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Ancora oggi la donna e considerabile una

categoria soggetta a iniquita sociale?



Theory of gender and power
(Connel R. 1996)

Secondo Robert Connell la disuguaglianza sessuale tra uomini e
donne si declina attraverso le tre seguenti principali strutture
social:

la divisione sessuale del lavoro (per es. lavori di cura non
retribuiti, lavori apicali istituzionali)

la divisione sessuale del potere (empowerment etero o
autodeterminato/disempowerment culturale)

la struttura della catessi: modalita dell'investimento affettivo e
cognitivo nelle relazioni interpersonali ( per esempio sessualita
correlata e limitata dall’idea di immoralita e di pregiudizi sociali)



7 Theory of gender and power & HIV

@ Wingood e Di Clemente (2000)

Le differenze presenti in ambito lavorativo, nelle

dinamiche di potere e nelle dinamiche relazionali
tra uomini e donne,
possono incrementare la

vulnerabilita delle donne al virus
dell’HIV?




]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
g
g
8
]
y

FPerspective

Application of the Theory of Gender and Power to
Examine HIV-Related Exposures, Risk Factors,
and Effective Interventions for Women

Gina M. Wingood, ScD. MPH
Ralph J. DiClemente., PhD

Developed by Robent Connell, the theory of gender and power is a social structaral thesoay based on existing
philosophical writings of sexual ineguality and gender and power imbalance. Acconding to the theory of gender
and power, there are three major social strsctures that characienize the gendered relationships between men and
women: the seaxpal division of labor, the sexwal division of power, and the strscture of cathexis. The aim of this
articls is to apply an extended version of the theory of gender and power o examine the exposares, socialbehav-
joral risk factors, and bological properties that increase women's vulnerability for acguiring HIV. Suobse-
guently, the asthors review several public health level HIY interventions aimed at reducing women's HI'Y risk.
Employing the theory of gender and power among women marshals new kinds of data. asks new and broader
guestions with regard to women and their risk of HIV, and.. most i mportant. creates new options for prevention

The concept of power imbalances in the subordination of women was first articulated
in the early 20th century by Charlotte Perkins Gilman, who wrote in 1911 that

all our human scheme of things rests on the same tacit assumption; man being held the
human type; woman a sort of accompaniment and subordinate assistant, merely essential to
the making of people. She has held always the place of a prepositoon in relation to man. She
has always been considered above ham or beloar ham, before him, behand him, besade him, a
wiholly relative existence—"Syvdney’'s sister, 7 " Pembrokes s mother™—but, never by any
chance Svdney or Pembroke herself

Gilman emphasized that in our androcentric culture. man defines woman not in rela-
tion to herself but in relation to him. Simone de Beauvoir's groundbreaking book The
Second Sex, first published in 1949, also expounded upon gender and power imbalances
without using the term androcentric.” de Beauvoir eloguenily stated that in our culture,
males are perceived as “real” and everything else. including women. is perceived as
“other.” One consequence of “othenzing™ women is that they become defined in terms of

Gima M. Wingood, Ralph J. DMClements. Department of Behavioral Sciences and Health Edocation, Rollins
School of Public Health, Emory University.

Addresy reprind reguests fo Gina M. 'Wingood, Department of Behavioral Sciences and Heallth Education,
Rollims School of Public Health, Emory University, 1518 Clifton Road, Atlanta, Ga 30324 phones (Q0d)
TAT-0241: fax: (404y T2T-1360.
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APPENDIX A
Proposed Model Conceptualizing the Influence
of the Theory of Gender and Power on Women's Health

Societal Level Institutional Level Social Mechanisms Exposures Risk Factors Biological Factors [hsease
Sexual division Work site, school, family ~ Manifested a5 unequal pay ~ Economic Socioeconomic
of labor produces economic EXPOSUIES risk factors
mequities for women
Anatomical features
Sexual division Relationships, medical Manifested as imbalances Physical Behavioral nsk Genetic determination HIV
of power system, media in control produce EXPOSUTES factors Hormones
inequities in power for
women
Cathexis: social Relationships, family, Manifested a5 constraints Social Personal nsk
norms and church in expectations produce EXPOSUIES factors
affective dispanties in norms for
attachments WOMER

NOTE: The public health level includes exposures, nsk factors, biological factors, and disease. The socialbehavioral sciences level includes nsk factors, biological fac-
tors, and disease. The medical level includes biological factors and disease,



APPENDIX B
Theory of Gender and Power:
Exposures, Risk Factors, and Biomedical Properties

Sexual division of labor

Economic exposures Socioeconomic risk factors
Women who Women who
live at the poverty lewel arc cthnic minoritics
have less than a high school educational are younger (1.e., less than 18 years
have no employment or are underemployed of age)
have a high-demandflow-control work
envircnment

have limited or no health insurance
have no permanent home (i.e., are homeless)

Sexual division of power

Physical exposures Behavioral risk factors
Women who have Women who have
a history of sexual or physical abuse a histwory of alcohol and drug abuse
a pariner who disapproves of practicing poor assertive communication skills
safer sex poor condom-use skills
a high-risk steady partner lower self-efficacy to awoid HI'W
a greater exposure to sexually explicit media hmited perceived control over condom
limited access to HIV prevention (ie., drog wse

treatment. female-controlled methods,
school-based HIV prevention education)

Cathexis: social norms and affective attachments

Social exposures Personal risk factors
Women who have Women who have

a pariner that is older Ihmited knowledge of HIV prevention

a desire or whose partner desires to conceive negative belicfs not supportive of

conscervative cultural and gender norms safer sex

a religious affiliation that forbids the use perceived invulnerability to HIVIATDS
of contraception a history of depression/psychological

a stromg mistrust of the medical system distress

family influcnces not supportive of HIW
provention

Biological properties
Anatomical and biomedical properies

HIV is transmitted more cfAciently from
men o women than from women to men,
as women are the receptive partner dunng
sexual intercourse

STDs aside from HIY are also transmitted more
efficiently from men to women than from women
to men, and they can incrcase women's vulnerability
to HIW

STDs are more asymptomatic in women; thus,
women may be less likely to seek treatment for STDs
more likely to develop STD-related complications
(e, HIV)

Birological charactenstcs such as having sex whale
menstreating, using oral contraceptives, a history
of cervical ectopy, and having an immature cervix




Correlates of Consistent Condom
Use Among HIV-Positive
African American Women

Jerris L. Raiford, PhD
Gina M. Wingood, ScD, MPH
Ralph J. DiClemente, PhD

ABSTRACT. Introduction: African American women are the fastest
growing group at risk of contracting HIV, as over 68% of women diagnosed
with HIV are African American. The present study used social-cogni-
tive theory and the theory of gender and power to identify correlates of
consistent condom use among African American women living with HIV.

Methods: We recruited 366 women, 18-50 years of age and living with
HIV from several HIV/AIDS clinics in the southeastern United States. The
majority of women, 84.2% (N = 308), were African American. Women
completed a baseline interview assessing sociodemographic, psycho-
social, and partner-related factors potentially associated with consistent
condom use, defined as reported use of condoms during every vaginal
sex episode with a male sexual partner in the past 30 days.



S0 WOMEN & HEALTH

TABLE 1. Socicdemographic and Condom Use Charactarnstics of HIWV + African
American Womean (N = 308}

n (2]

Age (years)

18-35 156 {(&0.6)

36-51 154 {4909

Missing 1 0.3
Education (years)

= 12 110 {35.7)

= 12 198 {&4.3)
Annual housshold mcome (LSS}

= $5 D 170 {95.2)

= 55,000 134 {43.5)

Mis=sing a4 (1.3
Marital stabus

karri=d aa (12.3)

Unmarriad 269 (ET.3)
Main parmnear

Mo 243 7a.Qd)

Wes 65 (24.1)
Male ssxual pariner (past 30 day=)

Mo T4 (24.09)

Wes 234 {(FE.0)
Relationship length (main parnser)

= 30 months 109 (35.4)

== 30 months 134 (43.5)

Missimg 243 (24.1)
Di=sclosad to parmear

Mo 55 (17.99

Wes 263 (E2.1)
Saxual partner serostatus!

HIV negative 170 (T2.8)

HIW positive 54 (27.4)

1 Among those reporting male sexual panmnsers in past 30 days (m - 234).




TABLE 2. Multiple Logistic Regression Model of Factors Associated with

Consistent Condom Use (N = 234)

Adjusted’  95% Confidence
Odds Rafio Interval
Partner communication seli-sfficacy
High self-sfficacy 7 (3.3-1B.5)
Low self-sfficacy 1.00
Partner serostatus
Seronegative 462 (1.8-11.5)
Seropositive 1.00
Percenved pariner-related barriers fo condom use
Low pariner-related barriers 4.68** (1.8-12.2)
High pariner-related barriers 1.00
Percaived peer norms
Peer norms supportive of consistent condom usa 2.38° (1.0-5.7)
Pear noms non-supportive of consistent condom use 1.00

‘p= 08 "p= 001.
tCovariabes age (p = .03) and income (p = .002) are not shawn,



Risultati

Results: Among those HIV-positive African American women re-
porting use of a condom in the past 30 days (n = 234, 70%), consistent

condom use was reported by 67.1% of women. This rate was lower
(51.6%) among women having an HIV-positive male sexual partner; the
rate was higher (74.1%) among women having an HIV-negative male
sexual partner, Compared to women who were inconsistent condom users,
women with HIV were more likely to use condoms if they: had high part-
ner communication self-efficacy (OR=7.77,93% CI=3.3-18.6, p= .001),
had a HIV-negative male sex partner (OR = 4.62, 95% CI=19-11.5,p =
0.001), had low partner-related barriers to condom use (OR = 4.68, 95%
Cl=1.8-12.2, p = 0.001), and had perceived peer norms supportive
of condom use (OR = 2.38, 95% CI=1.0-5.7, p = 0.03).

Conclusion. These findings suggest that HIV interventions may en-
hance consistent condom use among African American women living
with HIV by targeting women’s self-efficacy to communicate with their
partners and women's perception of personal and partner-related barriers
to condom use. doi:10.1300/J013v46n02_04 [Article copies available for a
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Condom use among young women; Modeling the Theory of
Gender and Power

Lara DePadilla, PhD’, Michael Windle, PhD', Gina Wingood, ScD", Hannah Cooper, ScD',
and Ralph DiClemente, PhD

'Emary University, Rolling School of Public Health, Department of Behavioral Sciences and
Health Education, Allanta, GA

Abstract

Objective—This study sought to articulate pathways between constructs from the Theory of
Gender and Power (TGP) and their associations with sexual behavior.

Design—The data were collected pre-intervention during a randomized controlled HIV
prevention trial. Participants were /U1 sexually active, unmarnicd Atncan-American females, aged
14-20), who were not pregnant, and were recruited from three health clinics in a southeastern U5,
city. Structural equation modeling was used for the analyses.

Main Outcome Measure—Sc|-reported condom use.
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Risultati

Results—Theoretical associations yielded a well-fitting structural model across initial and cross-
validation samples. A significant amount of variance was explained for the variables of condom
use (R2=31, .18), partner communication (R2=30, 26), substance use during sex (R2=32, 1),
and negative personal affect (R2=36, 48). Partner communication (.33, 38) was the strongest
predictor of condom use, negative personal alfect (=41, -37) was the strongest predictor of
partner communication, and physical nisk (.34, .54) was the strongest predictor of negative
personal affect,

Conclusion—This model provides evidence to support both direct and indirect associations
between social and behavioral risk factors and condom use. Associations between TGP constructs
and condom use can facilitate future development and analyses of mterventions based on this
theory,
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Sexual Relationship Power, Safer
Sexual Communication, and Condom
Use: A Comparison of Heterosexual
Young Men and Women

Yachao Li @ & Jennifer A. Samp

CorH PR AT o i essential fo negoriating safer sex, wer power o ymarmics ma ke cordorm
wse difficult ro moenege Guided by Dyadic Power Theory and rhe chilling effect, we
pradicted that men’s sexual relationship power is negarively curviinearly associared
with safer sexual communication, such thar men will report more com municarion when
the y are relatively equal in power to their pariners, whereas women’s power is positively
associated with safer sexual communication. Moreower, because women have to com-
raurica e condom use desire, communication showld mediate the relationship berween
power and condom wse for woren. Results supported the hypotheses and prowvded
implications jor gender-based power imbalance in sexual domains

Keywords Condom Use: Gender Differences: Safer Sexual Communication; Sexual
Relationship Power

Caollege-aged individuals are at high risk of sexnally transmined infections [ $TIs), inchad-
ing HIV (CHC, 2013) One reason for these sexnal health risks is that people do not
consistently use condoms, especially with close or committed partners (Ellen et al , 2042).
Thus, theoretical models have identified warions individual factors, such as safer sex
knowledge, percetved social norms, or self-efficacy, to predict people’s condom use

Yachao Li s a dodtoral stodent in the Deparment of Commmonicaton Smdies et the Uiniversity of Craorgia
ermider A Samp s a Prodessaer in ghe Daparmment of Oormmon doaton Stodies ar the Universioy of Creorgla. A
wershon of this paper was presented af the 2007 Dot b oma ] Coonnonmn nicat on & ssocia ton & nomnall COondenenos in
San Dego, A, 1SS The amthors wonld like an ghank D Jiyenn So for her sop pont in ghe inimal phases of this
projct. Correspondence e Yadhao 1L Deparoment of Commaonicaton Sodies, Unersioy of Ceorgla, 513
Caldwell Hall, Azhens, (eA 30605, EA. BE-mail pachan bdo g sdo

[E5 10SF-030 4 {printyEEN m4s- 1027 (ondins) & 2015 Western S@tes Coomumon oamkom. A ssoscia T
C=E BNy DS 1 200 71 e



Table T Summary of Regression Analyses on Gender Moderating the Linear Relationships between Sexual Relational Power and Safer
Sexual Communication

AN = 354 Men (=179 Women [n =173
Variables b SE AR b SE AR b SE AR
5-IE|J | 4™ g 7Y
Condom Use Intention a2 M35 A5 1153 hlt™ M5
!‘;ICP l s i 15
Condom Use Intention S M35 A3 1153 Al M5
Sexual Relational Power A A3 -/ i Iy A3
Crender - 14" M35
Step 3 014"
Condom Use Intention 5lg*™ 035
Sexudl Relatiomal Power - {151 031
Crendet = 1" M35
Power « Gender 130" (M6

Nate Standand coeticients were reparied in tert. Power » Gender = the interacion between sexual rdatonship power and gender
g 000 o< 1 "p e 05
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Safer Sexual Com mu nication

Low Ponwer High Power

Figure 1 Two-Way Interaction Effect between Sexual Relationship Power and Gender on Safer Sexual
Communication,

et N

127 {.05) BB L04)

Sexual 17 (042
Relationship Power 01 (03)® \I Clmion. e

Figure 2 Indirect Effect from Sexual Relationship Power to Condom Use through Safer Sexual Communication
for Women. Note. Values not in the parentheses are standardized parameter estimates for each path. Values in the
parentheses are standardized errors for each path. ***p < 001, *p < .05.

* The standardized regression coefficient between power and condom use, without controlling for safer sexual

communicalion,
* The standardized regression coefficient between power and condom use, after controlling for safer sexual

communication.




Risultati

Hla. For men, sexual relationship power is negatively curvilinearly associated with
safer sexual communication, such that men will engage in greater safer sexual
communication when they perceive themselves and their partners as relatively
equal in sexual relationship power, than when they perceive themselves to be
substantially more or less powerful than their partners.

HI1b. For women, sexual relationship power is positively associated with safer sexual
communication.

H2. For women, safer sexual communication mediates the positive relationship
between sexual relationship power and condom use, such that sexual relation-
ship power is positively associated with safer sexual communication, which in
turn is positively associated with condom use.



La gestione della sieropositivita nelle
dinamiche relazionali

&
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Il percorso di cura della donna in HIV

TREATMENT

CASCADE OF CARE

RECOVERY




Prevenzione HIV e STI nella Donna: criticita

<

e Ridotto accesso alle cure
» Ridotto accesso ai programmi di screening

* Pregiudizi degli operatori



Prevenzione: Caso clinico (1)

Eta: 32
Nazionalita: italiana
Scolarita: 13

Occupata
Nubile

E € la partner sieronegativa di F, paziente sieropositivo in
trattamento presso la Terza divisione di questo ospedale in
regime ambulatoriale. Da circa 3 anni ha una relazione con il
nostro paziente che pero gli ha nascosto la sieropositivita,
assumendo anche comportamenti a rischio (rapporti sessuali
senza condom). Scoperta per caso la sieropositivita del
compagno, giunge presso il ns reparto e richiede consulenza di
coppia infettivologica e psicologica che gli vengono accordate.



Prevenzione: Caso clinico (2)

Colloquio di coppia

Nel corso del colloquio di coppia la donna riferisce di essere
venuta a conoscenza della sieropositivita di F in maniera
casuale e a seguito della scoperta di un recente tradimento .La
donna appare visibilmente provata e riferisce di aver richiesto
di parlare con noi per avere nozioni in merito all’HIV e
all’esposizione al rischio di contagio subita.

Dopo aver effettuato sia la consulenza infettivologica sia la
consulenza psicologica di coppia, la paziente torna alla nostra
osservazione per ricevere nuova seduta di counselling
psicologico individuale.



Prevenzione: Caso clinico (3)

Colloquio di individuale

Nel corso del colloquio individuale, la donna riferisce di aver deciso di
restare con F nonostante il tradimento subito e la scoperta della sua
sieropositivita. Racconta di non avere mai usato il preservativo con F
poiché si fidava di lui, piu grande e piu “esperto” di lei. Inoltre mi spiega
che, pure temendo di restare incinta, avrebbe sempre preferito il coito
interrotto invece del condom per pudore di andarlo a comprare o peggio
per “timore di ingelosire” F. La donna appare ancora molto scossa e,
indagato il motivo della sua preoccupazione,emerge non tanto la paura
del contagio (“guando si ama si accetta tutto dell’altro”) quanto la paura
di_essere nuovamente tradita e lasciata. Risulta necessario dunque
indagare la dimensione della percezione del rischio e la dimensione del
potere relazionale tra i partner che risulta squilibrato ai danni della
donna.




Identificazione della diagnosi di HIV nella
donna

e |'atto successivo del counselling pre test e quello di mettere
la persona a conoscenza del risultato per poi, nel caso di
esito positivo del test HIV, farla accedere alla terapia (linkage
to care)

* La modalita di comunicazione della diagnosi, soprattutto nel
caso di positivita al test HIV, incide in modo significativo sulla
modalita in cui la persona gestira la sua condizione di
malattia e i suoi comportamenti di salute

e Tema principale del counselling post test e la Disclosure
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Change in Patterns of HIV Status Disclosure in the HAART Era

and Association of HIV Status Disclosure with Depression Level
among Women

Chenglong Liu®", Lakshmi Goparaju?, Andrew Bamett®, Cuiwei Wang?, Paul Popen” Mary
Young?®, and Maria Cecilia Zea"

2Department of Medicine, Georgetown University

®Department of Psychology, George Washington University

Abstract

Whether widespread use of HAART changed patterns of HIV status disclosure among women
living with HIV 1s largely unknown. In addition. the association between tume to first HIV
disclosure and depression has not been fully explored among women. A retrospective cross-
sectional survey was conducted among HIV-mfected women from the Washington. DC site of the
Women's Interagency HIV Study to collect detarled mformation about thewr HIV status disclosure
behavior. A sample of 202 HIV-positive women. 102 diagnosed prior to and 100 post- HAART era
participated m this study. Relationships between treatment era when diagnosed (pre-HAART or
HAART era) and patterns of HIV status disclosure. and assoctations between HIV status
disclosure and depression level were examned using generalized linear regression models with
generalized estimatmg equation to adjust for repeated measurements from the same mdrviduals.
Our analyses showed that treatment era was not associated with etther comfort level of HIV status
disclosure or time to first HIV disclosure to etther famuly members or friends. However. women
were less likely to disclose HIV status to ther family members in the HAART era (P=0.006)
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HIW Status Disclosure Patterns m Pre-HAART and HAART Groups

Orrerall Fre- HAART Group HAART Group

HIV Status DMsclosure Patterns (M9=202) (nI=103) (n2=100) P- valuae
Comfort level of disclosure
A fannly member or relate. % 368
“Wery comfortable 345 392 0.0
Comfortable 188 144 23.0
Soowewhat comfortable 173 17.5 17.0
Mot comfoartable 294 28.% 30.0
A fAiend % D_DET
“Werv comfortable 17.2 209 13.7
Comfoartable 183 198 158
Soomswhat comfortable 25.3 9.7 21.0
Mot comfatable 39.3 297 48 .4
First perzon to dizclose
A family member or relative. % 170
Female &S00 3.8 56.9
Miale 4000 35.2 43
A fiend %o 103
Female G225 73 0.
Male 37.5 25 0.
Time to first dizclosure
A family member or relative. % 564
Within a few davs T3_T E= o0
A fewr weeks after 6.3 4.2 8.3
A few months afer 210 208 21.1
A fiend %o
Within a few days 81.1 S5 T 947 0LOss
A fewr weeks afier 27 10 o
A few months afer 16.2 278 53
Extent of HIV Status DMaclozure to Social Network Groups
Famuly member or relatme S0
Al or mearly all 452 52.0 34.0 0LOL0
Moo=t of themn 17.8 17.0 18.5
About half 7.6 2.0 13.4
Soome of thens a1 8.0 4.1
Wery fewr 147 130 16.5
MMone 10.7 8.0 13 .4
Curent Freend=. %o L 13%

LA
[}

A1l o mearly all 181 21.0 1



| ]

Comfort level with disclosure of STD status: comparing comfort levels of
disclosing STD such as HIV between the pre-HAART and HAART groups. no
sigmificant difference was observed for disclosure to etther fanmly members or
friends groups (see Table 2).

Time to first HIV status disclosure: After diagnosis. 77% of the participants
chose a fanuly member or relatrve as thewr very first person to disclose HIV
status. Among family members. mother. sisters, and husband bovfriend/'main
partner were the most frequent persons to whom participants first disclosed.
About 60% of the women first disclosed ther HIV status to females. No
difference was found i the distributions of first HIV disclosure to different
genders between the treatment eras (see Table 2). The majority of participants
disclosed thesr status within a few days (see Table 2). For both fanuly and friend
groups. no significant difference was observed m comparing time to first HIV
status disclosure between the treatment eras (see Table 2).

Disclosure level to social networks: The overall disclosure levels to fanuly
members and friends can be found 1n Table 2. About 1% and 30% of
partictpants reported disclosure of thewr HIV status to all'most family members
or friends respectively. Comparing disclosure level between the treatment eras. a
significant difference was observed for famuly members. with women disclosing
more in the pre-HAART era (P=0.010, see Table 2); this difference was not
observed for the friend group. To further examine whether the association
between treatment era at enrollment and extent of HIV status disclosure 15
independent from other risk factors. a multrvariate analysis was carried out. with
social network type (famuly vs friend). comfort level of disclosure, time to first
disclosure and length of follow up time being the covaniates. Our results showed
that treatment era at enrollment remamed significantly associated with extent of

HTW status disclosure to fanmuby members (P= 0.008) even after adjusting for
these covariares.
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HIV status disclosure to male partners @
among rural Nigerian women along the
prevention of mother-to-child transmission

of HIV cascade: a mixed methods study

Angela Odiachi’, Sdome Bekaha®, Lewellyn J Comelius®, Christopher lsah®, Habib 0. Ramadhani®,
Lawra Rapoport™ and Madia A Sam-Agudu™

Abstract

Background: HI status disclosure to mae partners is important for optima outcomes in the prevention of
matherto-child tramemission of HY (AATCT). Depending on timing of HIY diagnogs or pregnancy status, readiness
to disdose and disclosure rates may differ among HNVpositive women, We sought to determine rates, pattems, and
experiencss of disclosure among Migerian women aong the PMTCT cascads.

Methods: HV postive women in rura Morth-Central Migera were purposively recruited according to their PMTCT
cascade status: pregnant-newly HV-diagnosed, pregnant-in care, postpartum, and lost-to-follow-up (LTRJ )L
Participants wers surveyed to determine rates of disclosurs to male partners and others in-depth intervisws
evduated disdosure pattermns and experences. Tests of assodation were applied to guantitative data. Quditative
data werse manually analysed by theme and content using the constant comparative method in a Grounded
Theory approach.

Results: We interviewead 100 women; 85%%& were 21-30 years old, and 86%% were mamed. There were 25, 26, 28
and 21 women in the newly-disgnosed, in-care, podpartum, and LTRJ groups, regpectively. Approximately 81%
of all participants reported disclosing to anyons; howewver, family members were typically disclosed to first.
Uitimately, more women had disclosed to male partners (85%) than to family members (55%). Fates of disclosure
to anyone varied between groups newly-diagnosed and LTRJ) women had the lowest (596%6) and highest {100%%)
rates respectively (p = 0.001). However, family (p= 0402) and male partner {p = 0218) disclosure rates were similar
between cascade groups. Across dl cascade groups, fear of divorce and intimate partner violence detemsd
women from disclosing to mae patners However, participants reported that with assistance from heslthcare
workers, disclosure and post-disclosure experences were mosly positive.

[(Contirweed on next page)
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Conclusion: In-our sudy conort, athough disclosure to male prtners was overal higher, family members
appeared more approachable for initial disclosure. Across cascade groups, male partners were Utimately
disclosed to at rates > 75% with no significant inter-qroup differences. Fear appears to be & major reason for
non-cliclosure or delayed disclosure by women to male partners Augmentation of healthcare workers skills and
Involvement can medizte qender power differentials, minimize fear and shorten time to male partner disclosure
among women iving with HIV' reqerdless of their FMTCT cascade satus



La disclosure: Caso clinico

Eta: 40

Nazionalita: italiana
Scolarita: 8
disoccupata
separata

La paziente R ricoverata in IV divisione presso quest’ospedale con
diagnosi di Polmonite da Pneumocisti Jiroveci, viene dimessa dopo piu
di un mese con diagnosi di HIV e prescrizione di terapia HAART.
Riferisce di essersi separata dal marito circa tre anni orsono e di avere
avuto una relazione con un partner con cui ha avuto ripetuti
comportamenti sessuale a rischio e che ha successivamente scoperto
essere sieropositivo. La paziente richiede colloquio psicologico nel
corso del primo accesso di Day hospital, lamentando significativo stato
ansioso e declino del tono umorale con tendenza all’isolamento
sociale.




La disclosure: Caso clinico (2)

Nel corso del colloquio R racconta di avere continui incubi
notturni e forte preoccupazione in merito alla possibilita che
gualcuno possa scoprire la sua condizione di sieropositivita
(rivelata solo all’ex marito e alla madre).

R ha anche una figlia di 13 anni con cui attualmente vive presso
I'abitazione della madre e che recentemente avrebbe subito
bullismo dai compagni di scuola. R ha deciso di non dire alla figlia
della sua sieropositivita, sebbene tema che nel quartiere
gualcuno possa sapere qualcosa .

Pertanto riferisce ritiro sociale e forte calo umorale..

R e davvero spaventata dalla sua condizione psicologica e non sa
se e giusto tenere la figlia all'oscuro della sua patologia. Chiede
pertanto un supporto nella decisione relativa alla possibilita di
dire alla figlia di essere sieropositiva.



Treatment : retention in care e Aderenza

e Monitoraggio dell’aderenza terapeutica

Individuazione precoce degli eventi sentinella

Gestione della crisi attraverso equipe multiprofessionale

Rimodulazione del percorso terapeutico attraverso

“tailored approach”



1dUDSAUBY Joyiny

1dUDSnUBRY Joyiny

Bl Joyiny

HHS Public Access

\Jg Author manuscript

AIDS Behav. Author manuscript; available m PMC 2018 March 01.

Publizhed m final edited form as:
AT Bahar: 2018 March ; 22(3): 752-T64. doa:10. 1007 510461-016-1 644

Predictors of Adult Retention in HIV Care: A Systematic Review

Shiraze M. Bulzara'<, Milton L. Wainberg‘?'. and Toby R. Q. Mewton-John'
1Clinical Psychology, Graduate School of Health, University of Technology Sydney (UTS), Level 4,
Building 7, 67 Thomas Strest, Ulimo, Sydney, NSW 2007, Australia

The Albion Centre, Surry Hills, Sydney, NSW 2010, Australia

‘Department of Psychiatry, Columbia University, Mew York, NY, USA

Abstract

A systematic terahure review was conducted to identify predictors of poor adult retention m HIV
medical care in developed and developing counmes. An electronie search was conducted with
MEDLINE (OVIDY), PubkIED, EBSCO, SCOPUS, and Coclrane databases. as well as manual
searches. Onzmal quantitative. adult studies m Enzlsh pubhished between 1995 and 2013 were
e nded. Onlyv those with a focus on predictors of retention m care were reported on Of the 343
articles wenfified. thuty were meluded followimg an mdependent assessment by two raters. In
developed counties. the most frequently cited predictors of poor retention were actrve substance
e and demomraphic factors. In developing counties. physical health factors were most frequently
assoctated with poor retenfion i care. The results from this review suggests primary concerns for
poor retention mmnclude swbstance use and plorsical health factors. Other psvehosoenal fctors, such

as psychimic illnes: and socialwelfare factors. were alse found to be relevant.
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Improving postpartum retention in care for women
living with HIV in the United States

Florence M. Momplaisir®, Deborah S. Storm”, Hervette Nkwihoreze?,

Olakunle Jayeola® and John B. Jemmott®

Research findings have consistently demonstrated that women living with HIV in the
United States and globally experience declines in medication adherznoe and retention
in care after giving birth. A number of studies have identified factors associated with
postpartum retention in care, but the evidence base for interventions to address the
problem and close this gap in the HIV care continuum is limited. Furthermore, the
majority of studies have been conducted in low-resource or moderate-resource coun-
tries and may be less applicable or require adaptation for use in high resource countries.
In the U nited States, up totwo-thinds of women drop out of care after delivery and are
unable to maintain or achieve viral suppression postpartum, at a time when maternal
and pediatric health are closely linked. We conducted a critical review of the literature
tor identify existing gaps regard ing matemal retention in the United States and conoep-
tualize the problem through the lens of the integrated and ecological models of health
behavior. This review describes existing bamriers and facilitators to retention in HIV care
postpartum from published studies and suggests steps that can be taken, using a
multilevel approach, to improve matemal retention. We propose five cone action steps
related to increasing awareness of the problem of poor postpartum retent ion, addressing
needs for improved care coordination and case management, and using nowvel
approaches to adapt and implement peer support and technology-based interventions
to improve postpartum retention and clinical outcomes of women living with HIV.
Copyright © 2018 The Authons). Published by Waolters Kluwer Health, Inc.
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Treatment: caso clinico (1)

Eta: 45

Nazionalita: italiana
Scolarita: 8
disoccupata
divorziata

M e al corrente della sua sieropositivita dal 2000. Riferisce di avere
contratto il virus dell’HIV dal marito, attualmente defunto. Ha
assunto diverse terapie antiretrovirali manifestando una buona
risposta virologica, sebbene nel corso degli anni e dopo le due
gravidanze andate a buon fine (entrambi i figli negativi), non abbia
sempre avuto un’aderenza terapeutica adeguata a causa del suo
disturbo depressivo, che ciclicamente ritorna e incide sui suoi
comportamenti di salute. Richiede nuovo colloquio psicologico in
guanto recentemente manifesta difficolta nella deglutizione della
terapia (bolo isterico) con conseguente peggioramento della
compliance.



Treatment: caso clinico (2)

Nel corso del colloguio psicologico M riferisce di avere da poco
intensificato una relazione di coppia con un nuovo partner che,
sebbene abbia accettato senza problemi la sua condizione di
malattia, tuttavia manifesta comportamenti aggressivi e talvolta
anche violenti verso di lei, tanto da arrivare a picchiarla.

M ha due figli ed € gia nonna di tre nipoti che cura e aiuta
economicamente pure essendo disoccupata.

A seguito del definitivo trasferimento del compagno presso la sua
abitazione, M avrebbe nuovamente manifestato declino umorale
e comparsa di bolo isterico fino alla totale

sospensione dell’'assunzione della HAART.

Emerge in modo significativo il problema della mancata
elaborazione della propria condizione di malattia, vissuta come
una colpa e come una condizione di condanna tanto da ingaggiare
una relazione altamente disfunzionale col nuovo partner.



Recovery: verso il 4 90°

e Lasieropositivita nel ciclo di vita
e Il recupero del benessere psico fisico dopo la diagnosi

e Qualita della vita oggettivamente rilevata VS

soggettivamente percepita



Recovery: caso clinico (1)

Eta: 43

Nazionalita: italiana

Scolarita: 13 Occupata- nubile
G. € a conoscenza della sua sieropositivita da quasi 15 anni. Da sempre ha
manifestato un’ottima aderenza terapeutica e una viremia azzerata con
condizione clinica ottimale. Riferisce di avere contratto il virus da un suo
fidanzato che all’'epoca del contagio non sapeva di essere HIV positivo,
pertanto racconta da di non aver mai serbato per lui rancore e si ritiene
responsabile di essersi esposta al contagio. Sebbene abbia avuto diverse
difficolta nella gestione della sieropositivita nei primi tempi dalla diagnosi,
successivamente e riuscita ad avere 3 relazioni anche stabili con partner
sieronegativi con cui ha gestito in modo sereno la sua sieropositivita , sempre
comunicata dall’inizio del rapporto. Attualmente pero e single e vive da sola
nella sua abitazione che ha da poco acquistato vicino al posto di lavoro. G
dopo un ciclo di sedute di counselling psicologico effettuate circa due anni fa
richiesto da lei a seguito della separazione dall’ ultimo partner, richiede
recentemente nuovo colloquio lamentando lieve declino del tono umorale.




Recovery : caso clinico (2)

Nel corso del colloquio G riferisce di avere da poco ricevuto la proposta di
una promozione lavorativa che la porterebbe a lavorare 6 mesi all'anno
fuori Italia, comportandole anche un miglioramento dello stipendio, che
pero avrebbe rifiutato. Racconta di essere rimasta sorpresa
positivamente da questa notizia, ma che non avrebbe accettato per varie
ragioni, tra le quali quella di aver da poco una nuova relazione con un
uomo per cui non sentirebbe |'esigenza di fare un cambiamento cosi
radicale della sua vita. Relativamente alla relazione sentimentale racconta
che, come suo solito ha subito parlato al partner della sua sieropositivita
e che per adesso la gestione della stessa sembra non dare
preoccupazione.

Nonostante non ci sia nessun evento né sintomo che parli di un disagio, G
pero0 ha sentito l'esigenza di un colloquio psicologico di supporto
affermando testualmente che « dopo 15 anni a combattere per la mia
salute e perché la mia patologia non inficiasse la mia vita, sento di essere
riuscita in questa battaglia, tanto da avere una vita invidiabile sotto tutti i
punti di vista, forché uno : la memoria di quello che ho passato e il
desiderio che un giorno finalmente convivere con I’HIV non sia piu
sinonimo di discriminazione»



Conclusioni

La gestione della sieropositivita nelle dinamiche relazionali della
donna viene influenzate dalla sua condizione di iniquita sociale
tutt’ora presente

La condizione di disparita di genere incide sull’ accesso alle cure e
sull’esposizione al rischio

Il potere sociale e relazionale influiscono sulla capacita di
negoziazione di comportamenti sessuali sicuri

La sieropositivita assume il ruolo di cassa di risonanza della
condizione di iniquita sociale



Counselling per la Donna HIV

Obiettivi

Analisi variabili psicosociali
Individuazione delle criticita
Creazione di un Progetto terapeutico personalizzato

Finalita

Miglioramento dell’accesso alle cure e ai Programmi di
Prevenzione Primaria

Miglioramento dell’aderenza terapeutica

Miglioramento della qualita di vita soggettivamente
percepita

Riduzione del peso della disparita di genere sulla gestione
della sieropositivita
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