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Abstract

The aim of the study was to determine the prevalence of intimate partner violence (IPV) and
associated factors among pregnant HIV-infected women in primary health care facilities in
Nkangala and Gert Sibande districts, Mpumalanga, South Africa. Participants were 673 women
who were, on average, 28.39 + 5.73 years old. Data were collected through Audio Computer
Assisted Self Interview (ACASI), and analysed using the IBM Statistical Package for Social
Sciences (SPSS). Overall, 56.3% reported having experienced either psychological or physical
IPV, and 19.6% reported physical IPV. In logistic multivariable regression analyses, higher levels
of depressive symptoms and greater perceived stigma were associated with combined physical and
psychological IPV. Psychological IPV and physical IPV were also individually associated with
greater perceived stigma and higher levels of depressive symptoms. The design and
implementation of evidence-informed interventions that can empower and protect HIV-infected
pregnant women from IPV is essential to managing their health-related quality of life.
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Introduction

Research studies in Kenya, the United States, South Africa and Tanzania have suggested a
link between HIV infection and women’s experience of intimate partner violence (IPV)
(Maman et al., 2002; Dunkle et al., 2004; Gielen et al., 2007; Sareen et al., 2009; Shi,
Kouyoumdjian & Dushoff, 2013). Gender inequality has been cited as an underlying factor
for both women’s risk of IPV and HIV, and the associations between them (Jewkes et al.,
2003; UNAIDS, 2012). In addition, poverty and lack of access to education increase
vulnerability to HIV infection among women. The antecedents of IPV among HIV-infected
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women are in need of further study in low-resource settings like South Africa that carry a
higher risk of interpersonal violence.

Studies conducted in Africa among HIV-infected women have reported IPV as a result of
HIV disclosure (Hyginus et al., 2012; Shamu et al., 2014). A review of 17 studies (15 in sub-
Saharan Africa and two from Southeast Asia) indicated that between 3.5% and 14.6% of
women reported experiencing a violent reaction from a partner following disclosure (Medley
et al., 2004). In South Africa, HIV-infected women in sero-discordant couples were the most
likely to experience violence (Grinstead, Gregorich, Choi, & Coates, 2001). While IPV can
lead to HIV-infection risk in women (Jewkes et al., 2010; Kouyoumdjian et al., 2013), it is
also reported to be a cause of violence among women (Hyginus et al., 2012; Shamu et al.,
2014), and the prevalence of IPV has been noted to be higher in HIV-infected women than
among HIV-negative women (Maman et al., 2002; Fonck, Els, Kidula, Ndinya-Achola, &
Temmerman, 2005; Ntanganira et al., 2008). HIV-infected women are at increased risk of all
forms of violence, but predominantly physical, sexual and emotional violence (Hale &
Vazquez, 2011, in Aryal, Regmi, & Mudwari, 2012).

IPV among pregnant women is even more dangerous, and has been associated with adverse
maternal and infant-health effects (Devries et al., 2010). Similarly, the combination of IPV
and HIV infection may result in even greater adverse consequences among pregnant women.
Among HIV-infected pregnant women in Nigeria, 32.5% reported IPV in 2012, with
psychological violence being the most common, and physical violence the least often form
reported (27.5%, 5.9%, respectively) (Ezeanochie et al., 2011). A similar study in 2009
found 65.8% of pregnant, HIV-infected Nigerian women reported abuse, verbal abuse
(51.7%), threats of violence (22.9%), and sexual deprivation (21.5%) (Ezechi et al., 2009).
Studies on IPV have typically focused on pregnant women (Shamu et al., 2011; Peltzer et
al., 2011; Hyginus et al., 2012) or HIV-infected women (Peltzer et al., 2013b); fewer studies
have focused on the combination of IPV during pregnancy among HIV-infected women,
particularly those in rural areas (e.g. Shamu, Abrahams, Temmerman, Musekiwa, &
Zarowsky, 2011; Peltzer et al., 2013a). In South Africa’s rural Mpumalanga province, in
Nkangala district, 11.6% of HIV-infected pregnant women reported physical abuse by their
partner in the previous six months in comparison to HIV-negative women (7.8%) (data
reanalysed, Matseke et al., 2012). In a similar study in Mpumalanga, many HIV-infected
pregnant women reported verbal aggression (67.1%), minor violence (31.6%) and severe
violence (18.1%) in the past month during face-to-face interviews (data reanalysed, Peltzer
et al., 2013b). These studies point to the potentially high rates of physical violence during
pregnancy in this population.

Factors associated with IPV among HIV-infected pregnant women have been identified as
multiparous having an HIV-positive child, the experience of violence before they were
diagnosed with HIV, having partners without post-secondary education (Ezeanochie et al.,
2011), having an HIV-negative partner (Ezechi et al., 2009), and lower likelihood of
disclosure (Makin et al., 2008). The dangers inherent in IPV during pregnancy (e.g.
premature birth), especially among high-risk pregnancies in HIV-infected women, make
identification of factors that may predict and prevent IPV an urgent priority. This study
aimed to determine the prevalence and determinants of intimate partner violence among
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pregnant HIV-infected women in primary health care facilities in rural Mpumalanga, South
Africa. We hypothesised that women newly diagnosed with HIV who had not disclosed their
serostatus would be more likely to report IPV and to report greater perceived HIV-related
stigma. We further speculated that women reporting IPV would be less likely to have male
partners involved in their pregnancy.

Participants and setting

Participants were 673 HIV-positive pregnant women in South Africa recruited during the
baseline phase of Protect Your Family, a clinic-randomised, controlled trial designed to test
the effectiveness of a behavioural intervention aimed at increasing prevention-of-mother-to-
child-transmission (PMTCT) uptake, family planning and male partner participation in the
antenatal and postnatal process in 12 community health centres in Gert Sibande and
Nkangala districts in Mpumalanga province, South Africa (Jones et al., 2014). Both newly
diagnosed (7= 365) and previously diagnosed women (/7= 308) were recruited (see Tables
la and 1b). Newly diagnosed women had received pre- and post-HIV counselling and testing
(HCT) per the South African PMTCT protocol, and referral for immediate CD4 assessment
and antiretroviral therapy (ART). As such, eligible women candidates were referred to the
study assessor by PMTCT/HCT staff post-HIV testing and referral for treatment. Consistent
with the design of the main study, only seropositive women with partners were invited to
participate in the study, although their partners were not enrolled. Additional inclusion
criteria included participants from 18 years or older, and candidates who did not meet these
criteria were not eligible to participate. Interested participants were offered an appointment,
and enrolled after providing informed consent.

Sample characteristics

Participants were adult (18 years or older), HIV-infected women with male partners,
although male partners were not enrolled. On average, the women were 17.8 weeks pregnant
with a range of 6 to 30 weeks. Of the 709 HIV-infected pregnant women invited to
participate in the study, eight declined, and 28 (3.8%) had unusable data due to technical
difficulties or protocol deviation. As such, the final sample consisted of data from 673
participants, yielding a response rate of 94.9% [95% CI 93.2, 96.5].

Participants were, on average, 28.4 + 5.7 years old, and most (49.6%) had completed at least
10 to 11 years of education. The majority (78.3%) of the women were unemployed and had
a monthly income of less than 949 ZAR (~US$76; 67.7%). Although all participants had a
partner, the majority (81.4%) of the women were not married. Nearly two-thirds (65.9%) of
participants reported that their partner was HIV infected. Most (79.3%) of the women had at
least one child, and 90.5% reported that their children were HIV uninfected.

The majority (72.1%) of participants reported that they had disclosed their HIV status to
someone, although disclosure to their partner was much lower, 58.4%. On average, the
women had been diagnosed with HIV for 23.15 + 36.80 months and had been on ART for
13.00 + 23.87 months. Further details on demographic characteristics and description of
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demographic comparisons of women who reported not having experienced IPV as opposed
to those who reported experiencing IPV are reported in Table 1a. Comparisons between
women who reported experiencing psychological or physical IPV, on the other hand, are
presented in Table 1b.

Procedure

Permission for the study was granted by the Human Sciences Research Council (HSRC)
Ethics Review Committee, Mpumalanga Province Department of Health Research and
Ethics Committee, and the University of Miami Human Subjects Research office.
Participants consented to the study. All the participants completed measures in their
preferred language (English, Zulu, or Sotho) using the Questionnaire Development System’s
(QDS) Audio Computer-Assisted Self-Interview (ACASI) software in order to enhance
disclosure and accommodate all levels of literacy. To familiarise participants with the
software, assessors completed the demographic component of the questionnaire with
participants prior to completion of all other assessments. In addition, an on-site assessor was
available at all times to answer any questions.

A physician, clinic officer, counsellor or other trained health care provider at each clinic was
available to immediately evaluate participants who disclosed experiencing serious
depression or thoughts of self-harm. After assessing the level of risk, if so deemed by the
provider, the participant was referred for further assessment and/or hospitalisation, or, if not
in immediate danger of harming herself, was referred for outpatient counselling/treatment.
Community health centres had access times to licensed psychiatric nurses and social
workers, as well as psychiatrists and clinical psychologists at the associated district hospital.

Measures

Socio-demographics, and HIV-related questions—~Participants responded to
demographic questions, including age, education, income, employment status, number of
children, planned pregnancy, alcohol use, condom use at last sex, time since HIV diagnosis,
and time since ART initiation.

Depression—The Edinburgh Postnatal Depression Scale 10 (EPDS-10; Cox et al., 1987)
was used to assess depression. The EDPS-10 is a 10-item instrument asking participants to
rate how often they have experienced different symptoms associated with depression in the
past seven days. Scores range from 0 to 30, the validated cut-off score for South African
populations is 12 (Lawrie, Hofmeyr, de Jager & Berk, 1998). Cronbach’s alpha for the
EDPS-10 scale was 0.75 in this study sample, showing adequate internal consistency, as in
prior research in South Africa (Peltzer & Shikwane, 2011).

Disclosure—HIV serostatus disclosure was assessed using an adapted version of the
Disclosure Scale (Visser et al., 2008), assessing disclosure among sexual partners and family
members during pregnancy, as well as factors associated with disclosure. For this study, only
responses regarding the participant’s disclosure to anyone and her partner were used.
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Intimate partner violence (IPV)—IPV was assessed using an adaptation of the Conflict
Tactics Scale 18 (CTS-18; Straus et al., 1979), which assesses reasoning, psychological
aggression, and mild and severe physical aggression through the use of different subscales.
Respondents indicated the number of times in the past six months their partner had engaged
in specific behaviours using a scale of O (never) to 6 (more than 20 times). Scores on the
reasoning subscale range from 0 to 18, with higher scores indicating their partner more
frequently used reasoning techniques during conflict resolution. The psychological
aggression subscale scores range from 0 to 42, such that higher scores indicated that their
partner had engaged in more frequent acts of psychological aggression. Similarly, the
combined totals of mild and severe physical aggression subscales scores range from 0 to 48,
such that higher scores indicated that their partner engaged in more frequent physical
aggression. In this study, only the severe physical aggression totals were considered, and
were dichotomised into a score of 0 if reporting no physical aggression, and 1 if reporting
any form of physical aggression. Internal reliability was adequate for the reasoning and
psychological aggression subscales (. = 0.70 and a = 0.83, respectively), and excellent for
physical aggression (a = 0.91).

Male involvement—Male involvement was assessed using a Male Involvement Index
(Jones et al., 2014), comprised of 11 items related to the participant’s partner’s involvement
in the antenatal period. Questions included ‘Does your male partner attend antenatal care
visits with you?’, and ‘Have you discussed antenatal HIV prevention for your baby with
your male partner?’ Participants responded to each item as 1 ()es) or 0 (n0), and scores
ranged from 0 to 11. Cronbach’s alpha was 0.84 in this sample.

Stigma—The AIDS-Related Stigma Scale (ARSS; Kalichman et al., 2005) was used to
measure internalised stigma. The ARSS is a nine-item scale, and some items include ‘People
who have AIDS are dirty’ and ‘People who have AIDS should be ashamed’, which are rated
dichotomously using a score of 0 “disagree’ or 1 “‘agree’. Scores range from 0 to 9, such that
higher scores suggest a higher degree of stigma. Adequate internal reliability (a = 0.75) for
this scale has been reported in previous research in South Africa (Kalichman et al., 2005).
The reversed coded item (‘It is safe for people who have AIDS to work with children’) was
removed from the total score given the scale’s poor internal reliability (a = 0.58) with its
inclusion. Excluding that item, reliability was adequate (a = 0.74).

Data analysis

Descriptive statistics were used to analyse demographic and psychosocial characteristics,
and 95% confidence intervals with 1 000 bootstrap samples were used to determine the
prevalence of IPV. Given the severe positive skew of the psychological and physical
aggression variables, scores were dichotomised into values of O if the participant had a total
score of 0, and 1 if her score was 1 or greater. A combined total of psychological and
physical aggression scores was also computed and scores were dichotomised in a similar
manner. Then, to compare the groups of women that had experienced IPV (combined
physical and psychological IPV) versus those that had not, ~tests—or its nonparametric
alternative, the Mann Whitney test—and chi-square tests were used. Similar comparisons
were conducted to identify group differences between women that reported experiencing
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psychological IPV and physical IPV. Lastly, three separate logistic regression models were
developed using IPV (combined, physical, and psychological) as the dichotomous outcome
variable, using variables significant at p < 0.10 as predictors. A cut-off of p< 0.05 level was
used as the threshold for significance. IBM Statistical Package for the Social Sciences
(SPSS, 2013) v22 for Windows was used to conduct the analyses.

Prevalence of intimate partner violence

Overall, 56.3% [95% CI 52.6, 60.2] reported having experienced either psychological or
physical IPV. With regard to psychological IPV, 55.1% [95% CI 51.3, 58.8%] of participants
reported having experienced psychological IPV. Physical IPV, on the other hand, was
reported by 19.6% [95% CI 16.6, 22.6] of the women. Further details of specific behaviours
reported by the women on the CTS subscales is reported in Table 2.

Bivariate and multivariable associations with intimate partner violence

In bivariate analyses, higher levels of depressive symptoms, higher stigma and decreased
male involvement were associated with combined psychological and physical IPV. Younger
age, unwanted pregnancy, higher levels of depressive symptoms, more frequent use of
alcohol, higher stigma, and decreased male involvement were associated with psychological
IPV in bivariate analyses. Lastly, in bivariate analyses, having children, unwanted
pregnancy, higher levels of depressive symptoms, more frequent use of alcohol, higher
stigma, and decreased male involvement were associated with physical IPV.

In logistic multivariable regression analyses, increased depression and higher stigma were
associated with combined physical and psychological 1PV, after controlling for age, planned
pregnancy, alcohol use and male involvement. Psychological IPV was also associated with
higher endorsement of stigma and depression in the multivariable model, after controlling
for age, planned pregnancy, alcohol use, and male involvement. Similarly, for the physical
IPV multivariable model, higher levels of depression and stigma were associated with
physical IPV after controlling for number of children, unplanned pregnancy, time since
diagnosis, alcohol use, and male involvement. Further description of all three multivariable
models is presented in Table 3.

Discussion

This study of HIV-infected pregnant women in a rural setting designed to identify
determinants of IPV was characterised by high levels of IPV. As hypothesised, women
reporting IPV were less likely to have male partners involved in the pregnancy, and to report
greater perceived stigma. Both HIV-related stigma and depression were predictors of IPV,
such that an increase in stigma and depression were associated with an increase in any type
of IPV, as well as in all types of IPV combined. Surprisingly, neither recency of HIV
diagnosis, nor HIV disclosure was associated with IPV.

The prevalence of IPV identified in this study is similar to rates found in Nigeria (Ezechi et
al., 2009; Ezeanochie et al., 2011). This finding reflects previous studies suggesting that it is
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typical of women in rural settings to report more IPV experiences compared to those in
urban areas (Shannon et al., 2015). Rates of both psychological and physical IPV were
higher than previously reported in a sample of pregnant HIV-infected women in primary
health care facilities in the same region of South Africa (data reanalysed, Matseke et al.,
2012), but were similar to another study in community health centres in this region (data
reanalysed, Peltzer et al., 2013a). Other studies in South Africa (Phaswana-Mafuya et al.,
2009; Matseke et al., 2012) using paper questionnaires have found lower IPV prevalence
rates among HIV-positive pregnant women. This variability is not surprising, as reporting
may vary when using face-to-face interviews; the current study utilised computerised
questionnaires to provide privacy to participants enabling disclosure of sensitive information
such as IPV.

Both physical and psychological IPV were associated with higher levels of depressive
symptoms in this study. This finding is consistent with other studies that identified an
association between IPV and adverse mental health outcomes such as depression (Hartley et
al., 2011; Peltzer et al., 2013b; Stewart et al., 2014; Shannon et al., 2015). The combination
of IPV, HIV infection and poor living conditions may contribute an additional burden to the
lives of pregnant women, compromising their mental health status, accounting for almost
half of the women in this study reporting symptoms of depression. Bearing in mind that
slightly more than half of the women in this study reported having experienced
psychological IPV, it is not surprising that most of these women also reported having
experienced depressive symptoms. Similarly, internalised stigma reported may be related to
depression. Although there is limited literature regarding the association of internalised
stigma to IPV, reports indicate a strong relationship between both physical and
psychological IPV and internalised stigma. Given that the study data is not longitudinal, it is
not possible to ascribe a predictive relationship between internalised stigma and IPV, which
may in part account for the lack of association between recency of HIV diagnosis and
disclosure with IPV. It can be conjectured that women participating in this study may
harbour stigmatising beliefs about their HIV infection and/or partners may have responded
to their HIV diagnoses negatively, as has been noted in previous studies (e.g. Medley et al.,
2004; Hyginus et al., 2012; Shamu et al., 2014). Clearly, the stigma remains associated with
HIV on a community-wide scale and efforts to reduce HIV-related stigma must continue.

Although not predictive of IPV, several factors were associated with increased IPV, including
a decrease in male partners’ involvement in pregnancy, unwanted pregnancy and increased
alcohol use. These relationships highlight the importance of reducing IPV, as current
PMTCT guidelines promote male involvement in pregnancy to enhance maternal adherence
and retention in care. Similarly, greater male involvement in pregnancy increases the
potential for the uptake of safer conception strategies and long-term contraception methods.
Finally, the association between alcohol use and IPV accentuates the need for targeted men’s
programmes to reduce IPV, including men’s groups and legal consequences for IPV.
Additionally, provisions must be in place and implemented at the community level to inform
women about how to avoid and respond to IPV when it occurs.
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Implications for the design of IPV prevention interventions with women living with HIV

Gender inequality has been cited as an underlying factor in both women’s risk of IPV and
HIV, and the associations between them (UNAIDS, 2012) and the high IPV prevalence in
this study may be partly explained by the low socio-economic status of most women in the
study. The results of this study reflect the poor living conditions (78.3% unemployed and a
monthly income of less than 949 ZAR; 67.7%) experienced by women in rural South Africa.
It has been theorised that rural poverty is associated with IPV as it may cause women to feel
stuck in harmful relationships due to limited options for gaining financial freedom (Shannon
et al., 2015). Promoting gender equality, including equal access to education and
employment of women is of great importance in improving their socio-economic status. The
majority (81.4%) of the women in this study were not married, although they had a partner,
and neither marital status nor socio-economic status was associated with IPV in the current
study, in contrast with earlier research (Shannon et al., 2015). In previous studies, both low
socio-economic status and single marital status were related to increased risk of IPV
(Shannon et al., 2015), while marriage and high socioeconomic status have been associated
with reduced risk of IPV (Abramsky et al., 2011, in Shannon et al., 2015). This study’s
results may reflect the relatively low income of the majority of participants, and the lack of
variability of the overall sample.

Conclusion

In conclusion, the extent of IPV among HIV-infected pregnant women in rural and urban
South Africa underscores the need for community-based prevention interventions. Although
the factors associated with IPV can be utilised to inform appropriate intervention strategies,
IPV appears to be widespread and in need of immediate action. Implementation of
multidimensional interventions that can empower and protect HIV-infected pregnant women
against partner violence in South Africa is essential.
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