 
were collected during the six-month follow-up interview.

IPV

IPV was measured using a 10-item instrument developed by 
the World Health Organization (WHO) [30]. This instrument 
was used to assess emotional (e.g., Has he/she ever insulted 
you or made you feel bad about yourself?), physical (e.g., 
Has he/she ever slapped you or thrown something at you 
that could hurt you?), and sexual (e.g., Has he/she physi-
cally forced you to have sexual intercourse when you did not 
want?) IPV perpetrated by a sexual partner anytime during 
(a) participants’ lifetime (also referred to as lifetime IPV) 
and (b) the prior 6 months, covering the period between 
diagnosis and the 6 month follow-up (also referred to as 
recent IPV). Acts of physical violence were disaggregated 
further into less severe and severe IPV. Severe physical 
violence included being beat up, choked, burnt, or threat-
ened with a weapon. We characterized participants as hav-
ing experienced IPV if they reported being a victim of at 
least one act of emotional, physical, or sexual IPV. Because 
questions related to recent IPV referred to IPV experienced 
since HIV diagnosis (within the previous 6-months), par-
ticipants who reported that these questions did not apply to 
them because they did not have a partner during that time 
(n = 37; 13 men, 24 women) were excluded from analyses 
regarding recent IPV.

IPV Related to Partner Learning HIV‑Positive Status

IPV related to partner learning HIV-status was measured by 
asking participants the following question if they responded 
“yes” to a question regarding recent IPV: “Was this [recent 
IPV experience] related to your partner learning your HIV-
positive status?”

HIV‑Positive Status Disclosure

HIV-status disclosure to sexual partner was determined using 
multiple questions in the 6-month follow-up questionnaire. 

However, due to an error in skip pattern programming in 
the questionnaire for a portion of the data collection period, 
there were some cases in which we were unable to determine 
whether a participant disclosed their HIV-status to a partner 
using these data. In these cases (n = 26), we resorted to using 
disclosure data collected during study visits before the six-
month follow-up period.

We considered participants as having disclosed their HIV 
status to their partner if they responded “spouse (husband/
wife)” or “boyfriend/girlfriend” to at least one of the follow-
ing questions: “Which of these people have you disclosed 
to?” and “Who is your [HIV] treatment supporter?” We also 
classified participants as having disclosed if they answered 
yes when asked “Since you have known that you are HIV 
positive have you disclosed your status to your spouse?” or 
answered no when asked “Since you have known that you 
are HIV positive, have you ever NOT told a sexual partner 
that you are HIV-positive?”

Couples HIV Counseling and Testing

During the HIV counseling and testing component of the 
study, participants were given the option of being counse-
led and tested together with their partner or separately. Par-
ticipants that opted to test together received couples coun-
seling and test results together; and were classified as having 
received couples HIV testing and counseling.

Taking ARV

We assessed whether participants were taking ARVs by ask-
ing: “Are you currently taking (swallowing) antiretroviral 
drugs (ARVs)?” (y/n).

Linked to HIV Care

Participants were asked about linkage to HIV care using the 
following question: Since the last interview [when you were 
diagnosed with HIV at the baseline visit until now] have you 
received medical care or treatment for HIV? (y/n).

Sociodemographic Characteristics

We used the baseline data to gather information regarding 
participants’ sociodemographic characteristics, including 
age, years of schooling, gender, marital status, polygamous 
marriage, and household wealth. Using questions from the 
Uganda DHS [22] and procedures for calculating a wealth 
index for the full baseline sample population (n = 18,702) 
[31], we calculated household wealth by conducting a factor 
analysis using seven household characteristics (e.g., having 
a television; having a sofa; having electricity) as indicators. 
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Using the calculated factor analysis score, we computed the 
position of each household in the sample by quintiles.

Social Support

We measured receipt of instrumental and emotional social 
support using the Social Support Scale [32], a scale adapted 
from the Duke-UNC Functional Social Support Question-
naire [33] and validated among PLHIV in rural Rwanda 
(α = 0.91) [34]. This scale contains six items on emotional 
support and four items on instrumental social support. 
Response options ranged from 1 (I get much less than I 
would like) to 5 (I get as much as I would like). Scores were 
summed (ranging from 10 to 50), with higher scores indi-
cating higher levels of social support. Internal consistency 
for this measure was relatively high (α = 0.89) in the current 
study.

Violence Against Women Perceptions

Perceptions about violence against women were measured 
using a Uganda-adapted version of the violence and sexual 
relationships domain items from the Gender Equitable Men 
(GEM) Scale [35]. This 9-item scale was validated for use 
in Uganda by researchers involved in the Demographic 
and Health Surveys (DHS) [36]. Both men and women 
were asked these questions, with some questions specific 
to men and others specific to women. Examples of items 
include: “In your opinion, is a husband justified in hitting 
or beating his wife if she burns food?” and “Can you say 
no to your {husband/partner} if you do not want to have 
sexual intercourse?” We summed yes (coded as 1) or no 
(coded as 0) response options so that lower scores indicate 
lower levels of violence acceptability. To remain conserva-
tive, items for which participants responded “Don’t know” 
were treated as zeros. Internal consistency of the scale in 
this study was good for both women and men (α = 0.71 and 
0.76, respectively).

Statistical Analysis

We analyzed data using Stata 13.1 statistical software pro-
gram. First, we used univariate analyses to summarize prev-
alence of recent (since HIV diagnosis), lifetime, and IPV 
related to the partner learning the participant’s HIV-positive 
status. Second, we conducted bivariate analyses to examine 
the associations of recent IPV with sample characteristics, 
including HIV-positive status disclosure. For these analyses, 
we created three separate categories to characterize recent 
IPV: [1] emotional IPV [2], physical IPV, and [3] sexual 
IPV. These categories were not mutually exclusive. Third, 
we used three separate logistic regression models to ana-
lyze associations of recent emotional, physical, and sexual 

IPV with HIV-positive status disclosure and each sample 
characteristic. We included all sample characteristics in the 
regression model (regardless if they were insignificant in 
bivariate analyses), given the limited knowledge available 
on our research topic and prior research that suggests these 
variables are risk factors for IPV among people in Uganda 
[6, 25–28].

Results

Sample Characteristics

The sample consisted of 216 women and 121 men (total 
n = 337) newly diagnosed with HIV at study enrollment. 
As indicated in Table 1, 32.05% of participants were in a 
non-polygamous marriage, 25.22% were in a polygamous 
marriage, 29.67% were divorced or widowed, and 13.06% 
never married. The mean age was 30.91  years (range 
15–59 years; SD = 9.36) and mean years of schooling was 
6.73 years (range 0–15 years; SD = 3.12). Over half of the 
sample (62.02%) were in the three lowest wealth quintiles, 
and 5.50% participated in HIV couples counseling during 
the baseline HIV counseling and testing.

On average, high levels of social support were reported: 
the average score was 33.28 (range 10–40; SD = 7.50). 
The mean violence perception score was 1.83 (range 1–9; 
SD = 1.63), indicating that many participants had low 
acceptance for violence against women. Regarding HIV-
positive status disclosure and HIV care engagement, slightly 
over three-quarters (75.95%) of participants reported dis-
closing their HIV-status to their intimate partner; 68.84% 
were linked to HIV care and 62.31% of the participants 
reported taking ARVs.

IPV Prevalence

Lifetime and Recent IPV

Lifetime and past 6 months’ estimates of the prevalence of 
IPV are presented in Table 2. For lifetime IPV, the major-
ity of participants reported experiencing emotional IPV 
(62.81% of men, 70.37% of women), followed by physical 
IPV (21.49% of men, 26.39% of women) then sexual IPV 
(7.44% of men, 17.59% of women). Overall, 65.29% of men 
reported that they experienced at least one form of emo-
tional, physical, or sexual IPV in their lifetime. Among men 
reporting an experience of physical IPV during their life-
time, 69.23% reported at least one incident of severe physi-
cal violence (such as being beaten up, choked, or threatened 
with a weapon). Rates of lifetime victimization for women 
were similar: 72.22% of women reported at least one emo-
tional, physical, or sexual IPV incident in their lifetime. 
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Among women experiencing physical IPV during their life-
time, 59.65% reported at least one occurrence of severe IPV.

Rates of IPV occurring in the 6 months since HIV diag-
nosis (i.e., recent IPV) were lower than lifetime estimates 
but followed similar patterns, with the most frequently 
reported type of IPV in that period being emotional IPV 
(19.44% of men, 25.91% of women). Furthermore, 21.30% 
of male respondents and 30.57% of female respondents 
indicated that they experienced emotional, sexual, or 

physical IPV, at least once, since HIV diagnosis. Regard-
ing recent physical IPV, among men, 4.63% reported at 
least one incident of less severe physical violence, and 
3.70% reported at least one incident of severe physical 
violence. Among women, 7.77% reported at least one less 
severe physical IPV incident since HIV diagnosis and 
4.66% at least one severe physical IPV incident. Concern-
ing sexual IPV, women reported higher rates of recent 
sexual IPV than men (8.29% vs. 1.85%).

Table 1   Sample characteristics of newly diagnosed PLHIV in rural Uganda (n = 337)

The estimates reported are valid percentages. Analyses are reported based on non-imputed data. Missing data were excluded from the calcula-
tions
a 21 missing values on disclosure variable (n = 316)
b Opted for couples HIV counseling and testing rather than individual HIV counseling and testing at study enrollment. Ten missing values on 
counseling variable (n = 327)

N (%)

HIV status disclosure to sexual partner by 6 months from diagnosisa

 Yes 240 (75.95)
 No 76 (24.05)

Taking ARV at 6 months from diagnosis
 Yes 210 (62.31)
 No 127 (37.69)

Linked to HIV care at 6 months from diagnosis
 Yes 232 (68.84)
 No 105 (31.16)

Received couples HIV counseling and testingb

 Yes 18 (5.50)
 No 309 (94.50)

Study arm
 Control 175 (51.93)
 Intervention 162 (48.07)

Marital status
 Never married 44 (13.06)
 Divorced/widowed 100 (29.67)
 Polygamous marriage 85 (25.22)
 Non-polygamous marriage 108 (32.05)

Wealth Index
 Lowest wealth quintile 59 (17.51)
 2nd lowest wealth quintile 86 (25.52)
 3rd lowest wealth quintile 64 (18.99)
 2nd highest wealth quintile 70 (20.77)
 Highest wealth quintile 58 (17.21)

Gender
 Male 121 (35.91)
 Female 216 (64.09)

M (SD)

Years of schooling 6.73 (3.12)
Age (in years) 30.91 (9.36)
Perception that violence against women is acceptable 1.83 (1.63)
Social Support 33.28 (7.50)
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IPV Prevalence Related to Partner Learning HIV‑Positive 
Status

We also examined the prevalence of recent IPV reported as 
explicitly related to one’s partner learning about his/her HIV-
positive status. Results (see Table 2) indicated that, among 
the 82 participants who reported a recent IPV experience, 
12.20% (n = 10) of participants reported experiencing IPV 
for this reason; and, every participant (100%) who reported 
IPV, for this reason, reported emotional IPV as a form of 
IPV experienced. Conversely, among those who reported 
experiencing recent physical IPV, only one person (4.76%), a 
woman, reported experiencing this form of IPV was because 
of partner learning her HIV-status. Similarly, among partici-
pants who reported recent sexual IPV, one person (5.56%), 
also a woman, reported that her sexual IPV experience was 
related to her partner learning her HIV-status.

Because there were no men who reported physical or 
sexual IPV as a result of their partner learning their HIV-
positive status, we were unable to statistically compare men 

and women on these outcomes. However, we found that 
men were more likely than women to report emotional IPV 
(30.00% of men and 8.70% of women) related to their part-
ner learning their HIV-positive status (χ2 (1, N = 66) = 4.92, 
p = 0.027).

Correlates of IPV Since HIV‑Positive Diagnosis

Bivariate Analysis

Table 3 presents the results of bivariate analyses compar-
ing differences in sample characteristics among participants 
who reported experiencing no IPV, emotional IPV, physi-
cal IPV, and/or sexual IPV since being diagnosed with HIV 
6 months ago. Participants who reported experiencing no 
recent IPV were more likely to have disclosed their HIV-
status (χ2 (1, N = 286) = 6.55, p = 0.011) and be of older 
age (t(299) = 2.82, p = 0.005) than participants who reported 
recent IPV (emotional, physical, and/or sexual IPV).

Table 2   Prevalence of lifetime IPV and IPV occurring during the 6 months following HIV positive diagnosis among newly diagnosed PLHIV in 
rural Uganda

Estimates related to lifetime IPV are based on the entire sample of 337 (121 male, 216 female) participants. Estimates related to recent IPV are 
based on a sample of 301 (108 male, 193 female) participants (i.e., participants with a current partner during data collection). Estimates related 
to post-partner learning are based on sample of 82 participants with reports of past 6-months IPV
a 5 missing values
b 2 missing values; c1 missing value; d4 missing values

Total Male Female

Lifetime
N (%)

Past 
6-months
N (%)

Post-partner 
learning 
HIV-status
N (%)

Lifetime
N (%)

Past 
6-months
N (%)

Post-partner 
learning 
HIV-status
N (%)

Lifetime
Number (%)

Past 
6-months
N (%)

Post-partner 
learning HIV-
status
N (%)

Emotional 
IPV

228 (67.66) 71 (23.59) 10 (14.08)a 76 (62.81) 21 (19.44) 6 (30.00)c 152 (70.37) 50 (25.91) 4 (8.70)d

Sexual IPV 47 (13.95) 18 (5.98) 1 (5.56) 9 (7.44) 2 (1.85) 0 (0.00) 38 (17.59) 16 (8.29) 1 (6.25)
Physical IPV 83 (24.63) 21 (6.98) 1 (4.76)b 26 (21.49) 5 (4.63) 0 (0.00) 57 (26.39) 16 (8.29) 1 (7.14)b

Any severe 
physical 
IPV

52 (15.43) 13 (4.32) 1 (4.76) 18 (14.88) 4 (3.70) 0 (0.00) 34 (15.74) 9 (4.66) 1 (6.25)

Any less 
severe 
physical 
IPV

81 (24.04) 20 (6.64) 1 (4.76) 25 (20.66) 5 (4.63) 0 (0.00) 56 (25.93) 15 (7.77) 1 (6.25)

Severe physi-
cal IPV 
only

2 (0.59) 1 (0.33) 0 (0.00) 1 (0.83) 0 (0.00) 0 (0.00) 1 (0.46) 1 (0.52) 0 (0.00)

Less severe 
physical 
IPV only

31 (9.20) 8 (2.66) 0 (0.00) 8 (6.61) 1 (0.93) 0 (0.00) 23 (10.65) 7 (3.63) 0 (0.00)

Any IPV 
(emotional, 
physical, or 
sexual)

235 (69.73) 82 (27.24) 10 (12.20)a 79 (65.29) 23 (21.30) 6 (27.27) 156 (72.22) 59 (30.57) 4 (7.27)
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Findings also indicated a statistically significant relation-
ship between recent emotional IPV and HIV-positive status 
disclosure, age, and social support. Participants who dis-
closed their HIV-positive status to their spouse or partner 
were less likely to report experiencing emotional IPV than 
participants who did not disclose their HIV-positive status 
(χ2 (1, N = 286) = 5.26, p = 0.02). Further, being younger 
age (t(299) = 2.63, p = 0.009) and having lower levels of 

social support (t(299) = 2.47, p = 0.014) were associated 
with an increased likelihood of reporting experiencing emo-
tional IPV. There was no statistically significant relation-
ship between study arm and recent emotional IPV (χ2 (1, 
N = 301) = 0.44, p = 0.51).

Regarding physical abuse, we found a significant asso-
ciation between age and violence perception. Specifi-
cally, participants with higher levels of acceptability for 

Table 3   Sample characteristics and bivariate associations with IPV occurring between HIV diagnosis and 6-month follow-up among PLHIV in 
rural Uganda (N = 301)

The estimates reported are valid row percentages. Analyses are reported based on non-imputed data. Missing data were excluded from the calcu-
lations. For continuous variables, estimates represent means and p-values for independent samples t test; all other tests are based on Chi square 
analyses
*p ≤ 0.05; **p ≤ 0.01; ***p ≤ 0.001
a 15 missing values on disclosure variable (n = 286); b9 missing values on counseling variable (n = 292)

Emotional IPV (%) Physical IPV (%) Sexual IPV (%) No IPV (%)

HIV status disclosure to sexual partner by 6 months from diagnosis
 Yes 20.09* 7.01 4.67* 76.64**
 No 33.33 6.94 11.11 61.11

Taking ARV at 6-month from diagnosis
 Yes 25.81 8.06 6.99 76.43
 No 20.00 5.22 4.35 76.52

Linked to HIV care at 6 months from diagnosis
 Yes 24.02 7.35 7.35 71.57
 No 22.68 6.19 3.09 75.26

Received couples HIV counseling and testing
 Yes 22.22 11.11 5.56 77.78
 No 23.36 6.93 6.20 72.63

Study arm
 Control 25.16 7.10 5.16 73.55
 Intervention 21.92 6.85 6.85 71.92

Marital status
 Never married 13.16 7.89 7.89 81.58
 Divorced/widowed 21.95 7.32 3.66 74.39
 Polygamous marriage 19.48 5.19 9.09 75.32
 Non-polygamous marriage 31.73 7.69 4.81 66.35

Wealth Index
 Lowest wealth quintile 19.61 5.88 7.84 74.51
 2nd lowest wealth quintile 28.75 7.50 3.75 68.75
 3rd lowest wealth quintile 20.75 7.55 3.77 77.36
 2nd highest wealth quintile 26.15 7.69 7.69 69.23

Gender
 Male 19.44 4.63 1.85* 78.70
 Female 25.91 8.29 8.29 69.43

M (SD) M (SD) M (SD) M (SD)

Years of schooling 7.01 (3.11) 6.48 (3.52) 7.44 (3.28) 6.62 (3.06)
Age 28.07 (7.77)** 26.81 (6.98)* 27.89 (6.88) 31.50 (9.76)**
Perception that violence against 

women is acceptable
2.03 (1.72) 2.95 (1.80)* 2.33 (1.61) 1.84 (1.63)

Social support 31.68 (8.81)* 31.29 (10.17) 32.67 (8.66) 34.11 (6.87)
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violence against women (t(299) = − 3.08, p = 0.002) and 
younger age (t(299) = 1.93, p = 0.054) were more likely 
to report recent physical IPV compared to participants 
with lower levels of acceptability for violence against 
women and older age, respectively. HIV-status disclosure 
(χ2 (1, N = 286) = 0.0003, p = 0.99) and study arm (χ2 (1, 
N = 301) = 0.01, p = 0.93) were not significantly associ-
ated with recent physical IPV.

Related to sexual IPV, women were more likely than 
men to report recent sexual IPV (8.29% vs. 1.85%, respec-
tively; χ2 (1, N = 286) = 5.11, p = 0.024). Further, simi-
lar to emotional IPV, HIV-status disclosure was inversely 
related to recent sexual IPV (χ2 (1, N = 286) = 3.79, 
p = 0.052). Conversely, study arm and recent sexual IPV 
were not significantly associated (χ2 (1, N = 301) = 0.38, 
p = 0.54).

Multivariable Logistic Regression Analysis

We examined the relationship between each recent IPV 
category and all sample characteristics using multivariable 
logistic regression analyses (see Table 4). The following 
sections describe findings related to each regression model.

Emotional IPV Since HIV‑Positive Diagnosis

Results from the multivariable logistic regression model for 
recent emotional IPV were consistent with those found in 
our bivariate analysis. However, we additionally found that 
marital status was associated with recent emotional IPV. Par-
ticipants who disclosed their HIV status to their spouse/part-
ner had 59% lower odds of reporting recent emotional IPV 
(AOR = 0.41, 95% CI [0.21, 0.81]). Every one-point increase 
in the social support score decreased the odds of reporting 
recent emotional IPV by 4% (AOR = 0.96; 95% CI [0.92, 
0.998]) while every year increase in age reduced the odds 

Table 4   Multivariable logistic regression models predicting IPV occurring between HIV diagnosis and 6-month follow-up among PLHIV in 
rural Uganda (n = 277)

Sample size reduced due to missing data for HIV-status disclosure and HIV couples counseling variables
AOR adjusted odds ratio; CI confidence interval; IPV intimate partner violence; Ref reference category. All participants linked to care were also 
taking ARV. Therefore, linkage to HIV care is not included in the model to avoid risks of multicollinearity

Variable Emotional IPV Physical IPV Sexual IPV

AOR (95% CI) p AOR (95% CI) p AOR (95% CI) p

HIV-status disclosure to sexual partner 0.41 (0.21, 0.81) 0.01 1.21 (0.37, 3.96) 0.76 0.38 (0.13, 1.13) 0.08
Taking ARV at 6 months from diagnosis (yes) 1.60 (0.84, 3.06) 0.15 1.91 (0.64, 5.72) 0.25 2.66 (0.80, 8.85) 0.11
Received couples HIV counseling and testing 0.82 (0.23, 2.90) 0.76 2.28 (0.38, 13.80) 0.37 1.63 (0.16, 16.63) 0.68
Study arm
 Control Ref Ref Ref
 Intervention 0.82 (0.42, 1.57) 0.54 1.11 (0.39, 3.15) 0.85 0.86 (0.28, 2.63) 0.79

Age 0.95 (0.91, 0.99) 0.04 0.95 (0.87, 1.03) 0.09 1.00 (0.93, 1.08) 0.96
Gender
 Male Ref Ref Ref
 Female 0.91 (0.43, 1.94) 0.81 1.05 (0.28, 3.98) 0.94 3.47 (0.65, 18.42) 0.15

Marital status
 Never married Ref Ref Ref
 Divorced/widowed 2.27 (0.63, 8.12) 0.21 0.96 (0.16, 5.83) 0.43 0.51 (0.07, 3.64) 0.50
 Polygamous marriage 2.92 (0.84, 10.18) 0.24 0.75 (0.13, 4.51) 0.30 1.21 (0.22, 6.47) 0.83
 Non-polygamous marriage 4.39 (1.37, 14.10) 0.01 1.16 (0.22, 6.06) 0.86 2.04 (0.65, 6.35) 0.22

Education level 1.02 (0.92, 1.13) 0.60 0.94 (0.80, 1.10) 0.42 1.04 (0.86, 1.24) 0.71
Wealth Index
 Lowest wealth quintile Ref Ref Ref
 2nd lowest wealth quintile 1.59 (0.61, 4.17) 0.35 1.22 (0.24, 6.12) 0.81 0.43 (0.08, 2.19) 0.31
 3rd lowest wealth quintile 0.69 (0.22, 2.14) 0.52 1.63 (0.30, 8.90) 0.57 0.34 (0.05, 2.14) 0.25
 2nd highest wealth quintile 1.47 (0.51, 4.23) 0.48 1.77 (0.32, 9.89) 0.52 0.63 (0.13, 2.98) 0.56
 Highest wealth quintile 0.78 (0.25, 2.45) 0.67 1.50 (0.24, 9.29) 0.66 0.63 (0.12, 3.22) 0.58

Perception that violence against women is acceptable 1.12 (0.94, 1.34) 0.20 1.58 (1.19, 2.09) 0.002 1.16 (0.87, 1.54) 0.30
Social support 0.96 (0.92, 0.997) 0.04 0.95 (0.89, 1.01) 0.09 0.97 (0.91, 1.04) 0.40
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of recent emotional IPV by 5% (AOR = 0.95; 95% CI [0.91, 
0.99). Participants who were in a non-polygamous marriage 
had 4.4 times greater odds of reporting recent emotional IPV 
than participants who were not married (AOR = 4.39; 95% 
CI [1.37, 14.10]). Similar to bivariate results, we did not find 
a statistically significant relationship between study arm and 
recent emotional IPV (AOR = 0.82; 95% CI [0.42, 1.57]).

Physical IPV Since HIV‑Positive Diagnosis

The bivariate findings indicating that violence percep-
tion was associated with recent physical IPV upheld in the 
regression analysis controlling for sample characteristics. 
Every single point increase in violence perception scores 
increased the odds of a recent reporting of physical IPV by 
58% (AOR = 1.58; 95% CI [1.19, 2.09]). In other words, the 
more likely a participant was to perceive violence against 
women as acceptable, the more at risk s/he was for physical 
IPV. We did not find a statistically significant association 
between HIV-status disclosure (AOR = 1.21; 95% CI [0.37, 
3.96]) or study arm (AOR = 1.11; 95% CI [0.39, 3.15]) and 
recent physical IPV.

Sexual IPV Since HIV‑Positive Diagnosis

Different from our bivariate analysis, we did not find a 
significant association between HIV-status disclosure 
(AOR = 0.38; 95% CI [0.13, 1.13]) and gender (AOR = 0.65; 
95% CI [0.65, 18.42]) and recent sexual IPV in our regres-
sion analysis. Further, there was no statistically signifi-
cant association between study arm and recent sexual IPV 
(AOR = 0.86; 95% CI [0.28, 2.63]).

Discussion

The current study examined prevalence and correlates of 
IPV among a population-based sample of men and women 
newly diagnosed with HIV in Uganda who were participat-
ing in a linkage to HIV care intervention trial. Findings from 
this study contribute to existing research indicating many 
people living in Uganda experience IPV [22, 25] and factors 
outside of HIV-positive status disclosure may play a stronger 
role in increasing IPV risk among PLHIV in Uganda [6, 7]. 
However, this novel study is the first to document the preva-
lence of IPV related to a partner learning one’s HIV-positive 
status that occurred in the 6 months since diagnosis. Further, 
this study is among the first to investigate correlates of IPV 
using a sample of PLHIV in Uganda. There are only two 
other studies [6, 7] to our knowledge that assessed demo-
graphic and risk characteristics associated with IPV within 
this population. Thus, this study adds to the scant research 
examining this topic.

We found that, except for sexual IPV, Ugandan men and 
women recently diagnosed with HIV reported similar and 
high rates of IPV. Approximately seven out of ten men and 
women in Uganda living with HIV reported experiencing 
emotional IPV during their lifetime, and about one in four 
men and women reported experiencing physical IPV dur-
ing their lifetime. Among those who experienced physical 
IPV during their lifetime, over half of the experiences were 
severe types of physical IPV (e.g., being burnt, kicked, 
choked, punched with fist). Further, women were signifi-
cantly more likely to report experiencing sexual IPV than 
men.

Although rates of recent IPV (in the 6 months since HIV 
diagnosis) were not as high as that experienced during par-
ticipants’ lifetime, we found it alarming that nearly one in 
five men and one-third of women reported experiencing 
at least one type (physical, sexual, or emotional) of IPV 
in a 6-month time period. Given this high rate of recent 
IPV found in the current study, it is imperative that HIV 
programs properly screen for IPV among men and women 
newly diagnosed with HIV and among those already aware 
of their HIV positive status. However, according to WHO 
guidance, IPV screening should only be conducted if mini-
mum technical and referral capacity is in place (protocol for 
screening, trained providers, private setting, confidentiality 
ensured, referral system) [37]. If IPV is identified, HIV pro-
grams should properly address IPV using evidence-informed 
interventions appropriate for use with PLHIV. King et al. 
[38] discuss potential IPV screening and brief interventions 
that may be useful for this population living in Uganda. 
Addressing IPV among PLHIV is especially crucial because 
IPV further compromises this population’s health and sexu-
ally transmitted infection prevention practices [39].

Among those in our study who reported experiencing 
IPV during the 6 months since HIV diagnosis, it was quite 
rare that they reported the reason for the IPV experienced 
was explicitly related to their partner learning about their 
HIV-positive status. This circumstance was true in only 
about ten percent of cases. However, we found that men 
who experienced IPV during the 6 months since HIV diag-
nosis were more likely than women who experienced IPV 
during this timeframe to report emotional IPV related to a 
partner learning their HIV-positive status. We urge readers 
to interpret this finding with caution, given the small num-
bers of men who reported recent IPV related to their partner 
learning about their HIV-positive status. Also, there is a lack 
of supporting evidence to suggest men may experience IPV 
in conjunction with HIV-status disclosure. Thus, although 
interesting, this finding is unique to the current study and 
warrants additional evidence.

Our findings also showed that disclosing one’s HIV-pos-
itive status was associated with lower odds of experiencing 
emotional IPV. This finding contradicts previous research 
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findings indicating no significant relationship between 
emotional IPV and HIV-positive status disclosure among 
PLHIV in Uganda [6, 7]. Our finding is also inconsistent 
with the vast evidence based on studies conducted outside of 
Uganda suggesting HIV-status disclosure increases IPV risk 
[1–5, 39–47]; thus, raising questions about whether there 
are unique relationship factors that may influence IPV risk 
among PLHIV who disclose their HIV-status. Although the 
data used in this analysis cannot provide a definitive answer 
to this question, Maman et al.’s research [48] might provide 
one possible explanation. Maman and colleagues found that 
HIV-status disclosure moderated the relationship between 
HIV-status (positive or negative) and IPV among pregnant 
and postpartum women in South Africa. Specifically, HIV-
positive women who did not disclose their HIV-status were 
more likely to report physical IPV compared to HIV-nega-
tive women who did not disclose their HIV-status.

In light of Maman et al.’s [48] findings, a possible inter-
pretation of the current study’s findings is that PLHIV in 
Uganda who disclose their HIV-status were less likely to 
report recent emotional IPV than PLHIV in Uganda who did 
not disclose their HIV-status because they were in healthier 
relationships (e.g., relationships involving honesty, trust, 
respect, and open communication between partners). Despite 
finding a significant inverse relationship between social 
support level and emotional IPV in the current study, post 
hoc analysis revealed there was no significant interaction 
(p > 0.05) between social support and HIV-status disclosure. 
This is likely because we measured social support broadly, 
including all types of support persons and not limited to 
intimate partners. Thus, given limitations of the data, we 
could not assess whether relationship quality with intimate 
partners moderated the effect of HIV-status disclosure on 
emotional IPV. We encourage future research on this topic 
using a sample of Ugandans living with HIV.

Additional relationship factors to consider when attempt-
ing to understand possible explanations for our finding that 
emotional IPV is inversely related to HIV-positive status 
disclosure include one’s prior experience with IPV. For 
example, it is plausible that fear of new IPV related to being 
in a past violent relationship(s) may impact one’s decision to 
disclose or not disclose their HIV-positive status [49]. Fur-
ther, it is essential to consider whether or not one’s partner 
is also HIV-positive. It is possible that IPV is more likely 
to be related to HIV-positive status disclosure among indi-
viduals who are in serodiscordant relationships than indi-
viduals in seroconcordant relationships [50]. Lastly, how 
frequently IPV occurred in the relationship before and after 
HIV diagnosis may impact the relationship between HIV-
status disclosure and IPV. Participants in the current study 
may not have experienced IPV between HIV diagnosis and 
the 6-month follow-up; however, IPV may have occurred at 
a later time. Unfortunately, we did not have adequate data to 

explore whether partner’s HIV-status and fear of IPV mod-
erates the relationship between HIV-status disclosure and 
IPV. Future research is needed to understand these relation-
ships in the study population, and this research should be 
longitudinal.

Based on our overall study findings, it appears that per-
ceptions of violence against women may have the most sub-
stantial influence on physical IPV risk. This variable was 
the only significant predictor of recent physical IPV. Con-
sequently, we encourage the development of national and 
community-based programs in Uganda, such as the United 
Nations Development Program Uganda (UNDPUg) Gender 
Equality Strategy [51] and SASA! [52] that advocate for 
gender equality and enhance awareness of the adverse con-
sequences caused by IPV. Despite adopting formal laws and 
policies aimed toward treating men and women equally in 
Uganda (e.g., 2010 law on Domestic Violence; 2011 Domes-
tic Violence regulations; anti-Female Genital Mutilation Act 
of 2010; and 2009 anti-trafficking in Person Act), these laws 
have not adequately addressed gender-sensitive issues [51]. 
For example, in Uganda, defilement was among the top com-
mitted and reported crimes in 2014, yet the conviction rate 
for rape and defilement cases was an underwhelming 0.8% 
and 1.8% respectively [51]. Findings from the current study 
demonstrating that women were significantly more likely to 
report sexual IPV than men, reinforce this disparity between 
formal gender equality and substantive gender equality.

Limitations

The current study has several strengths; however, there are 
limitations to report. First, the cross-sectional nature of the 
data used to study the research questions does not allow 
us to infer causation or the direction of the relationship 
between IPV and sample characteristics, including HIV-
positive status disclosure. Therefore, we encourage future 
research using longitudinal data, especially to understand 
whether the risk of IPV increases following HIV-positive 
status disclosure.

Second, although novel that we measured rates of IPV 
occurrence as related to a partner learning about one’s HIV-
positive status, in addition to self-disclosure, there are other 
means of one learning. For example, an individual could 
learn about his/her partner’s HIV-positive status by acci-
dentally seeing his/her partner’s HIV medications. Future 
research should determine the frequency of partners learn-
ing an individual’s HIV positive status other than through 
self-disclosure. This research should also examine whether 
the risk of IPV varies by how the partner learned of the 
individual’s HIV positive status.

Third, the processes through which HIV-status disclosure 
influences IPV may be different for men as compared to 
women. Relatedly, although the scale used to measure IPV 
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in the current study was used with men in the 2016 Uganda 
DHS, it was not originally designed to be used with men; 
raising questions about the validity of this measure for men 
and making it difficult to appropriately compare men and 
women’s IPV experiences. Nevertheless, given the scarce 
data available on IPV experiences of men living with HIV 
in Uganda, our findings offer a good starting point for trying 
to understand this phenomenon. We recommend additional 
research related to this topic.

Fourth, we relied on self-reported data. This type of data 
is subject to social desirability. Further, because we used 
self-reported data, there is a risk of recall bias. However, 
the shorter timeframe used to assess correlates of IPV in the 
current study offers less risk of recall bias than that used in 
past studies with similar populations (i.e., IPV experienced 
during the prior 6 months vs. 12 months).

Lastly, a relatively small number of participants reported 
experiencing sexual IPV during the prior 6 months. There-
fore, conclusions drawn from multivariable analysis results 
identifying correlates of sexual IPV may be less certain. 
We recommend additional research with larger samples to 
investigate sexual IPV risk among PLHIV in Uganda.

Conclusions

Our study findings demonstrated that a substantial propor-
tion of recently diagnosed PLHIV in Uganda experience 
IPV. Also, men and women living with HIV report similar 
rates of emotional and physical IPV. However, women were 
more likely to report sexual IPV. We found few people who 
reported IPV experiences specifically related to their part-
ner learning their HIV-positive status. Further, participants 
who disclosed their HIV-positive status to partners were 
less likely to report emotional IPV since their HIV diagno-
sis than participants who did not disclose their HIV-status. 
Implications for study findings suggest a need for profes-
sionals working with PLHIV to screen for IPV, regardless of 
clients’ gender. It is especially imperative that such screen-
ing is conducted during HIV testing and diagnosis. However, 
the World Health Organization (WHO) [37] recommends 
that healthcare providers only perform routine IPV screening 
(i.e., “routine enquiry”) if they meet the following minimum 
requirements: (a) a protocol/standard operating procedure; 
(b) training on how to ask, minimum response or beyond; (c) 
private setting; (d) confidentiality ensured; and (e) system 
for referral in place (p. 19). If these minimum requirements 
are not in place, WHO recommends that healthcare work-
ers should, at a minimum, be trained to offer first-line sup-
port when women disclose violence [37]. First-line support 
(“LIVES”) includes the following tasks: listen, inquire about 
needs and concerns, validate, enhance safety, and support 
[37, 53].

The WHO guidelines for responding to violence against 
women in healthcare settings could be a starting place for 
developing guidelines tailored to the Ugandan context. Addi-
tionally, we recommend that IPV screening should occur 
while individuals are separated from their partner, to prevent 
posing additional harm (e.g., abandonment by perpetrators, 
partner violence). We also suggest that professionals work-
ing with PLHIV provide resources for interventions aimed 
at preventing and alleviating IPV in the populations they 
serve. Considering findings from the current study, these 
resources should target relational factors as well as social 
support and violence norms and should be provided in the 
safest and most confidential way possible.
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