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Abstract

Young women with HIV and histories of physical and/or sexual abuse in childhood may be vulnerable to
difficulties with disclosure to sexual partners. Abuse in childhood is highly prevalent in HIV-positive women,
and has been associated with poorer communication, low assertiveness, low self worth, and increased risk for
sexual and other risk behaviors that increase the risk of secondary transmission of HIV. HIV disclosure may be
an important link between abuse and sexual risk behaviors. Qualitative interviews with 40 HIV-positive young
women with childhood physical and/or sexual abuse were conducted; some women had also experienced adult
victimization. Results suggest that HIV-positive women with abuse histories use a host of strategies to deal with
disclosure of HIV status, including delaying disclosure, assessing hypothetical responses of partners, and determining appropriate stages in a relationship to disclose. Stigma was an important theme related to disclosure.
We discuss how these disclosure processes impact sexual behavior and relationships and discuss intervention
opportunities based on our findings.

Introduction

A

dvancements in antiretroviral drug treatment have
enabled persons living with HIV/AIDS (PLWHA) to live
longer, healthier lives with increased opportunity for engaging in intimate relationships. An ongoing challenge to secondary prevention of HIV is understanding and intervening
with factors influencing continued engagement in unprotected sex with new and existing partners.1–3 HIV-positive
women with childhood abuse histories, including both
physical and sexual abuse in childhood, have been identified
as a particularly vulnerable population, with higher rates of
unprotected sex, greater numbers of partners, and additional
health risk behaviors, such as substance use, and poorer adherence than their counterparts without abuse histories.4–9
One potentially relevant mechanism linking abuse and engagement in unprotected sex is disclosure of HIV status.
Women with childhood abuse histories report less assertive
behavior, greater interpersonal distress, increased shame, and
more difficulty with interpersonal communication.10–14
Young women with HIV diagnosis and prior experiences of

physical and/or sexual abuse in childhood may be particularly vulnerable to difficulties disclosing their HIV status to
partners, which may play an important role in risk behaviors.
Disclosure has been associated with greater adherence to
HIV care and regimens, and improved mental and physical
health.15 Several factors appear to influence disclosure of HIV
status. Persons living with HIV or AIDS who report low selfefficacy to disclose their status are more likely to never or
infrequently disclose their HIV status to a sexual partner.16,17
HIV stigma has also been shown to be negatively related to
the decision to disclose across studies.18 Exposure to heightened levels of HIV stigma are associated with increased feelings
of negative self-image—including shame and guilt—and a
subsequent decrease in confidence to disclose HIV status.19–21
PLWHA are more likely to disclose their HIV status to
primary sex partners compared to casual partners22–24 and
several studies have found higher rates of disclosure in
established relationships lasting longer than 6 months.3,25
Frequency of contact with an individual, and female gender
has also been shown to be associated with time to disclosure
in women with HIV.26 The association between relationship
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length and status disclosure, and differences in status disclosure by partner type are potential ways PLWHA attempt to
mitigate the social risk of revealing one’s serostatus.27,28
Strategizing disclosure may be particularly important for
women with abuse histories who may already have experienced stigma and shame due to the abuse, and who may be
more likely to internalize feelings of low self-worth or feelings
of powerlessness.29,30
HIV-positive women with abuse histories have numerous
abuse-related sequelae that are relevant to disclosure of HIV
status and sexual behaviors. For example, a qualitative study
of women with sexual abuse histories included reports that
consideration of disclosure of abuse was associated with
feelings of powerlessness, fears of additional victimization
ensuing, and thoughts related to their own responsibility
(self blame) for the abuse.31 Similar to the difficulty of disclosing abuse status, women with abuse histories may have
fears or difficulty disclosing their HIV status to partners.
This hypothesis is underscored by the fact that discomfort
with intimacy, and avoidance of intimacy have also been
described in HIV positive women with abuse histories.10
Other studies report emotional distress linked to abuse in
HIV positive women, which may also play a role in disclosure and sexual behavior, for example, PTSD related
avoidance may heighten the likelihood that women will not
disclose HIV status.10
Research has shown that women with abuse histories are
more likely to engage in HIV risk behaviors relevant to both
primary and secondary transmission, including higher rates
of unprotected sex and an increased likelihood of having
risky sexual partners.10,12,32 Research also demonstrates that
women with an abuse history are less likely to successfully
negotiate condom use than those without an abuse history,
with this effect stronger for minority women.8,33 Women with
abuse histories have also been shown to engage in less sexual
communication in general, which in turn has been identified
as an important mediator between abuse and sexual risk behavior.4,34 Sexual communication specific to sexual history, as
well as condom use, has demonstrated strong associations
with condom use.35 Thus, in HIV-positive populations, disclosure of sexual history, including HIV status, may be an
important factor in condom use and may be particularly
challenging for those women with abuse histories with poorer
communication skills and more abuse-related distress. However, while several studies have demonstrated increased consistency of condom use as a consequence of disclosure,36–38
other studies show inconsistent condom use after disclosure
within sexual partnerships.2,3,39 40
Given the potential vulnerability of women with abuse
histories to having greater difficulty with disclosure through
abuse-related sequelae such as low assertiveness, increased
shame, poor self worth, and powerlessness, and the increased
potential for stigma, investigation of disclosure in this population is needed. The aims of this study are to explore disclosure strategies in young HIV-positive women with
histories of childhood sexual and/or physical abuse, examine
factors influencing those strategies, and to examine outcome
associated with disclosure. Greater understanding of the dynamics of disclosure communication in young women with
abuse histories may provide targets for intervention to facilitate status disclosure or inform strategies for communication
in the absence of disclosure that will reduce the likelihood of
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unprotected sex and reduce risk for secondary transmission of
HIV in this high risk group.
Methods
The specific methods of our interview approach and interview development are described in detail in Clum and colleagues.10 We utilized a naturalistic, inductive approach to
explore the experience of sexual and physical abuse on the
lives of young HIV-positive women. We adapted the method
of the Life Story Interview,41 using audio-recorded one-on-one
in-depth interviews. Descriptive demographic data and trauma
related symptoms were also assessed. Saturation was determined by consensus of the primary interviewer and authors
who reviewed transcripts as interviews were completed.
Participants
Young women with behaviorally acquired HIV were recruited from three Adolescent Trials Network Sites (ATN) in
Miami, New York City, and Philadelphia. During enrollment,
all young women attending the clinic were approached with
information about the study. Forty women met the inclusion
criteria of age from 18 to 24 years, a reported history of
physical or sexual abuse prior to the age of 18, and heterosexual sexual activity in the past 4 months, defined as vaginal
or anal sex. We stratified recruitment to include substance
users, with the result that 23 of 40 (57.5%) participants reported greater than minimal use of alcohol, marijuana, or
other illicit drugs in the last 4 months.
Study participants received study information from nurse
coordinators during a clinic visit; interested participants gave
informed consent for eligibility screening. Of 84 women approached for the study, 8 women were not interested or left
care prior to screening, thus a total of 76 women completed
the screen. Of these, 34 were ineligible based on study inclusion requirements and two declined to participate. Interviews
were scheduled within 60 days of initial contact, and conducted by one of three trained interviewers.
Interviews lasted from 60 to 90 min and began with a semistructured interview reviewing abuse events, age and frequency of abuse, PTSD symptoms, and sexual behaviors,
followed by the interview based on the Life Story Interview.
All interviewers were trained to administer the interview and
be sensitive to psychological issues during the course of the
interview. The primary interviewer was a trained Adolescent
Medicine physician unaffiliated with the clinics. Additional
interviewers included a clinical psychologist and a doctoral
level graduate student in public health proficient in qualitative research methods, neither of whom were professionally
affiliated with the clinics. All participants were debriefed regarding potential psychological reactions to the interview,
and were made aware that assistance was immediately
available at the clinic site, or would be available if the need
arose later. All young women were also provided with referrals for care within the community in addition to clinic
contacts. Interviews were transcribed word for word and the
original recordings were destroyed. Interviews were reviewed by three authors as received. All participants received
compensation for time, transportation, and child care, as determined by their local site standards. Approval from each
study site’s and the first authors Institutional Review Board
was obtained.
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Measures
Abuse. Participants were assessed for abuse histories
prior to the age of 18 years. A modified version of a standardized traumatic event assessment method42 utilized in the
National Survey of Adolescents43 was used. Abuse was defined by endorsement of at least one behaviorally specific
description of an event of physical or sexual abuse occurring
prior to age 18. Examples of specific items include: ‘‘Has a boy
or man ever put his penis inside your vagina or rear end or
inside your mouth when you didn’t want them to?’’ and, ‘‘In
your lifetime, has anyone, including family members or
friends, ever attacked you with a gun, knife, or some other
weapon, regardless of whether you ever reported it or not?’’
Post-traumatic stress disorder assessment. PTSD
symptoms were assessed with an interviewer administered
Posttraumatic Diagnostic Scale44 based on the DSM-IV diagnostic criteria. The scale provides a severity score (17 items)
and assessment of functional impairment (9 items yes/no) in
the past month. Item anchors ranged from 0 (Not at all or only
1 time) to 3 (5 or more times a week/almost always). The PDS
has demonstrated high internal consistency, test-retest reliability, good sensitivity and specificity, and diagnostic
agreement with the Structured Clinical Interview for DSM-IVTR (SCID).
The Life Story Interview. A modified version of the Life
Story Interview41 was used to guide the interview. Participants identified different life chapters and followed up these
chapters with details regarding their significant life events. A
question guide with probes in areas such as the impact of
abuse, coping, and sexual behavior was available to interviewers to facilitate the discussion and encourage elaboration
on certain themes and topics as interviews progressed. These
themes were chosen based on prior literature examining
abuse and its sequelae in HIV positive and nonpositive
women 8,45,46
Analyses
Grounded theory was utilized to guide our analysis.47 The
analysis process included conventional and directed content
analysis.48 Each transcript was reviewed in its entirety. Codes
were developed to capture concepts that were important to
the research questions. Transcripts were then broken down
into text segments that represented an important domain,
concept, or theme, labeled with the appropriate code49 and
catalogued using Atlas.ti 5.0 software.50 One primary coder,
not affiliated with the interviews or clinics, performed all the
coding. A second coder reviewed the coding scheme and coded 25% of the interviews. A minimum of 80% inter-rater
reliability was achieved; any discrepancies were reviewed by
three authors of the study and discussed until agreement was
obtained. Codes were clustered based on overlapping concepts. The relationship among codes and important themes
emerging through the clustering of concepts was discussed
among two of the co-authors. Identified themes were synthesized for presentation. Results are focused on the themes of
sexual communication including disclosure, condom use negotiation, and factors influencing these themes. Segments
taken directly from interview transcripts are included as
illustrations of how the theme is expressed by participants.
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Table 1. Demographic and Sociobehavioral
Variables in Young HIV-Positive Women (N = 40)
Variable
Employed
In school
Long-term relationship
Race/ethnicity
Black
Hispanic
Other
Child abuse > 18 years
Sexual
Physical
Both
PTSD symptoms
Impact of PTSD
Sexual relationships
General life satisfaction
Family relationships
Friend relationships
Leisure activities
Recent sexual partners
0
1
2
3 or more
Unprotected sex last 6 months
Recent substance use

Percent

Mean (SD)

35.0
45%
45%
87.5
5.0
12.5
75%
80%
55%
20.75 (10.18)
67.5
57.5
52.5
50.0
45.0
2.5
57.5
20.0
20.0
42.5
57.5

Results
Demographics and abuse history
Demographic and behavior data are presented in Table 1.
Young women were between the ages of 18 and 24 years.
Thirty-five of 40 participants were Black (87.5%), 5 reported
‘‘other’’ status. Two of 40 women (5%) indicated they were of
Hispanic ethnicity. Thirty five percent reported they were
currently working, 45% reported they were in school, and
45% reported they were in a long-term relationship of 1 year
or more. A detailed report of participants’ trauma exposure
and symptoms is available in Clum et al.10 Briefly, young
women reported histories of sexual (75%) and physical (80%)
abuse histories, with 55% reporting the occurrence of both
physical and sexual assault. Post-traumatic stress disorder
symptoms were, on average, in the moderate to severe range
as assessed by the PDS (20.75, SD 10.18) and the impact of
symptoms across several life areas were reported, including
the impact on sexual relationships (67.5%), general life satisfaction (57.5%), family (52.5%), and friend (50%) relationships, and leisure activities (45%). Unprotected sex in the past
6 months was reported by 17 of 39 women (42.5%). Women
reported a range from 0 to 50 partners, 2.5% (n = 1) reporting 0,
57.5% reporting 1, 20% reporting 2, 20% reporting 3 or more.
Overview of results
Results are organized by themes and subthemes that include
(1) disclosure strategies, with subthemes of (a) disclosure
avoidance/delay, and post delay disclosure strategies, (b)
strategies used to disclose after delay occurred; (2) relationship
factors influencing disclosure with subthemes of (a) intimacy/
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timing, (b) anticipated partner reactions, (c) stigma, (d) emotional costs, and (e) moral obligations. Finally, themes around
(3) partner reactions to disclosure and (4) links between disclosure and condom use are discussed.
Disclosure strategies
Disclosure avoidance/delay. The desire to avoid or delay
disclosure of HIV status among study participants was common and influenced by myriad personal and relationship
factors that led to decreased communication regarding HIV
status. One young woman, with a reported history of both
childhood sexual and physical abuse, had a difficult time accepting her own HIV status. This impacted her decision to not
disclose to her partner of 3 years that she was HIV positive.
She said, ‘‘He doesn’t know yet, I have to tell him, so–. I know.
I told you that I’m a quiet person. And plus, I don’t think
about it. In my eyes, I don’t have it.’’
Several other women felt that their HIV status was a private
matter, one that was only shared with select family members
and health care providers. Another woman, who selectively
disclosed to some partners but not all, struggled with what
she saw to be the moral issue of disclosure, ‘‘I would never
purposely look for people to just, you know, ‘I’m going to give
this to as many people as I can,’ but if I’m in a relationship
with someone, and I don’t know how to address the situation,
I normally ignore it.’’ In these situations, avoidance plays an
important role in the disclosure process, making it difficult for
young women to communicate with partners.
Other women avoided or delayed disclosure out of a
concern that disclosure could result in loss of their partner.
One participant stated: ‘‘But the thing that really was bothering me was that how I’m going to tell the person that I
really love without him wanting to leave.’’ This young
woman felt that disclosure could result in termination of her
relationship, and because of her investment in ‘‘really loving’’ him, felt the risk of disclosure was greater than the
benefits of disclosure. Another participant delayed disclosure until she was sure of the strength of her partner’s feelings. ‘‘But when I tell them, I find it easier to wait until they
already fall in love with you. That’s what it is. Because if
they’re not, then I don’t know what they would do. But if I
really like them, then I would rather for them to be already in
love with me before I tell them.’’ In these situations, the intensity of feeling or love for a partner drives these women’s
decision to ultimately disclose their HIV status.
Post delay strategies. Among women who delayed disclosure, patterns of delay were influenced by several factors.
For example, some women negotiated their delay in disclosure
by not fully expressing the truth about the timing of their HIV
diagnosis. As one woman explains, ‘‘I was in a relationship
with him for a year prior to finding out. So how was I going to
tell him? I said, ‘you gave me HIV.’ No he didn’t. I know he
didn’t. And he know he didn’t, but he went and got tested
anyway.’’ Similarly, another young woman described: ‘‘And
then the second guy, I didn’t tell him immediately, but when I
finally told him, I told him as if I had just found out.’’ These
women adopted a strategy to address disclosure that allowed
them to disclose their status but also allowed them to withhold
information from their partner, in this case timing of HIV diagnosis, that they were not comfortable communicating.
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Relationship factors
Intimacy/timing. Several women discussed the effect of
contextual factors within a relationship on their decision to
disclose, such as how they perceived their relationship with a
current partner would develop. For example, one woman
based her decision to disclose on both her perceived future
with her partner and whether her partner potentially got sick
in the immediate future. ‘‘Depends, if I think that we’re going
to be together for awhile, then I will say something to him. But
if I don’t think we’re going to be together for awhile, then I’ll
probably just [not]. Not unless he went to the doctor or
something and something was wrong with him, then I would
explain to him, but now I wouldn’t.’’ Another woman said
that she did not expect to have to disclose her status saying ‘‘I
don’t know. That’s the last thing, I won’t ever be close to
nobody.’’ The stage of the relationship and level of intimacy
were thus important to disclosure.
Anticipated partner reactions. Women reported that they
would gauge partner reactions based on hypothetical situations involving HIV. One woman described how she expected
to handle disclosure, ‘‘Oh, [if it is] the right person for me to
tell my business to like that. If I see that it’s going somewhere,
then I’ll just sit down and tell him. And I’ll talk to him. First,
I’ll like figure out what you think about it. I ain’t going to
come out and say, okay, yeah, you know, but first give an
opinion on what you think. From that, I’ll just figure out what
I’ll do.’’
Another woman similarly explained her strategy for finding out how a partner might react to knowing she had HIV. As
one woman explains: ‘‘Well, when the subject of sex would
come up, my partners, the guy will usually talk about, oh,
they don’t want to catch anything..We start talking about it,
and then I will be like, ‘Oh, what if you.’ I remember telling
my way of saying it, ‘Well what would you do if I was sick?’
And they would be like, well, they would say this and that but
they never change their words and they completely wouldn’t
want to like deal with it. So I’m like ‘Okay.’ ’’
Another woman employed a similar strategy: ‘‘It’s hard.
You know, we watch shows. If it comes on, I’ll be like, ‘How
would you react if-?’.I asked them that for a couple of
months, just to see what they would say. And if I feel like I’m
comfortable to tell them—you know everybody’s different. I
feel like if they can’t take it I’ll break up with them. Then I’ll
tell them, ‘It’s for your best’.’’ By testing the hypothetical response of their partner when determining whether or not to
disclose to them, these women were protecting themselves
against possible negative and stigmatizing reactions.
Disclosure and stigma. Lack of disclosure was, in fact,
associated with a fear of incurring stigmatizing beliefs about
HIV from others, particularly gossip and potential rejection
by partners. One participant described how HIV-related
stigma and her assessment of the particular partner she was
with influenced her disclosure decisions: ‘‘My new boyfriend,
he don’t know. My ex-boyfriend didn’t. You can’t tell everybody because everybody have a different reaction when they
don’t know the real story or the real concept of the disease. So
I don’t tell my partner.’’ She went on to say of her other
partners ‘‘the other two, no. They’re too ‘hood’. They’re too
‘in-the-street’’. So it’s like, ‘‘I’m not telling you. I know my
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distance.’’ Another woman linked the subtheme of intimacy/
timing to the subtheme of stigma. She described how the
length of time she has known her partner is important to her
decision to disclose her status. She felt that early disclosure
was potentially problematic and could lead to public exposure
and stigmatization: ‘‘Well, I really look at it as a time issue. If I
see I’ve been dealing with this person for so long, I’ll tell them.
But I always wait a grace period because I don’t want to tell
any and everybody because people are so prejudiced.And
everybody knows everybody, and I don’t want to be walking
around and they’re like ‘Oh, that’s – she right there.’
These young woman thus made situation specific decisions
regarding disclosure based on a character assessment of her
partners, with HIV-related knowledge and stigma playing a
role in that assessment process.

Another woman stated: ‘‘I think it should be a moral obligation to tell even if you might make a mistake. Some women
feel as though after it’s done, it’s done, and then just go on
repeating the same mistake. They have sex with a guy and
then leave him alone because they’re so afraid that he’s going
to find out, or they just never ever really able to tell him, or if
you—just because a mistake is made doesn’t mean you can’t
clean it up.’’
However, she herself was still unable to tell some of her
partners in spite of her belief that she had an obligation to do
so. She adds: ‘‘I have gone back and told people, and I have
people that I need to tell, but I don’t just dismiss it, you know.’’
She struggled with what she felt was a moral obligation to
disclose and the reality of actually disclosing, but was clear
that her decision making was not taken lightly.

Emotional costs of disclosure. Other women reported
that disclosures resulted in relationship termination and status exposure. As one woman expressed: ‘‘I have seen people
that got treated so bad because they told the person they
thought that loved them, and they turned around, and they
just turned their back on them, told everybody in the streets
their business. So that’s why I say make sure that person is the
right person.’’ Much like the women who chose to delay
disclosure based on their partner’s reaction to a disclosure
scenario, these young women approached each relationship
with a strategy for disclosure that was based on an assessment
of potential stigmatizing reactions and whether or not they
perceived their partner and relationship as ‘‘right’’ for them.
It was evident in several narratives that the emotional cost
of engaging in HIV status disclosure was high. One woman
described a phenomenon related to disclosure that she
thought was relevant to other women that she knew. She said
that the cost of engaging in the disclosure process was so great
that once you have disclosed to a partner, it is difficult to want
to move on to another partner and have to go through the
disclosure process again. She explained that this lead to remaining in relationships that were detrimental: ‘‘I think like,
for my friends, a lot of my friends, that most of them rather,
that they stay in relationships that they don’t want to be in
mostly with their partner that knows because the fact that
they’re afraid to start over again.’’
She also directly linked stigma associated with HIV to remaining in bad relationships: ‘‘And most of the times it’s bad
relationships because the partner uses it as, you know, nobody else is going to want you because you got that or things
like that. And that’s really hard to know that you have to start
all fresh and have to go through the whole process of telling
your partner and all that. That’s hard. So I have friends stuck
in situations you don’t want to be in because you don’t want
to start over.’’
This perception reflects several important themes, including
the stigma of living with HIV and the links between stigma,
disclosure, and increased vulnerability to ‘‘bad relationships’’
that might include emotional or other forms of abuse.

Partner reactions to disclosure

Moral obligation. Some women eventually disclosed their
status to a sexual partner. One primary motivation appeared
to be feelings of guilt over not disclosing sooner and a sense of
moral obligation to disclose. As one woman described: ‘‘In the
beginning [of the relationship] I just used protection. And
then it just was eating me up inside. I just had to tell him.’’

Women who disclosed their status, reported partner reactions to HIV disclosure that were varied, including positive,
negative and neutral responses. Some women reported men
who were shocked and upset, but eventually accepted the
diagnosis and maintained the relationship. One woman who
waited to tell her sexual partner about her status felt fortunate
in his decision to stay involved with her: ‘‘About 6 months to a
year, then I told him. I wouldn’t say he was okay. I can’t say it
didn’t bother him, but he didn’t turn his back; he didn’t leave.
He stayed. I was lucky.’’
Other women said that their partner ‘‘didn’t care’’ about the
diagnosis. Several women mentioned that when they did
disclose their status to partners, partner reactions included a
willingness to risk acquisition of HIV. As one woman who
made selective assessments regarding which partners to disclose to stated: ‘‘I only told one partner after my baby’s father,
and he understood it. He didn’t care. He didn’t care. He’s like,
‘I’m with you. I don’t care’ or whatever. ‘If we get it, we get it
together.’’’ It appeared that her partner’s attitude toward acquiring HIV represented a gesture of intimacy. She continued:
‘‘Even before he went and got tested he said, ‘I don’t care. I
love you. Oh well, we’re going to get it together.’’’ Another
woman reported that she and her partner had not used condoms during their sexual relationship even after her disclosure, and she saw his HIV diagnosis as an eventual certainty:
‘‘And we haven’t [used a condom], and he gets tested, and so,
far so good. I’ll face that road when we get to it because, of
course, eventually, he’ll most likely—he’ll eventually get it or
something.’’
Partner reactions to disclosure also demonstrated a lack of
education about HIV. As one participant described her partner’s response to her disclosure: ‘‘It went off pretty well [the
disclosure] because he don’t believe that I have it.He got
tested (after unprotected sex). And he’s like, ‘I really don’t
believe you because I’m good now and it don’t say positive.’
So he don’t believe me.’’ In this case, her partner’s lack of
knowledge regarding HIV transmission influenced his reaction to her disclosure, and potentially her ability to communicate effectively about risk for transmission and motivate her
partner to engage in safe sex strategies.
Disclosure and condom use
The relationship between disclosure and condom use was
also complicated and varied according to disclosure timing,

196
partner reactions to disclosure, and prior condom use behavior. As is evident from some of the above quotes, some
young women did disclose their status to their partners, but
this disclosure did not result in safer sex practices. Several
women who had not disclosed their status to partners reported that they engaged in unprotected sex with partners,
and that the delay in their disclosure made it more difficult to
initiate safer sex as time passed. As one participant stated:
‘‘We never used protection from day one, which, when I first
was with him, I knew; I had found out. I didn’t know how to
tell him when we were sexually active without protection,
before I even told him. And then once I told him, he was so
afraid, so he was upset about it because I didn’t tell him.’’
Another participant who had not disclosed her status to her
partner described her distress at not saying anything about
discontinued condom use: ‘‘Yeah, we used a condom, but he
took it off. He took it off, but I still felt bad because I should
have said something.’’ Thus for some women, delay of disclosure appears to be related to difficulty in initiating or
maintaining condom use.
However, not all of the women in the study had difficultly
negotiating condoms. Here, those women who reported that
‘‘they don’t negotiate,’’ meaning that condom use was a given
and non-negotiable, were consistent with reporting regular
condom use in their sexual relationships. Insisting on condom
use did not necessarily mean that a woman had disclosed her
status; rather, it meant that she had a policy on condom use
that she had identified for herself and made clear to her
partners. One woman articulated her beliefs regarding condom use and partner reactions to requests for condom use:
‘‘And be like if they’re not using a condom I’m leaving. That’s
it. And if they’re just going to let you leave like that, then that
means they never cared about you.’’
Other women reported more difficulty with condom negotiation, including justifications for their use in lieu of status
disclosure and dealing with negative partner reactions. For
example, one woman stated: ‘‘Yeah, and I’m like, ‘‘But you
have to.’’ He’s like, ‘‘Why’’? And then, I don’t want to just tell
him right there and then, but then at the same time—because
once I said, ‘‘Oh, well, you might have something, and you
don’t know it,’’ or something like that, and then he’ll get real
defensive. So I don’t want to bring it up like that, so I try not to
just be around it.’’
Other women made distinctions between condom use with
their main partner versus a casual partner, as one woman
said: ‘‘I mean, if it’s just a fly by night— yes, I’m going to use a
condom but if it’s just my main boyfriend— you know,
nn-nnn.’’ Thus, for some women, the decision to use condoms
or negotiate condom use is affected by the need to demonstrate
intimacy, to imply exclusivity and in some cases to avoid
disclosure of HIV status. It was also clear that those women
who were more comfortable and assertive with condom negotiation, had partners who accepted condom use, and who
were willing to ‘‘move on’’ if partners did not want to use
condoms were more likely to engage in safe sex practices.
Discussion
This study provides insight into the complexities surrounding HIV disclosure and safe sex negotiation among HIV
positive women with abuse histories. Women with abuse
histories may experience sequelae stemming from abuse that
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have the potential to affect how they approach disclosure with
partners. Increased sense of powerlessness, self blame, shame,
and decreased assertiveness associated with prior abuse experiences may impact women’s decisions to disclose and the
strategies they engage in regarding disclosure and sexual
behaviors. While all women in this study had abuse histories,
and thus we could not compare their narratives around disclosure with those who have not experienced abuse, several
themes emerged that were consistent with abuse sequelae.
Women in this study employed a variety of strategies
around disclosure of their HIV status. Some women avoided
status disclosure altogether, either because they viewed their
HIV status as a private matter that could be problematic in a
relationship or had a difficult time accepting their own status.
Many delayed status disclosure and struggled with defining
the right situation or the right person to tell their status to, and
employed strategies such as gauging partner reactions to
potential disclosure scenarios or considering the future of
their relationship with a sexual partner to determine whether
or not to disclose their status. Delay strategies were thus tied
to relationship factors that together influenced women’s
disclosure.
Relationship factors, including fear of partner rejection, fear
of stigmatizing reactions from partners, and a sense of moral
obligation to notify partners of their HIV positive status
were major factors driving the decision to disclose across
narratives. These findings are consistent with other qualitative
studies where HIV positive youth describe fear of rejection
and stigmatizing responses as major drivers in their decision
whether or not to disclose their status.51,52 These narratives
thus suggest an exchange pattern within relationships that
may further elucidate motives for lack of disclosure within
certain types of relationships, with certain types of partners,
and at particular points within the relationship. These exchange patterns align with theories of exchange within sexual
relationships including equity theory53,54 and investment
theory.54–57 Similar to findings from previous research demonstrating increased disclosure of serostatus to primary and
longer term partners, women in this study were more likely to
disclose their HIV status to longer term partners, choosing to
exchange this information with trusted partners with whom
they were willing to share a level of intimacy. Intimacy is a
valuable resource exchanged in relationships. Disclosing a
stigmatized condition is a social risk,27 and sharing this risk
creates inequity in the relationship and may also prohibit
termination of the relationship because of the investment of
intimacy through the sharing of personal information that
reveals a vulnerable aspect of their perception of self this resource.54,58 Young women in this study described hesitation in
leaving a partner, even in scenarios where the relationship did
not meet their expectations, given their investment of shared
intimacy through status disclosure, and a desire to avoid
having to repeat this process again with someone new.
Following exchange theory, it is also possible that participant’s perceptions of self and self worth as an HIV-positive
woman, and as a woman who has experienced abuse, lowered her belief in the ability to find a better partner who would
accept her status. Applying an exchange framework, as
voiced by the participants in this study, assists in understanding the role of perceived external and internal stigma as
a determinant of disclosure. In addition to increasing efficacy
and skills related to sexual communication, addressing
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underlying perceptions of self-esteem and internalized stigma
related to HIV is also important in intervention development.
Women voiced concerns about reactions to disclosure that
include stigmatizing responses and relationship termination.
Relationship loss and stigmatization as a result of disclosure
are real possibilities. Strategies for managing disclosure to
minimize stigmatizing reactions, such as partner education
regarding living with a partner with HIV, are warranted.
Strategies for assisting women with cognitions related to fears
of stigmatizing responses and how they might prepare for a
variety of possible partner reactions (including positive and
negative responses) or loss of partner may also reduce distress
associated with actual or imagined disclosure. A recent study
found individual variation in disclosure strategies as a
method of coping with the stress of HIV diagnosis,59 thus
tailoring to individual preferences should be considered.
The results of this study also suggest that disclosure and
condom negotiation strategies may need to be tailored to the
stage of the relationship, as women who delayed disclosure
reported concerns about how to disclose after time had passed
in a relationship and/or they had engaged in unprotected sex.
Women who choose not to disclose or wait to disclose should
be equipped with skills to manage their own feelings or distress related to not disclosing, and also strategies for ensuring
maximal safety of self and others in their sexual relationships.
This may mean introducing or strengthening strategies for
negotiation and communication, with a particular emphasis
on dealing with partners who are persistent in their desire to
not use condoms.
In our study, those women who were clear that they would
not have sex without a condom were the most likely to
practice safe sex. This is consistent with literature documenting a strong relationship between sexual communication and engagement in protected sex.60 Further, less assertive
women and those who did not believe they could control
condom use in partners were less likely to use condoms.61 For
those women who consistently used condoms in this study,
motivations for the safety of self and others appeared to be
important. However, there was also evidence of positive esteem for self that was evidenced in those who said they ‘‘don’t
negotiate’’ and always use condoms. These women did not
appear to link intimacy to their use of condoms unless it was
to suggest that a partner who won’t use condoms is not a good
choice for a partner. Further, they had the skills to be assertive
and the willingness to ‘‘move on’’ from a partner if needed,
perhaps suggesting greater emotional and/or economic independence.62 Leveraging these phenomenon, such as motivations for safety of self and others and positive self regard
could be useful in promoting safe sex practices and facilitating
disclosure.
Another important finding in this study was the reported
willingness of male partners to risk HIV acquisition after
learning a woman’s HIV status. This risk taking appeared to
be tied to intimacy for some, to feelings of invulnerability, and
perhaps to a lack of education about risks for transmission
and what HIV ‘‘looks like’’ in others. HIV-related stigma or
lack of education may lead to beliefs that people with HIV
look sick, malnourished, and could not appear to be a healthy,
functioning young adult woman. A recent qualitative study of
HIV-positive women and their serodiscordant partners underscored the findings that intimacy, invulnerability and lack
of education may contribute to serodiscordant partners’ un-
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willingness to use condoms, and also suggested that sexual
pleasure and control were important factors.63 The authors
also described a ‘‘wearing down’’ process where women’s
attempts to get partners to use condoms are met with partner
resistance and subsequent arguments, resulting in unprotected sex as the outcome.
Strategies for managing partners who are persistent in their
negotiations not to use condoms should be considered for this
population. Notably, some women experienced ongoing distress with regard to their partner’s unwillingness to use condoms, for fear of their eventual HIV infection, which has also
been noted in the literature.63 Future research should explore
sexual risk taking in couples where HIV is an issue from a
relational perspective. For those women who are HIV positive, venues to educate discordant partners and provide acceptable strategies for sexual safety, as well as interventions
that focus on the quality of the couple’s relationship generally
and sexual relationship specifically may be beneficial.64
Other emotional constructs may also be relevant to women
with abuse histories negotiating disclosure and condom use
that were not explored here. A recent study exploring abuse,
attachment in relationships, and sexual risk concluded that
attachment anxiety had direct effects on sexual risk behaviors,65 thus relational factors such as attachment could be an
important link between the effects of abuse and sexual risk.
Additionally, for those young women with abuse histories,
understanding cognitions related to intimacy, safety, and esteem of self and others may be an important focus for
changing behavior and increasing sexual safety.
This study has several limitations. First, all women had
abuse histories, so comparing the experiences of those HIVpositive women with abuse histories and without abuse histories on disclosure and links to condom use would help
clarify those factors that are unique to the experience of abuse.
It is possible that women with childhood abuse histories are
not different than their non-abused counterparts in the way
that they approach disclosure with partners. Future studies
should use quantitative and qualitative methods to pursue
this question further. Nonetheless, given the high prevalence
of abuse in HIV-positive women and the theoretical and
empirical support for vulnerability to low assertiveness and
poorer sexual communication in women with child abuse
histories, it is important to understand their lived experiences
and begin to target interventions to their needs. An additional
limitation is the focus on a clinical population. All women
were engaged in HIV related clinical services, and this may
reflect a higher functioning group that is not representative of
the larger population of HIV-positive women with abuse
histories. Most of the women were African-American and
represent a narrow age range. Disclosure strategies may vary
as a function of ethnicity and developmental stage. Time since
trauma, and the presence of cumulative trauma may also be
relevant variables that impact adjustment and disclosure.
Further research should include exploration of these issues in
a range of women using both quantitative and qualitative
methods. Finally, the impact of abuse on sexual communication and behavior is relevant to men with HIV as well. Further
studies should include men and women and examine gender
as a potential modifier in these relationships. Women with
abuse histories continue to engage in unprotected sex, and
may be particularly vulnerable due to sequelae of their abuse
experiences. In addition to addressing their mental health
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symptoms, there is great need to address communication and
disclosure strategies, and assist women with relational factors
influencing sexual behavior.
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