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Abstract Coerced or forced sexual initiation and sexual

intimate partner violence (sexual IPV) contribute signifi-

cantly to a woman’s risk for HIV infection. This review

systematically examines global research (n = 21 studies)

published since 2000 on the role of coerced/forced sexual

initiation and sexual IPV on HIV risk in women. In pre-

dominantly low- and middle-income countries, coerced/

forced sexual initiation was associated with HIV/STIs,

multiple and high-risk sex partners, and no condom use.

Most studies using behaviorally specific terms for sexual IPV

found strong associations between sexual IPV and HIV risk

behaviors. In contrast, studies using less specific definitions

often failed to find these significant associations. To develop

more comprehensive HIV prevention programs, future

efforts should integrate behaviorally specific terms into

assessing prevalence of sexual IPV and its association with

HIV risk, consider cultural differences, and identify causal

pathways between coerced or forced sexual initiation, HIV

risk behaviors and HIV/STI infection.

Resumen La iniciación sexual bajo coerción o forzada y

la violencia sexual por una pareja ı́ntima siguen contrib-

uyendo significativamente al riesgo de la mujer de infect-

arse con el VIH. Esta revisión analiza de manera

sistemática estudios realizados a nivel global (n = 21

estudios) y publicados desde el 2000 acerca del papel de la

iniciación sexual bajo coerción o forzada y la violencia

sexual por una pareja ı́ntima en el riesgo que las mujeres

corren de contraer el VIH. En paı́ses con ingresos mayor-

itariamente bajos y medios, la iniciación sexual bajo

coerción o forzada estuvo relacionada con el VIH/ITS, el

tener parejas sexuales tanto múltiples como de alto riesgo y

la falta del uso del condón. La mayorı́a de los estudios que

hicieron uso de términos especı́ficos a la conducta para la

violencia sexual por una pareja ı́ntima hallaron fuertes

relaciones entre la violencia sexual por una pareja ı́ntima y

los comportamientos de riesgo de contagio por el VIH. Por

lo contrario, los estudios que usaron definiciones menos

especı́ficas a menudo no hallaron relaciones significativas

entre la violencia sexual por una pareja ı́ntima y el riesgo

de contagio por el VIH. Para crear programas para la

prevención del VIH más extensos, los futuros esfuerzos

deben integrar términos especı́ficos a la conducta en la

evaluación de la prevalencia de la violencia sexual por una

pareja ı́ntima y su relación con el riesgo de contagio por el

VIH, considerar las diferencias culturales e identificar las

vı́as causales entre la iniciación sexual bajo coerción o

forzada, los comportamientos de riesgo de contagio del

VIH y la infección por el VIH/ITS.
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Introduction

Thirty years into the global AIDS epidemic, HIV/AIDS

continues to affect women in significant proportions.

Globally, HIV/AIDS is the leading cause of death among

women of reproductive age [1]. At the end of 2009, out of

the estimated 33 million adults worldwide living with HIV,
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slightly more than half were women. The proportion of

women living with HIV varies significantly between dif-

ferent regions, with lower proportions in Europe and

Oceania and higher proportions in sub-Saharan Africa and

the Caribbean. Approximately 80 % of all women living

with HIV in the world reside in sub-Saharan Africa [1]. In

the United States (US), racial and ethnic disparities are

paramount with African American and Hispanic American

women accounting for approximately 80 % of HIV diag-

noses, although they represent less than 25 % of all US

women [2]. Heterosexual sex continues to be the over-

whelmingly predominant mode of transmission for new

HIV infections in women [1, 2].

Violence and the threat of violence can impede women’s

ability to adequately protect themselves from HIV infec-

tion or assert healthy sexual decision-making [1]. The

intersecting epidemics of intimate partner violence (IPV)

and HIV have been well documented in the literature with

IPV as both a precursor and a sequela of HIV risk behav-

iors and HIV seroconversion [3–5]. Specifically, coerced or

forced sexual initiation and sexual IPV may directly

increase a woman’s risk for HIV through several mecha-

nisms (Fig. 1). A woman may experience forced or coer-

cive sexual intercourse with an HIV-infected partner [3–6].

Men who use coercive tactics sexually with partners are

also more likely to be physically abusive and have multiple

or concurrent sex partners and may therefore be more

likely to be infected with HIV or other STIs [7]. Current

evidence also suggests that women are biologically more

vulnerable to contracting STIs, including HIV. Genital

injuries that may result from forced sex, such as vaginal

and anal lacerations, may facilitate transmission of

microorganisms through direct transmission into the

bloodstream or back flow of bacteria in the urethra [5, 8].

In addition, high levels of stress and depression due to

coerced or forced sex experiences and the physical and

psychological violence that usually accompanies forced

sex may cause deregulation of the protective immune

system allowing women to be more susceptible to acquir-

ing HIV infection [8, 9]. Indirectly, sexual IPV and coerced

or forced sexual initiation may increase a woman’s risk

through her engagement of high risk behaviors such as

multiple sex partners and exchange of sex for money or

drugs due to heightened sexual behavior, easy arousal, and

low self-esteem [3, 10] unprotected sex due to a woman’s

limited ability to negotiate HIV preventive behaviors

[4, 11, 12] and the use of alcohol or drugs as potential

coping mechanisms [11, 13].

Defining and Measuring Sexual IPV

Although the mechanisms have been documented through

which women’s experiences with coerced or forced sexual

initiation and sexual IPV lead to increased risk for HIV

Coerced/Forced 
Sexual Initiation

Sexual IPV

 HIV susceptibility, 
acquisition, and disease 

progression

Partner characteristics
• HIV-positive status
• Multiple/concurrent 

sex partners
• STIs

Mental health outcomes
• Depression
• Post-traumatic stress 

disorder

Individual sexual  risk behaviors
• Multiple/concurrent sex 

partners
• Inconsistent condom use
• Transactional sex 

Substance abuse
• Injection drug use
• Binge alcohol/drug use
• Polydrug use

Individual Self Efficacy
 Condom use self -efficacy
 Condom use negotiation 

Physiological responses
 Chronic stress (HPA

axis regulation)
 Immune response

Physical outcomes/changes
• STIs/UTIs
• Abnormal bleeding
• Vaginal/anal lacerations

Physical 
force for 
vaginal 
or anal 
sex

Psychological 
coercion into 
unwanted sex 
by intimidation 
or overt threats

Sexual behavior changes
• Hyperarousal
• Sex avoidant

Fig. 1 Behavioral and physiological mechanisms for the relationship between coerced/forced sexual initiation, sexual IPV, and HIV/AIDS. HPA
hypothalamic–pituitary–adrenal, STI sexually transmitted infection, UTI urinary tract infection
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infection, significant variation exists in the measurement of

sexual IPV or more globally, forced sex. These differences

in measurement may have an effect on observed and

unobserved associations with HIV risk.

Since forced or coercive sex occurs on a continuum of

severity, reporting prevalence estimates and potential

associations using behaviorally specific measures and

clarifying the type of force involved has become increas-

ingly important [7, 14–20]. ‘‘Psychological coercion’’

might include continual nagging and pressuring; false

promises; threats to end the relationship or withhold

resources. ‘‘Physical force’’ could refer to unwanted, rough

sex; sex obtained through threat of a beating or threat with

a weapon; physical coercion through holding down; or

actual beatings prior, during or after unwanted sex [21–23].

Categories to classify these measures may include actual

physical force, overt threats, and ongoing intimidation

(Table 1). The overlapping nature of these categories

provides an indication of varying levels of severity expe-

rienced by some women.

The construct of sexual coercion, not specific to type of

perpetrator, has been historically assessed using the Sexual

Experiences Survey (SES) [24]. The SES asks about dif-

ferent forms of coercion, including examples of physical

force such as ‘‘holding you down’’ and examples of non-

physical force such as ‘‘threatened to end your relation-

ship’’ but the SES is usually used for sexual assault by any

type of perpetrator [24]. The Revised Wyatt Sex History

Questionnaire’s (WSHQ-R) adult sexual abuse section has

also been used worldwide to assess the frequency and

circumstances of both consensual and non-consensual sex

by an intimate partner as they relate specifically to HIV/

STI transmission [25]. The WHSQ-R is unique as a

structured interview that includes open and closed ended

items as well as the use of show cards to control for literacy

and response bias to socially unacceptable questions. More

recently, the 2002 and 2006–2010 National Survey of

Family Growth Survey (NSFG) integrated behaviorally

specific measures of coerced and forced sex into their

assessment of sexual violence [26, 27]. These measures

include: ‘‘being pressured into it by his words or actions,

but without threats of harm’’; ‘‘told the relationship would

end if you didn’t have sex’’; ‘‘threatened with physical hurt

or injury’’; ‘‘physically hurt or injured’’; and ‘‘physically

held down’’. And, although the Revised Conflict Tactics

Scale’s (CTS-2) sexual coercion subscale [28] and the

Severity of Violence Against Women Scale (SVAWS) [29]

characterize sexual IPV on levels of coercion and force

(e.g., insistence, threats of force, actual force), they are

limited in that behaviorally specific questions are reserved

for incidents involving physical force. Other validated

scales used to assess sexual IPV have yet to integrate either

varying levels of coercion or behaviorally specific acts

(e.g., Measure of Wife Abuse, the National Health and

Social Life Survey).

Sexual violence can be committed by other types of per-

petrators including a stranger or acquaintance, and childhood

sexual abuse (CSA) often involves perpetration by a stranger

or family member. However, this review focuses specifically

on (1) coerced and forced sexual initiation by anyone and (2)

sexual violence by an intimate partner (sexual IPV), which

includes a current or former spouse, boyfriend, or same sex

partner, regardless of the level of sexual intimacy before the

sexual assault. Although the perpetrator type differs between

coerced/forced sexual initiation and sexual IPV in this

review, it is important to focus on these forms of sexual

violence as they relate to HIV risk since historically they

have often been examined in conjunction with other forms of

violence: coerced or forced sexual initiation is often con-

sidered an aspect of CSA, while sexual IPV is often com-

bined with physical IPV to represent abuse by a partner. In an

effort in this review to distinguish these experiences and their

relationship to HIV risk and HIV serostatus, we use the term

‘‘coerced sexual initiation’’ when the articles refer to a

broader range of coercive behaviors that led to unwanted or

involuntary first vaginal intercourse, including verbal coer-

cion. Because some of the articles restricted their measure-

ment to physical force, threats of injury or administration of

alcohol or drugs, we also use the term ‘‘forced sexual initi-

ation’’ when referring to those articles. ‘‘Sexual IPV’’ is

defined as sexual vaginal or anal intercourse following

unwanted sexual advances, verbal coercion or pressuring,

threats of injury, or physical force by an intimate partner.

Prevalence of Sexual IPV

The varying methodological approaches to measuring sexual

IPV result in widely varying rates [21]. Estimates of forced/

coerced sexual initiation range from 4 % in developed

Table 1 Classification of forced or coerced sex

Categories Subcategories Examples

Psychological

coercion

Ongoing

intimidation

Overt threats

Continual nagging

Continual pressuring

Threats to end relationship

Threats to withhold resources

Threats of injury through beating or

use of weapon

Physical force Actual physical forced sex

Unwanted rough sex

Physical coercion through holding

down and actual beatings

Administering alcohol and drugs to

obtain sex
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countries to 31 % in low- and middle-income countries [18,

19]. A growing body of literature suggests that the younger

the age of sexual debut, the more likely that the first sexual

experience is coerced/forced [7, 30–32]. This is evident in

studies that have shown a prevalence of forced or coerced

first sex among adolescent girls aged 15 years and younger

ranging from 11 to 45 %, globally [7].

In the US, according to the 2010 National Intimate Partner

and Sexual Violence Survey, 12.3 % of women reported a

lifetime history of forced sex (i.e., completed vaginal, oral,

or anal penetration by a male using his penis, fingers, or

object) and 13.0 % reported a lifetime history of sexual

coercion (i.e., unwanted sexual penetration that occurs after

a person is pressured in a nonphysical way) [33]. More than

half of female victims of forced sex (52.5 %) reported at

least one perpetrator being that of a current or former inti-

mate partner; 75.4 % of women who experienced sexual

coercion reported perpetration by an intimate partner [33].

Previous lifetime prevalence estimates from the US National

Second Injury Control and Risk Survey, conducted from

2001 to 2003, reported a slightly lower estimate with 10.6 %

of women ever experiencing forced sex (i.e., vaginal, oral, or

anal penetration or intercourse in situations against one’s

will; or situations where one was unable to give consent for

any reason, such as age, drugs, alcohol, sleep or mental

disability); of which, 30.4 % experienced a first forced sex

incident by an intimate partner [23].

In low- and middle-income countries, the World Health

Organization (WHO) conducted the only study that used

the same measure of sexual IPV across different countries.

Findings from the WHO Multi-country study on women’s

health and domestic violence against women reported

prevalence estimates of lifetime sexual IPV ranging from

6 % in Japan city to 59 % in Ethiopia province, with the

prevalence in the majority of study sites ranging between

10 % and 50 % [7]. In most of the countries approximately

half of the physically abused women were also being

forced into sex by their partner. In a few locales (e.g.,

Thailand capital and Tanzania province) the prevalence of

sexual IPV was approximately equal to physical abuse, but

in the provincial Ethiopian site and the urban Thai capital,

the prevalence of sexual partner violence was higher than

physical partner abuse [7].

Prevalence estimates of different types of sexual IPV

have been limited to the US and documented among

women in colleges, women with physically violent current

or former partners, and nationally representative samples of

women [15, 16, 22, 34, 35]. Of the 602 adult US women

reporting a forced sex experience by an intimate partner in

one study, 34 % reported a lifetime history of unwanted

sex [22]. Among those women reporting unwanted sex, the

most common occasion was when women thought it was

their duty with both current (43 %) and past partners

(38 %). The next most common type of unwanted sexual

pressuring happened after a romantic situation, such as a

back rub or intimate kissing among 29 % in current rela-

tionships and 27 % in past relationships. Threatened

physical force or actual physical force by a current partner

occurred for 10 % of the women reporting experiencing

unwanted sex (3 % were threatened with force, 7 % were

physically forced); 12 % of these women reporting expe-

riencing unwanted sex were threatened with physical force

by a former partner and 17 % were physically forced by a

former partner [22].

This review builds upon existing reviews by focusing

specifically on coerced or forced first sex as well as sexual

IPV and the associated risk of engaging in HIV risk

behaviors or acquiring HIV. The purpose of this systematic

review is to summarize and critique global research that

addresses the role of coerced or forced sexual initiation and

sexual IPV in HIV risk with particular focus on studies that

(a) examine associations between coerced or forced sexual

initiation and HIV risk behaviors; (b) utilize behaviorally

specific or more precise terms that represent a continuum

of sexual IPV in assessment of associations with HIV

infection or HIV risk; and (c) utilize less specific or broad

definitions for sexual IPV in assessment of associations

with HIV infection or HIV risk. This review concludes

with recommendations for future research and implications

for the development of HIV prevention interventions for

women with a history of coerced or forced first sex and/or

sexual IPV.

Methods

We employed a systematic approach to identify original

empirical research in peer-reviewed journals addressing

coerced/forced sexual initiation or sexual IPV as the

exposure and HIV/AIDS risk and/or HIV infection as the

outcome among women globally. The literature review was

conducted through a series of electronic searches using

Pubmed, PsychInfo, and Social Science Citation Index

databases. The following search terms represented coerced

or forced sexual initiation: coerced first sex, forced first

sex, forced sexual initiation, and coerced sexual initiation

while the following represented sexual IPV: domestic

violence, partner violence, spouse abuse, IPV, relationship

abuse, forced sex, sexual abuse, sexual violence, sexual

coercion, rape. The following search terms were used to

define HIV/AIDS infection and/or HIV/AIDS risk: HIV/

AIDS, HIV risk, HIV risk behaviors, condom use, sexually

transmitted infections, risk behaviors, multiple sex part-

ners, anal sex, unprotected sex and substance use and

abuse. In addition, reference lists from identified articles

were also reviewed for inclusion of additional articles.
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Empirical quantitative or mixed-methods research arti-

cles published in peer-reviewed journals were eligible for

inclusion in the review if they were written in English,

presented original data (i.e., review articles and opinion

pieces were excluded), involved women who reported male

intimate partners, addressed the relationships between

either coerced/forced first sex or sexual IPV and HIV/AIDS

risk and/or infection, and conducted since 2000. Articles

were excluded if they did not present gender specific

results, examined general experiences of sexual violence

but not specifically at the hand of an intimate partner,

included multiple forms of partner violence in the analysis

such that specific results for sexual IPV could not be dis-

cerned, or analyzed qualitative data only. Qualitative

studies were not included as this review sought to quanti-

tatively determine the associations between coerced/forced

sexual initiation and sexual IPV on HIV risk. However,

qualitative research in this area was utilized in the dis-

cussion to provide valuable insights into the development

of interventions to address these complex intersecting

epidemics.

Searches were performed in the titles, subject, abstract,

and as keywords or subject-word headings of all manu-

scripts in the aforementioned databases. A total of 260

articles were identified in the electronic search, of which

148 were not relevant to the review or did not address both

sexual IPV and HIV. The remaining 112 articles were

retained for detailed abstract reviews. During this review, a

total of 73 articles were excluded as they did not meet the

inclusion criteria. The authors then read the remaining 39

articles in their entirety and discussed those with ques-

tionable relevance to decide whether or not to include

them. Of the 39 articles read, 18 were excluded for the

following reasons: three were intervention or qualitative

studies, six did not distinguish between physical and sexual

IPV in the analysis, and nine were not specific in identi-

fying the intimate partner as perpetrator of the sexual

violence experienced or did not isolate out partner

perpetration in the analysis. A total of 21 articles were

ultimately eligible for inclusion in this review (Fig. 2).

Results

Results from the literature review have been organized to

reflect the variations in characterization of coerced/forced

sexual initiation and sexual IPV on their associations with

HIV risk.

Coerced/Forced Sexual Initiation and HIV Risk

Limited research addressing coerced or forced sexual ini-

tiation and HIV risk has been conducted, but the extant

literature primarily focuses on low- and middle-income

countries and demonstrates a high prevalence of coerced or

forced sexual initiation, inclusive of, but not limited to,

perpetration by an intimate partner (Table 2). Six of the

seven studies were conducted in Sub-Saharan Africa where

the prevalence of coerced and forced sexual initiation

ranged from 5.3 to 46 %. Four of these studies were pop-

ulation-based and conducted in South Africa (prevalence

ranging from 5.3 to 46 %) and Tanzania (prevalence

ranging from 7.7 – 28.8 %); the remaining two were con-

ducted among pregnant women in South Africa (preva-

lence 7.1 %) and a community-based sample of

adolescents in Uganda (prevalence 14 %). The only study

conducted in the US was population-based, and the prev-

alence of forced sexual initiation in this sample of 5,857

women was 12.5 %. All of the studies used interviews with

women to assess both coerced/forced sexual initiation and

sexual risk behaviors; however, Sa et al. [36], Dunkle and

colleagues [37], and Williams et al. [38] also used bio-

logical outcome measures that included HIV sero-positiv-

ity and confirmed presence of STIs. With the exception of

two studies, all studies incorporated behaviorally specific

or descriptive terms or degrees of ‘‘wantedness’’ into the

measure of coerced and forced sexual initiation.

Associations between coerced or forced sexual initiation

and HIV infection and/or HIV risk behaviors varied by

study population. Sa et al. [36] found that women aged

20–44 years from a probability-based sample in Uganda

had a significantly elevated risk (AOR = 1.97; 95 % CI:

1.16, 3.32) for HIV infection if they experienced coerced or

forced first sex before age 18 years, adjusting for age,

marital status, education, income, tribe, and risk behaviors.

In the population-based study by Maharaj and Munthree

[39] in South Africa, women aged 14–24 years with a

lifetime history of STIs were significantly more likely to be

coerced or forced at first sex than those without such a

history; however no associations were found between

coerced/forced first sex and risky sexual behaviors such as

Fig. 2 Identification and selection of eligible articles. Authors’ Note
‘‘Not applicable’’ articles included those not relevant to the review

and those that did not address both sexual IPV and HIV
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multiple sex partners in the past year and condom use at

last sex. In Pettifor et al.’s [40] population-based study of

girls aged 15–24 years, the likelihood of not using a con-

dom at first sex was elevated among those who had

reported coerced/forced first sex as well as a later sexual

debut. Unfortunately, this study did not measure sub-

sequent sexual behaviors. Of the three articles that looked

at condom use at last sex experience, only one study that

utilized a community-based sample of women aged

15–19 years found that those with a forced first intercourse

were significantly less likely than those who did not to have

used condoms at last intercourse and to have used them

consistently during the past six months [41]. The only

study with pregnant women showed increased odds of

lifetime multiple sex partners, casual partners, and

exchange sex partners, for those with a history of forced

first intercourse but did not find a direct relationship with

HIV infection [37]. In the US, among a probability-sample

of reproductive-aged women, associations were found for

more recent HIV risk behaviors, including multiple sex

partners and substance abuse, both in the past year [42].

Overall, in Sub-Saharan Africa and the US, most studies

found that coerced or forced sexual initiation is associated

with sexual-risk taking behaviors; in Sub-Saharan Africa,

there was also evidence of associations with STIs and HIV

infection.

Use of a Continuum of Sexual IPV in its Association

with HIV Risk

The use of behaviorally specific terms that represented a

continuum of sexual IPV was used to assess associations

with HIV risk in eight studies (Table 3). Only one study

asked participants their HIV serostatus (self-report) [43],

while the remaining studies examined HIV risk behaviors

only.

With the exception of two studies, study populations

were based upon convenience samples of women recruited

from hospitals, schools, substance abuse and STI clinics,

courthouses, and social service agencies including

domestic violence shelters. The remaining two studies were

conducted among a community-based sample of drug-

using women in 38 neighborhoods in New York City, US

and probability-based sample of US heterosexual women.

Most of the study settings utilizing convenience samples of

women were conducted in urban and rural geographic

locations in the US; only one study occurred in an inter-

national setting (South Africa).

Researchers used previously validated scales to measure

various forms of sexual IPV in five out of the eight studies:

three studies used the CTS-2 sexual coercion subscale, one

used the SES and one used the Sexual Victimization Scale.

Using these scales, sexual IPV was assessed during the past

6 months, past year, and lifetime. Hoffman and colleagues

used individual items that ranged from persuasion, verbal

threats and physical force to assess sexual IPV in South

African students [44]. The recall period was a short 3-week

timeframe, most likely attributable to using daily diaries

for data collection. A single item was used to assess sexual

IPV in a study of women in shelters in the US [45].

Stockman et al. analyzed the substantially revised, albeit

not previously validated, National Survey of Family

Growth’s section on sexual coercion experiences that

encompassed degrees of sex wantedness and behavioral

specific terms of sexual IPV to determine associations with

HIV risk [42].

In most of the studies, many HIV risk behaviors,

including having an STI, injecting drugs, frequency of

condom use, and having sex with a high-risk partner (e.g.,

an injection drug user or HIV-positive partner), were

assessed within the past year. Condom use was measured in

multiple ways: unprotected sexual intercourse within the

past 3 weeks using a diary method, no condom use at last

sex, and frequency of condom use. Morokoff et al. also

employed the use of the Sexual Assertiveness Condom Use

and Condom State of Change scales [46]. Lastly, Cole et al.

created an HIV risk index [47].

In the US, overall prevalence of lifetime sexual IPV

ranged from 24 to 55 % [42, 43, 46]. Prevalence of past

year sexual IPV ranged from 5.3 to 20.1 % [47, 48]; past

6-month prevalence was 6.4 % in emergency department

patients [43]. Of the 24 % reporting lifetime sexual IPV

experience in a nationally representative sample of US

women, 67.2 % experienced it through physical injury or

being held down, 57.2 % through verbal pressure, 41 %

through threats of injury, and 30 % through the adminis-

tration of alcohol or drugs [42]. It is important to note that

these behavioral-specific acts were not mutually exclusive.

In South Africa, in a 3-week period, 68 % of young adult

women experienced pressure in sexual encounters. The

pressure these women experienced came through verbal

threats (20 %), physical threats (16 %), and/or physical

force (20 %) [44].

In the US, six of seven studies consistently found

positive associations between sexual IPV and HIV risk

behaviors including multiple sex partners, having an HIV-

positive sex partner, history of STIs, inconsistent condom

use, injection drug use, and substance abuse. Sexual IPV

was also found to be indirectly linked with greater unpro-

tected sex through negative relationships with sexual

assertiveness for condom use [46]. Additionally, sexual

IPV functioned as a mediator between physical and emo-

tional IPV and HIV risk [49]. Wingood et al.’s unique

approach to assessing both physical and sexual IPV in

comparison to physical IPV alone found that, compared to

women experiencing physical IPV, women experiencing

838 AIDS Behav (2013) 17:832–847
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both sexual and physical IPV were more likely to have a

history of multiple STIs in their abusive relationships, have

had an STI in the past 2 months, be worried about being

infected with HIV, and use marijuana and alcohol to cope

[45, 50]. Another unique contribution was Stockman

et al.’s assessment of behavioral-specific measures of

sexual IPV on HIV risk behaviors [42]. Among types of

sexual IPV, alcohol or drug use as part of a coerced sex

experience was independently associated with multiple sex

partners and substance abuse. In South Africa, sexual IPV

was associated with unprotected sex in the past 3 weeks

[44]. It is important to note that four studies focused on

sexual IPV and HIV risk behaviors within a particular

abusive relationship [44, 45, 48, 51]; in other words,

assessment of sexual IPV and HIV risk was based on

experiences with a specific abusive partner. Only one of

these studies did not find any sexual IPV variables to be

significant contributors to HIV risk [47].

Overall, the majority of studies using behaviorally spe-

cific measures of sexual IPV consistently found positive

associations between a lifetime or recent experience of

sexual IPV and recent HIV risk behaviors, regardless of

setting and sample. In addition, studies that measured

severity of sexual IPV demonstrated increased odds in HIV

risk-taking behaviors beyond that of associations between

any sexual IPV and HIV risk behaviors.

Use of Less Specific Terms for Sexual IPV in its

Association with HIV Risk

Seven studies (four in the US, one in India, and two in Sub-

Saharan Africa) examined associations between sexual IPV

and HIV using broad definitions of sexual violence

(Table 4). US-based studies used convenience samples of

American Indian women of all ages in a metropolitan setting

and predominantly African American HIV-positive and

HIV-negative women from clinic and community-based

agencies in low-income, urban neighborhoods as well as

probability-based samples of adolescents and women of all

ages. In India, women were recruited from general hospitals

providing free services; in Tanzania, women were recruited

from a voluntary counseling and testing HIV clinic; in Rakai,

Uganda, the population of interest was adolescents. The

studies conducted in India and Tanzania included both HIV-

positive and HIV-negative women. HIV infection was the

outcome of interest in studies by Burke et al. [52] Gupta et al.

[53], Maman et al. [54], and Sareen et al. [55]; the remaining

studies assessed current HIV risk behaviors.

Some of the broad terms or phrases used to assess sexual

IPV included the following: ‘‘forced sex’’, ‘‘ever forced into

sexual activities’’ by an intimate, ‘‘sexually abused or

assaulted’’ by a partner, and your partner ‘‘insisted on or

made you have sexual relations when you did not want to’’.

Sexual IPV was reported during the past year for three

studies while the remaining studies assessed lifetime sexual

IPV. Five out of seven studies measured sexual IPV with a

single question. The remaining two studies measured sexual

IPV using the Tanzanian-adapted CTS and a single item

from the CTS-2 sexual coercion subscales. Prevalence of

lifetime sexual IPV varied by country and study population.

Among adolescents, in Rakai, Uganda, 22.4 % reported a

lifetime experience of sexual IPV [56] whereas, in the US,

11.8 % reported such an experience [57]. In study popula-

tions consisting of HIV-positive and HIV-negative women,

sexual IPV was reported among 44.1 % of HIV-positive and

23.0 % of HIV-negative women in Dar es Salaam, Tanzania

[54]; 39.3 % and 30.2 % of HIV-positive and HIV-negative

women, respectively, in New Delhi and Chennai, India

(p \ .05) [53]; and in the US, 22.0 % of HIV-positive and

22.0 % HIV-negative women [52].

In multivariate analyses, only one study found a sig-

nificant association between sexual IPV and HIV infection.

In their study of HIV-positive and HIV-negative women,

Maman et al. found that HIV-positive women were two

times more likely (AOR = 2.39; 95 % CI: 1.21, 4.73) than

HIV-negative women to experience sexual IPV with a

current partner [54]. Other studies showed only bivariate

but not multivariate associations between sexual IPV and

HIV infection/HIV risk behaviors [53, 58] or no associa-

tion between sexual IPV and HIV infection/HIV risk

behaviors in studies in the US and in Uganda [52, 56–58].

Of particular importance, Sareen et al. was unable to assess

the association between sexual IPV and HIV status due to

the low prevalence of sexual IPV in their population of

13,928 US women, possibly as a result of its assessment in

the past year only (55]. In their study, only 58 HIV-nega-

tive women reported a past-year experience of sexual IPV

and no HIV-positive women reported a similar experience.

None of the three studies that examined HIV risk behaviors

as the outcome (vs. HIV infection only) focused on sexual

IPV and HIV risk behaviors within a particular relation-

ship. Overall, studies conducted in the US and low- and

middle-income countries that used less specific terms for

sexual IPV yielded conflicting data regarding associations

between lifetime or past-year sexual IPV and HIV infection

or HIV risk behaviors.

Discussion

This literature review sought to compile and synthesize

articles published since 2000 that examined the relation-

ship between coerced or forced sexual initiation, sexual

IPV and HIV risk among women throughout the world. In

doing so, the review has identified key areas of need, both

in general and in research methodologies. Although we
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acknowledge that we may not have captured all relevant

articles due to our review methodology (i.e., initial review

of titles, subjects, and abstracts rather than the full text of

the article), our search strategy included frequently used

databases and studies with overall objectives of examining

the intersecting epidemics of coerced/forced sexual initia-

tion, sexual IPV, and HIV risk. Moreover, our findings

were able to highlight the importance of using behaviorally

specific terms when examining these intersections. We

synthesize the findings and, based on the evidence, we

make preliminary recommendations for research, practice,

and policy.

Sexual violence or assault is severely underreported to

law enforcement and health officials, with an estimated

60 % of assaults going unreported [59]. Although the

coerced/forced sexual initiation and sexual IPV measures

in the research reviewed here were based on self-report, it

is heartening to see that sexual violence research may not

face the same problem of underreporting. In fact, the

studies of this literature review documented high rates of

forced sexual initiation (5.3–46 % among women in low-

and middle-income countries and 12.5 % in the US) and

sexual IPV (prevalence ranging from 16 to 68 % interna-

tionally and 20–67 % in the US). The only exception to

this is the US-based study by Sareen et al. [55] where the

prevalence for sexual IPV is extremely low; the authors

provide no discussion regarding why this might be. Over-

all, we conclude that self-reporting of sexual violence is

not found to be a significant limitation in most studies.

Similar to sexual violence, HIV risk behaviors have

historically been assessed through self-report, as they were

in the studies reviewed here. Data collection through audio-

computer self-interviews and self-administered interviews

have generally yielded data less influenced by social

desirability than face-to-face interviews [60] although only

three studies in this review utilized these methods [42, 44,

58]. Although HIV risk behaviors were self-reported in all

of the studies reviewed, biological measures of HIV/STI

status were also used in approximately one-half of the

studies. The use of objective, biological measures sub-

stantiate the significant findings and provide an opportunity

to examine direct associations between forced sexual ini-

tiation, sexual IPV and HIV/STIs.

With concern over accurate measurement of the phe-

nomenon, sexual violence researchers are making signifi-

cant strides in recognizing the need to measure sexual

violence using behaviorally specific terminology instead of

general descriptors such as forced or unwanted [21].

Although some sexual violence instruments have been

modified to include less severe forms of sexual violence

such as the CTS-2 and SVAWS [28, 29], a need remains to

integrate behaviorally specific acts into these instruments.

Eight of the 21 reviewed studies used specific definitions ofT
a
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sexual violence and/or coercion. When this becomes

standard practice in sexual violence research, the tech-

niques for communicating the construct of coercion or

sexual violence will be parallel to those now commonly

used to communicate what is meant by sexual intercourse

[21]. In our review, prevalence of sexual IPV was generally

higher in most of the studies using behaviorally specific

measures of sexual IPV than in those using single questions

or broad measures. Reducing confusion over terminology

such as differentiating behaviors that are coercive, espe-

cially verbally coercive, in contrast to what is pressured,

and differentiating unwanted sex from coerced sex will

facilitate more accurate prevalence estimates of behavior-

ally specific sexual IPV incidents, allowing for adequate

comparison across studies.

In terms of research, examining associations of behav-

iorally specific sexual IPV incidents with HIV risk and/or

HIV/STI infection allows for more accurate relationships

to be documented. Of the eight studies using specific def-

initions of sexual IPV, seven showed a relationship

between sexual IPV and HIV risk behaviors. Interestingly,

with the exception of one study, these studies did not

examine HIV serostatus as an outcome. However, the

seven studies using broad or vague definitions had more

varying results, with three reporting strong associations

between sexual IPV and HIV status or risk behaviors, one

finding a positive, although not statistically significant,

association, and three finding no relationship. These dis-

crepant results may be related to several factors, including

the participants’ interpretations of the broad questions

regarding sexual IPV and the cultures represented in the

samples.

This emphasizes the urgent need to recognize that cul-

tural differences may exist in the types of sexual IPV

incidents and what behaviors are considered coercive and

to incorporate these into research methods. Vague or broad

questions pertaining to sexual IPV leave a great deal up for

interpretation by the individual participants, which explain

some of the variation in findings discussed in the preceding

paragraph. Women in some cultures may view less severe

forms of sexual IPV as normal behavior [61] and therefore,

participants would not respond affirmatively when asked in

general terms about experiencing sexual IPV. For example,

researchers conducting qualitative interviews with adoles-

cent women in Rakai, Uganda found that sexual coercion

was perceived to be a normal part of intimate relationships

[62]. Specifically, these young women frequently perceived

lack of choice and nonconsensual sex as normal facets of

intimate relationships. Additionally, sexual coercion was

acceptable under certain circumstances, and men domi-

nated decision making about sexual matters and female

reproduction, factors that justified the use of sexual coer-

cion. The lack of consistency in how sexual IPV is

measured and the differing cultural norms and gender roles

surrounding relationships makes comparison difficult

between studies that incorporate all aspects of the contin-

uum with those that focus predominantly on the more

severe forms of forced sex. Participants are likely to report

differing prevalence depending on how sexual IPV is

operationally defined and how it is perceived in their own

cultures. These differences must not only be accounted for

in research for sexual IPV and HIV infection but in treat-

ment and prevention services as well.

There is an urgent need for culturally-tailored screening

to identify victims of sexual IPV not only in clinic-based

and domestic violence-related settings, but also in HIV-

related settings (e.g., HIV testing and counseling locations,

community-wide HIV prevention outreach efforts). Edu-

cation should be provided for women at risk for sexual IPV

and/or HIV infection, as well as those who are HIV-posi-

tive and may experience subsequent sexual violence.

Through culturally-tailored screening and education

efforts, more women will be identified as ‘at-risk’ and

receive treatment, while others will gain increased aware-

ness of these intersecting epidemics.

Finally, coerced/forced sexual initiation has received

limited dedicated attention in terms of research, practice

and HIV prevention interventions. Despite the growing

bodies of literature investigating the intersection of HIV

and violence against women and the link between child

sexual abuse, which can include completed intercourse and

therefore falls under the domain of coerced/forced sexual

initiation, and HIV [63–65], very few focus directly on the

aspect of sexual initiation. Only seven published studies

were found that focused specifically on coerced/forced

sexual initiation and associated HIV risk. However, even

with the limited evidence available which comes predom-

inantly from low- and middle-income countries, coerced/

forced sexual initiation is highly prevalent in various

population groups and is also associated with HIV risk

behaviors and HIV/STI infection in the course of a

woman’s life span. The observed difference across studies

documenting this association pertains to the timing of the

engagement in particular HIV risk behaviors from lifetime

to more recent behaviors [37, 39, 41, 42]. Nonetheless,

convincing evidence remains linking coerced/forced sexual

initiation to HIV risk. As a next step, mixed-methods,

longitudinal studies could test causal pathways between

coerced/forced sexual initiation, HIV risk behaviors and

HIV/STI infection, while simultaneously obtaining life

history interviews from abused women in order to con-

textualize the pathways identified. In addition, use of bio-

logical data (e.g., cortisol levels, cytokine levels, STIs,

HIV) will facilitate a better understanding of the underly-

ing pathways. The examined pathways would benefit from

the integration of sexual revictimization in addition to other

844 AIDS Behav (2013) 17:832–847
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forms of violence (e.g., IPV, emotional violence); mental

health conditions (e.g., depression, post-traumatic stress

disorder); and substance abuse histories (e.g., victim

alcohol and drug use, alcohol or drug use in the context of

violence) to further characterize intermediate points to

target during treatment and HIV prevention intervention

development.

Conclusions

The preponderance of evidence in the research reviewed

supports an association of coerced/forced sexual initiation

with HIV risk behaviors and HIV seroconversion in

countries where there is a high prevalence of HIV-positive

women. Additionally, there is inconsistent evidence

regarding the association of sexual IPV with either HIV-

positive status or HIV risk behaviors, although only two of

the studies were conducted in countries with a substantial

prevalence of HIV. Clearly, the lack of definitional preci-

sion about coercive sexual experiences has severely com-

promised the validity of findings. The lack of consideration

of cultural context, as well as complex and multiple

behavioral and physiological pathways between coercive

sexual experiences during and at the start of intimate

relationships and HIV risk also has hampered the research

to date. It is crucial to advocate for federal funding to work

towards addressing the complex interplay between

coerced/forced sexual initiation, sexual IPV and HIV risk,

in both the US and low- and middle-income countries.

Given the urgency of the HIV/AIDS epidemic and its

impact on women’s morbidity and mortality, the current

evidence of possible associations warrant further research

on the topic to develop interventions that simultaneously

prevent HIV/AIDS and curtail further transmission, while

addressing sexual violence occurring at sexual debut and in

ongoing intimate relationships.
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