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“So that’s why | found PrEP to be safest way

to protect yourself”: exploring IPV experiences
and impact on HIV prevention among
pregnant and postpartum women in Cape
Town, South Africa

Amanda P. Miller"”, Sarah Schoetz Dean?, Lara Court*, Rufaro Mvududu®, Nyiko Mashele®, Nafisa J. Wara®,
Landon Myer®, Steven Shoptaw® and Dvora L. Joseph Davey?**>

Abstract

Intimate partner violence (IPV) occurs at alarmingly high rates towards pregnant women in South Africa.
Experiences of emotional, physical, and sexual IPV in pregnancy can adversely impact the health and safety

of mother and fetus. Furthermore, IPV is associated with increased risk of HIV, exacerbating the public health
impact of violence among pregnant women in this HIV endemic setting. In-depth understanding of cultural and
contextual drivers of experiences of IPV is a critical precursor to development of interventions effectively addressing
this issue among pregnant women in South Africa. The present study examines factors contributing to IPV among
pregnant women to identify potential points of intervention. We conducted twenty in-depth interviews with
postpartum women who used oral pre-exposure prophylaxis (PrEP) in pregnancy and reported recent experiences
of IPV and/or ongoing alcohol use in a township near Cape Town, South Africa that experiences a heavy burden

of both HIV and IPV. Interpretive thematic analysis was used. Several patterns of IPV during pregnancy were
identified and violence was frequently described as co-occurring with male partner alcohol use. A majority of
women referenced oral PrEP as their preferred method for HIV prevention, highlighting the agency and discretion it
provided as beneficial attributes for women experiencing IPV. Fear of judgement from peers for remaining with an
abusive partner and a lack of clear community messaging around IPV were identified as barriers to disclosure and
support-seeking. Addressing the lack of social support received by women experiencing IPV during pregnancy in
South Africa is essential to comprehensive IPV programming.
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Introduction

Gender-based violence refers to any violence perpetrated
on the basis of gender. Intimate partner violence (IPV),
the most prevalent form of gender-based violence, refers
to any behavior towards an intimate partner that leads to
harm, including emotional, verbal, physical and sexual
violence and other controlling behaviors (e.g. restricting
one’s movement and access to financial resources) [1].
Women in South Africa experience exceedingly high lev-
els of IPV with lifetime prevalence estimates ranging from
20 to 50% [2-5]. IPV can adversely impact both mental
and physical health: it can result in serious injury, and is
associated with mental health disorders (depression, anx-
iety and post-traumatic stress disorder) as well as long-
term health complications related to chronic exposure to
violence and stress [6—9]. IPV is also a risk factor for HIV
acquisition (through reduced ability to safely negotiate
condom use and forced sex). Among persons living with
HIV, IPV is associated with poor outcomes throughout
the HIV continuum [10, 11]. In its most severe form, IPV
can result in death. In South Africa, intimate femicide
accounts for more than half of all female murders (56%)
[12]. More than one in four women in South Africa expe-
riences IPV during pregnancy (25-35%) [13, 14]. In addi-
tion to the aforementioned risks, pregnant women who
experience IPV are more likely to have poor engagement
and retention in antenatal care, and experience adverse
birth outcomes as well as postpartum depression [7, 15,
16].

Patriarchal gender ideologies that uphold inequi-
table gender norms at both the dyad (intimate partner-
ship) and societal level underpin the high rates of IPV
observed in South Africa [17]. Extant research suggests
that hallmarks of hegemonic masculinity specifically (e.g.
exertion of force over intimate partners, use of violence,
substance use) are frequently endorsed and males and
females alike promote gender inequity and normalize
physical and sexual violence against women in intimate
partnerships [18, 19]. Contextually, much of this violence
occurs while one or both partners are under the influ-
ence of alcohol. Alcohol use has also been identified as a
means of coping with IPV victimization [20]. Pregnancy
and parenthood represent a uniquely stressful and chal-
lenging time for couples, suggesting that women who
experience IPV in pregnancy may experience additional
risk factors for violence [21, 22]. Understanding patterns
of IPV among pregnant women and identifying barriers
and supports for reducing violence in this population is
critical to the development of tailored effective evidence-
based IPV prevention programming.

Experiences of IPV are also intertwined with the HIV
epidemic in sub-Saharan Africa. HIV incidence and prev-
alence during the pregnancy and postpartum periods in
South Africa are exceedingly high [23, 24]. Pregnant and
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postpartum women who experience incident HIV infec-
tion also experience higher rates of onward transmis-
sion due to the high maternal viral load during the acute
phase of HIV infection [25], which can increase risk of
vertical HIV transmission across the placental barrier
or via breastmilk. While it is known that IPV is associ-
ated with HIV acquisition (e.g., through condomless sex
and sexual violence) [10, 26-28], its impact on HIV pre-
exposure prophylaxis (PrEP) use is understudied. Despite
its tremendous promise, and recent guidelines that advo-
cate for PrEP prescription and counseling for pregnant
women not living with HIV in South Africa [29], con-
tinuation and adherence is low [30]. Understanding how
IPV influences decision making around HIV prevention
(including use of biomedical prevention) among pregnant
women with characteristics associated with HIV acqui-
sition is important for intervention planning. The pres-
ent analysis qualitatively explores experiences of recent
IPV among pregnant women residing near Cape Town,
South Africa to identify potential points of intervention
and understand how IPV may impact their approach and
preferences towards HIV prevention, including oral PrEP
use.

Methods

Participants

The present study was nested within Pre-Exposure Pro-
phylaxis in Pregnant and Post-Partum Women (PrEP-PP)
study (Clinical Trial Reg: NCT03902418, 10/01/2019).
Methods of PrEP-PP have been described in detail previ-
ously [31]. In brief, pregnant women were recruited from
antenatal care between August 2019 and October 2021;
eligibility criteria included: 1)>16 years of age, 2) con-
firmed HIV-negative serostatus by a fourth-generation
antigen/antibody combination HIV test, 3) confirmed
pregnancy, 4) intention to remain in Cape Town through
the postpartum period, and 5) no contraindications to
oral PrEP. Study staff collected survey data and biological
specimens at baseline and three-month intervals through
postpartum. All participants were offered oral PrEP
(TDE/FTC); initiation was not a requirement for partici-
paton in the cohort.

We purposively sampled twenty participants from
PrEP-PP to participate in in-depth interviews. Design
and methods of this nested qualitative study have been
described elsewhere [32]. Briefly, baseline data from
PrEP-PP were used to identify participants with first-
hand experiences of IPV and/or alcohol use coupled with
PrEP use during pregnancy. Eligibility criteria included:
(1) initiated PrEP at first ANC visit and (2) reported
alcohol use during pregnancy and/or IPV in the past 12
months. Those selected and interested came to the clinic
for further screening. Informed consent was obtained
from all eligible subjects prior to participation in the
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in-depth interview. Ethical approval was obtained from
the Human Research Ethics Committee at the University
of Cape Town and the University of California, Los Ange-
les Institutional Review Board.

Procedures
Interviews were collected between September and
November of 2022 by a trained qualitative researcher. All
women were postpartum at the time of their interview.
Interviews were conducted in isiXhosa, the local lan-
guage, and audio recorded. Topics included (1) drivers
of IPV and perinatal alcohol use; (2) patterns of drinking
among pregnant and postpartum women in South Africa;
(3) decision making around HIV risk reduction; and (4)
reasons for PrEP continuation and adherence. Findings
around patterns and drivers of IPV and HIV risk and pre-
vention are presented below. Given the sensitive nature
of the topic and to minimize social distance between
participant and researcher, the interviewer was a young
South African woman who was also a mother herself.
Interviews were transcribed and translated into Eng-
lish by the interviewer and another South African female
researcher. Data were then www.dedoose.com coded
and analyzed in Dedoose (version 9.0.86) (www.dedoose.
com) by two researchers, with parallel double coding of
an initial batch of transcripts (n=4, 25%) done to ensure
consistent code application and iteratively refine the
codebook. Both deductive and inductive methods were
used for codebook development. After the fourth tran-
script was reconciled, the remaining transcripts were
coded. To facilitate intercoder reliability, these remaining
transcripts were independently coded by the same two
researchers, in conjunction with meetings to facilitate
reflexivity. The two primary analysts (APM and SSD are
both US-based female public health researchers). Analy-
sis activities were conducted by a diverse and multidisci-
plinary study team that was all female and predominately
South African with extensive IPV and maternal health
research experience in South Africa. A collaborative
team-wide meeting was held to discuss emergent themes
followed by subsequent rounds of data synthesis and dis-
cussion. Interpretive thematic analysis was performed
to understand our results [33]. Team meetings empha-
sized reflexivity, with discussion of positionality, personal
biases, and the wider social, political and historical con-
text. Steps were taken throughout the study to improve
the rigor of our work through application of the four
criteria for establishing trustworthiness [34]: depend-
ability (routine peer debriefs with the study team, audit
trail), credibility (use of initial parallel coding to ensure
code application consistency), confirmability (reflexivity)
and transferability (purposive sampling, contextualiza-
tion, thick description). Findings from this study were
very rich, precluding inclusion of all results in a single
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manuscript. We separated our analysis into two separate
manuscripts: the present paper and one focused on per-
ceptions of alcohol use in pregnancy.

Results

Interviews were conducted among twenty postpartum
women, all of whom reported safe and successful deliv-
eries (a requirement of continuation in the cohort post-
partum) and all of whom reported taking oral PrEP
during pregnancy (mean postpartum age=30.25 years,
SD=6.16) and 10% (n=2) of whom were still on PrEP at
the time of their interview. The majority of participants
(n=16, 80%) reported experiences of IPV within the past
12 months, with four in ten women (n=8, 40%) reporting
past year alcohol use and 20% reporting both, according
to data from their baseline study enrollment in PrEP-PP.
However, it is worth noting that additional participants
indicated experiences of recent IPV and/or alcohol use
during pregnancy at the time of their postpartum inter-
view. Results have been organized into the four most
salient emerging themes: (1) patterns of IPV during preg-
nancy (2) barriers to seeking support among those with
IPV experiences, (3) impact of IPV on HIV prevention
decision making, (4) PrEP use in the context of IPV.

Patterns of IPV during pregnancy and postpartum

Participants described experiences of verbal/emotional,
physical, and sexual IPV during, before and after preg-
nancy. Some women described a change in their relation-
ship dynamics (for better or worse) when they learned
they were pregnant. A couple of participants described
experiencing an increase in IPV (including some expe-
riencing IPV for the first time after learning they were
pregnant); one participant described an escalation of the
IPV she experienced from verbal/emotional IPV prior to
pregnancy to physical violence during pregnancy.

The abuse started when I was pregnant. I do have
a thought that says that he was abusing me before
that, I just wasn’t paying any attention [to it though]
and he wasn’t hitting me. He would say [abusive]
words, but I wouldn’t pay attention, or I wouldn’t
care...And then when he was being disrespectful,
he would be disrespectful with his family. And then
I thought, “you see here, I have no defender. I have
no family in Cape Town. I came here to work, and I
came to my friends. So let me try another way, but
before that, let me wait for my heart to have enough”
(28 years old, reported no alcohol use during preg-
nancy and recent IPV).

Others reported continued IPV and conflict, such as the
participant below, who described ongoing abuse during
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pregnancy which she felt was exacerbated by the effects
of her pregnancy hormones:

[My partner continued to hit me in pregnancy]... a
pregnant person’s hormones... 1 will provoke them
a lot more now, because I am pregnant, which is
the very thing he may not like, the very thing that
causes him to hit me. I am going to continue to say,
because perhaps I have less self-control. I will say
things like, “This is your habit, you want to kill this
child, hit me” You, see? If that’s something you did,
you will do it even more when you are pregnant,
because you can’t control yourself. Maybe you will
even recall ways he upset you in this past. (28 years
old, reported no alcohol use during pregnancy and
recent IPV)

For other participants, the abuse stopped during the
period of pregnancy. For some, IPV resumed post-par-
tum. In the instance below, the abuse then extended to
the child:

He didn’t abuse me while I was pregnant, he started
abusing me [again] after the child was born. He
started abusing when the child was two or three
weeks old. He [also] abused the child by taking the
child while he was asleep and threatening to shred
him to pieces with a saw and trying to throw him
out. People had to come to the rescue, I screamed,
and people came to the rescue. I told people that he
was taking the child and threatening to cut him into
pieces. (35 years old, reported no alcohol use during
pregnancy (*but discussed drinking throughout her
pregnancy when interviewed) and recent IPV)

Another participant described how her partner exerted
control over her through verbal abuse and humiliation.

He would say, “you are not fit to be a mother” You see
things like that. “I don’t know what kind of example
you are going to be for my child” And I would think
to myself, “what have I done wrong?” This other time,
like, I was wearing clothes, we were in the middle
of a fight. He said, “take everything that you are
wearing off, because it was bought with my money.”
I thought he was joking. He said, “girl, I am saying
take off my clothes that were bought with my money.”
But then there was no one around. I am telling you,
he made me undress and left me to be in my under-
wear. I was there, sitting. And then I tried to cover
myself with a blanket, he said, ‘don’t cover yourself,
stay right there, sit on that chair, just like that” (35
years old, reported no alcohol use during pregnancy
and recent IPV).
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Alcohol use emerged as a catalyst for IPV in several nar-
ratives. Here one participant describes how she experi-
enced IPV prior to learning she was pregnant and how
this violence only happened in the context of alcohol use:

He wouldn’t hit me randomly; he wouldn’t hit me
when we were hanging out just like this. It was when
we were drinking. We would drink together and then
we would fight and hit each other. I also fought back,
I wouldn’t sit back, I wouldn’t leave him. (23 years
old, reported no alcohol use during pregnancy and
recent IPV)

Experiences in seeking support among those experiencing
IPV

Among those experiencing IPV, reluctance to disclose
to friends and family was a recurring theme. There was
a general perception that if one disclosed the IPV they
experienced, friends or family would compel them to
leave the relationship. If they stayed, they would be
judged, a decision which carried stigma. This fostered a
sense of privacy around relationship dynamics to avoid
stigma and judgment from family and peers as described
by the woman below.

No, no I never told anyone [about the abuse]. My
problems are my problems. I solve them how I solve
them. The way they can be solved. And, people like
to judge, a person may come and judge you because
of your things, whilst maybe they may be experienc-
ing the same problem or an even bigger problem. So,
I chose to just keep quiet or solve my problems (22
years old, reported alcohol use during pregnancy
and recent IPV).

Women’s experiences in receiving support from the gen-
eral community around IPV were mixed. One woman
described an instance of witnesses standing by while her
partner beat her:

You know, let me tell you, in my street, they don’t
pay any mind to those things [violence], no ways.
Like they don’t have time for that, because, my boy-
friend once hit me. Like in the middle of the street
and he chased me. He kicked me in my face, like in
the street. Not a single person said anything, people
were just standing in their yards. Just like that. (22
years old, reported alcohol use during pregnancy
and recent IPV)

Another described community members intervening
to give her support after being hospitalized for abuse,
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explaining how she ultimately didn’t press charges against
her abuser as she had no money and nowhere to go:

[Community leaders] called the police the first
time it happened. The police took him and he got
arrested. And then on the second time, he was just
starting to hit me in front of people, the commu-
nity members hit him. And then third time, he hit
me so hard that I fainted for three days, while my
belly was this big. I came back, the doctor was going
to have him arrested. And then they called a social
worker for me, they said that I needed to wait for a
Social Worker before I got be discharged. And then
they would call the police. I said, “My doctor, I hear
you. You want to have him arrested. I won’t be able
to have him be arrested because I have no place to
live. Because even now, where will I go after I get
discharged from the hospital?” And then the doc-
tor said, “What are you saying? What is your con-
clusion?” I said, “no, I am not going to have him
arrested” And I stayed. (28 years old, reported no
alcohol use during pregnancy and recent IPV)

The unpredictability of community response to IPV (apa-
thy vs. intervention) may also influence women’s support
seeking behavior. One participant described indifference
when she tried to seek help at a local police station.

On this one occasion he took me out while his sister
was present, he wanted to sleep with me, and I didn’t
want to. He was forcing himself onto me. So, he hit
the lamp...and then he said, “Open the door and
leave!..I left that house; he had a metal rod with
him and he hit me with it. Even then, I tried to go
to the police station. My hope was that they would
take that metal rod away from him..When we got
there they said that we were not under their district,
we were under a different police station’s district
and that we should go to that police. But then that
police station was far, and it was at night. (35 years
old, reported no alcohol use during pregnancy (*but
discussed drinking throughout her pregnancy when
interviewed) and recent IPV)

Impact of IPV on ability to negotiate condom use

When asked how IPV impacted decision making around
HIV prevention nearly all participants indicated it was
a barrier. Participants described how fear of violence
impacted their ability to safely negotiate condom use.

I can say that it is not easy to ask for a condom when
someone is abusive. It is not easy to ask for a con-
dom when you are with someone like that. It is not

Page 5 of 10

easy. [...] It is the same as when you are afraid of
saying no to sex. For example, you may cross your
legs and say, “no, I don’t know want to” And he is
going to grip you violently and say, “Why? Who slept
with you?” You hear that. You eventually give in.
And now do you think I can casually say, ‘argh, let
me just go to the cupboard and grab a condom?”?(35
years old, reported no alcohol use during pregnancy
and recent IPV).

In particular, fear of being accused of infidelity for asking
to use a condom was mentioned as a barrier to use.

Abuse impacts [condom use], especially for people
like us, people who are married. Asking your hus-
band to use a condom is very difficult, because he
will say, “Why now? Do you have another partner?
Is that why you're asking us to use a condom?” (28
years old, reported no alcohol use during pregnancy
and recent IPV).

PrEP use in the context of IPV

In light of challenges related to condom use described
above, many of the women indicated that PrEP was
their preferred method of protecting themselves and
their baby from HIV in the context of IPV. The most fre-
quently cited reasons for initiating and adhering to PrEP
were uncertainty and suspicions regarding their partner’s
sexual behaviors outside of the partnership and wanting
to protect the health of their unborn baby (through HIV
prevention). Several women described how their partner
was more likely to cheat while they were pregnant (in
some cases this was suspected infidelity while in other
cases it was confirmed), serving as additional motivation
to initiate PrEP during this period.

What made me decide to take PrEP is because
I know that my partner really likes women a lot. 1
thought to myself, “You see, it’s going to become even
worse when I am pregnant” I had the thought that
you don’t have a high sex drive when you are preg-
nant. Well, that’s my experience, let me say, I don’t
have a high sex drive when I am pregnant. Perhaps
it is different for others. Okay a person will think,
‘okay then let me go and cheat” Even during the
period when you are raising your child, men really
like to cheat during that period, a lot of them. That'’s
why I thought that PrEP would work best for me. (35
years old, reported no alcohol use during pregnancy
and recent IPV)

This theme continued to present itself, even amongst par-
ticipants without reported IPV experiences, highlighting
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the universal unpredictability of both partner sexual
activity, unknown partner HIV serostatus as well as con-
dom use during pregnancy.

I was interested the moment they told me that PrEP
protects from HIV. Because I know that I could sit
and think that I don’t have another partner, but, 1
don’t know what my partner is doing. For example,
we live far from each other now and they are saying
that he has a girlfriend now. So, I said, “No, I want
PrEP” Because sometimes we don’t use a condom
and sometimes, we do. So, I can say to myself, “I
have one partner, all the while that partner is sleep-
ing with everyone in the community” (28 years old,
reported alcohol use during pregnancy and no recent
IPV).

PrEP was described by several participants as a way to
take control of one’s sexual and reproductive health when
their partner’s behaviors may increase their risk of inci-
dent HIV. One woman described how PrEP allowed her
to avoid conflict that might otherwise arise regarding
HIV prevention in her relationship.

He didn’t want to use condoms when 1 suggested
we use them. To the point where you are accused of
cheating [...] And then again, when you suggest going
to get tested together the response is, “I'm not sick.
Where is that coming from?” You are going to expe-
rience increased abuse when you talk about these
things [...] So that’s why I found PrEP to be safest
way to protect yourself. Because you just take your
pill, and you keep quiet. He would see the pills and 1
said to him, “these are PrEP pills, I am taking them
to protect myself and the child from viruses” (23
years old, reported no alcohol use during pregnancy
and recent IPV).

Several women chronicled experiences of IPV as a bar-
rier to optimal PrEP adherence. These reports included
descriptions of violence related to PrEP use, with one
account of a participants’ PrEP supply itself being
destroyed by an intimate partner due to the misinterpre-
tation of PrEP as antiretroviral therapy.

The first day I took PrEDB I took it home and just
put it there, alongside that piece of paper. There is
a piece of paper that you get. I don’t know where I
had left to, but the moment I got back he said, “All
this time you have HIV?” Whack, whack, whack....
It turns out that he didn’t read the information
sheet properly, he didn’t read the whole thing I
think he just saw the words, “when you have HIV”
He shouted, “here are the pills to prove it” He took
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them and poured them into the bucket. (28 years
old, reported no alcohol use during pregnancy and
recent IPV)

Another participant expressed anticipating accusations
of infidelity related to PrEP use, citing that she refrained
from disclosing her decision to initiate PrEP out of fear
her partner would falsely speculate intentions of having
multiple sexual partners.

There are some people that you see and just think,
“You see this one? If I tell him that I am HIV positive
or for example, if I tell them that I am using PrEP.
You can tell that he will question why you are using
PrEP. He will assume that it means you are plan-
ning to cheat” So that means that I couldn’t tell my
boyfriend that I am using PrED, because it is going to
look like I am doing other things.... because I know
him and he doesn’t live here, when I really think
about it, it is just an assumption, because I don’t
know how he would react, because I haven’t actu-
ally told him, but, to him, it is going to look like I am
planning to cheat. (31 years old, reported no alcohol
use during pregnancy and recent IPV)

Still, for most women, PrEP was described as a useful and
convenient HIV prevention strategy for someone experi-
encing IPV, especially among those that also engaged in
heavy alcohol use, as described by one participant who
highlighted its privacy and autonomy as providing peace
of mind to those consuming alcohol.

You see [PrEP], it is also good for those who drink.
They can think, “Oh okay, I know that you don’t
want a condom, or a condom is unavailable or put-
ting on mine will take too long. Let me just take my
pill” And then relax. They can come with their force-
ful energy you know that you will be very relaxed.
And then you wake up the next day and you take
your PrEP. You don’t have to discuss anything with
anyone, it is easy, you are relaxed. (35 years old,
reported no alcohol use during pregnancy and recent
IPV)

Among women engaging in alcohol use, some noted how
alcohol heightened their forgetfulness, muddling the typ-
ical orderliness of their PrEP routine. Others mentioned
an aversion to mixing alcohol and medication, with expe-
riences of delaying or intentionally skipping doses due to
alcohol consumption varying by participant:

Sometimes, I would be in the groove and not have
time to drink it [PrEP]...or be drinking and just
think to myself I don’t want to mix the medication
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and alcohol. (22 years old, reported no alcohol use
during pregnancy and recent IPV)

Overall, participants seemed aware of their risk of HIV
infection and recognized barriers to utilizing traditional
HIV prevention methods in their relationship. PrEP was
viewed as a female centered way to protect themselves
and their baby.

Discussion

Our qualitative findings enhance the understanding of
cultural, social, and individual factors shaping experi-
ences of IPV among pregnant or postpartum women in
Cape Town, South Africa. Descriptions of IPV among
participants were diverse with respect to timing (occur-
ring before, during or after pregnancy) as well as pattern
(continued vs. discontinued during pregnancy and post-
partum timeframes), emphasizing the heterogeneous
nature of IPV events within this population. Participants
highlighted how IPV experiences present challenges to
using condoms as HIV prevention during this unique
developmental period in the lifespan for women. Given
South Africa’s staggering rates of IPV victimization
among women combined with its high incidence of HIV,
better understanding both the dynamics of IPV experi-
ences as well as prevention preferences among pregnant
or postpartum women can inform provider and policy
approaches to supporting this population’s HIV preven-
tion preferences.

Consistent with existing literature, many participants
viewed IPV as consequential to their HIV prevention
efforts, particularly regarding the safe negotiation of con-
dom use with a partner [35]. While physical and sexual
IPV are widely recognized as barriers to condom use
regardless of pregnancy status, pregnant women face an
additional challenge of convincing their partner(s) to use
a condom under circumstances where there is no risk of
pregnancy and therefore no need of pregnancy preven-
tion [36]. This challenge, coupled with knowledge of
unknown partner sexual activity and unknown partner
HIV serostatus during the pregnancy and postpartum
periods, was frequently tethered to participant expla-
nations of oral PrEP preferred HIV prevention method
(which women had control over) as compared to condom
use which is dependent on the male partner’s agreement.
PrEP attributes such as confidentiality (can be taken
discreetly) and empowerment (through sexual health
agency) were enthusiastically and explicitly noted by
almost all postpartum women reporting experiences of
IPV in our study.

Despite high acceptability, results from prior studies
highlighting IPV’s influence on female PrEP engagement
are mixed, suggesting IPV may act as both a facilitator
and barrier to PrEP use among women [37-39]. While
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some study participants referenced PrEP as a tool which
minimizes conflict, several others cited experiences or
fears of violence negatively impacting their decisions or
ability to use PrEP, supporting this incongruity. Relatedly,
research among women living with HIV have thus far
indicated that experiences of IPV may obstruct uptake,
continuation, or adherence of ART [9, 10, 40]. Challenges
related to PrEP use in this population, coupled with sub-
optimal adherence [30] and uncertainty around partner
serostatus underscore the importance of engaging male
partners of pregnant women in HIV testing services.
Couples HIV testing, in this case, through antenatal care,
offers an entry point for male partners to enter the test
and treat cascade and should continue to be a priority in
this setting.

Additional maternal incentives to prevent HIV acquisi-
tion during pregnancy or postpartum periods may serve
as a key component in the relationship between experi-
ences of IPV and PrEP engagement. Recent analysis from
our parent study revealed alcohol use prior to pregnancy
(hazardous or any) was associated with increased engage-
ment in HIV risk behaviors as well as increased odds of
early PrEP continuation and adherence among those ini-
tiating PrEP [30]. Our forthcoming companion qualita-
tive manuscript corroborated that women who reported
alcohol use in pregnancy found oral PrEP to be a more
reliable method of HIV prevention than having to engage
in preventative efforts in the moment (while under the
influence of alcohol) [32]. Collectively, this body of work
suggests that mothers are highly motivated to protect
themselves and their child as well as keenly aware of
cumulative and increased risk during pregnancy (e.g.,
limited capacity for consistent condom use or partner's
unknown sexual activity), indicating that oral PrEP may
better facilitate optimal HIV prevention in contrast to
condom use in this population.

Many of the postpartum women in our study reported
some level of alcohol use during pregnancy, some of
which referenced partner or self-consumption of alcohol
as influential to their HIV prevention program. Beyond
co-existing as individual risk factors for HIV, evidence
suggests alcohol use and IPV behave synergistically, fur-
ther augmenting a woman’s vulnerability to HIV acquisi-
tion [41]. Findings from PrEP-PP [42] as well as a large
body of extant literature [20, 43] suggest that alcohol
use may be a coping mechanism as well as precursor to
experiences of partner violence This knowledge may offer
clarity regarding participant’s references of “planning
ahead” as far as PrEP regimen in the context of alcohol
consumption, underscoring the acceptability and com-
patibility of PrEP among women confronting multiple,
overlapping HIV risk factors.

There have been great strides within South Africa
over recent decades related to gender equity and
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empowerment attributable to legislation reform and
community mobilization. IPV, however, remains one
of South Africa’s public health priorities, as observed
by its severe prevalence and burden of disease, second
only to HIV [17, 44]. IPV sits adjacent to harmful gen-
der and social norms, making disclosure of experiences
challenging for many. And yet, a duality was described
where violence was both normalized and tolerated on
a societal level while women also felt the expectation
was that they should actively remove themselves from
a violent relationship if they recognized they were in
one. This expectation places a tremendous burden on
the victim; especially if they happen to be pregnant and
economically dependent on their male partner. This was
emphasized in our sample, as several women anticipated
judgment from peers as well as a deficit in consistent and
supportive community messaging around IPV. Unmet
needs, limited access to resources and resulting health
consequences observed among South African women
underscore the urgency for implementation of universal
IPV screening and referral for services, even among those
not disclosing IPV. Evidence from the MTN-020 trial,
conducted in four sub-Saharan African countries includ-
ing South Africa, suggests that development of tailored
standard operating procedures to improve training and
service delivery around an IPV response in the context
of PrEP delivery can benefit both providers and patients
[45]. Furthermore, integration of such services into HIV
counseling and testing (as a precursor to PrEP initiation)
was found to be acceptable and feasible among multi-
level stakeholders (including patients) in South Africa,
an approach which would expand reach beyond those
indicating an interest in PrEP [46]. Beyond screening, the
development of comprehensive psychosocial or legal sup-
port programming, such as through peer navigation or
mentorship, may be a most salient approach. Given the
interrelated and bidirectional relationship between alco-
hol use, IPV and poor mental health, and the potential
impact of these issues on PrEP initiation and adherence,
screening for, counseling and referral to support services
should be comprehensive, addressing all three health
issues. Integration of such counseling may require pro-
vider training to support provider readiness and ensure
counseling approaches are evidence-based. However,
the evidence base on the impact of such IPV training
programs on provider attitudes and screening behaviors
have been inconclusive and comes entirely from high and
middle income countries [47].

While addressing IPV as an epidemic requires broad
and complex strategies, pregnant and postpartum
women experiencing IPV may be an ideal population
for PrEP intervention. Given the increased and regular
engagement in the healthcare system during this period,
antenatal settings offer an opportunity for safe and
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effective counseling regarding risk reduction and HIV
prevention. In order to tailor PrEP options to the needs
and preferences of pregnant women, it is imperative
that this population be included in clinical trials of novel
PrEP modalities [48]. For example, long-acting injectable
cabotegravir (CAB-LA) may provide greater discretion in
comparison to oral PrEP, thereby further reducing expe-
riences of violence related to PrEP disclosure and HIV
prevention [49, 50].

Our study has strengths and limitations. All interviews
were conducted postpartum, which may have influenced
participant recall and reporting. We theorize, however,
that as the sample included only those with safe and suc-
cessful birth outcomes, this temporal shift in perspective
may have actually increased transparency of our find-
ings. Secondly, due to our study’s qualitative form and
primarily urban sample, findings may not necessarily
apply to other pregnant and postpartum women across
and beyond South Africa. However, our ability to identify
and recruit women from the established PrEP-PP cohort,
allowed for engagement of an incredibly vulnerable pop-
ulation. Building upon the existing trust and relationship
these participants had with research staff, we were able to
engage participants in conversation around highly sensi-
tive and stigmatized topics.

Conclusion

Findings illustrate the complexities regarding IPV
dynamics (precursors, duration, intensity) among South
African women during pregnancy and postpartum,
emphasizing both the breadth of the issue as well as the
need for tailored, multiprong solutions to address vio-
lence in this population. As evidenced by our study and
a growing body of literature, experiences of IPV victim-
ization often continue into pregnancy and postpartum
periods, making this population a priority for both IPV
and HIV prevention intervention. Comprehensive strate-
gies acknowledging and engaging peer networks, as well
as improved protocols specific to screening and referrals,
may be pivotal in achieving necessary change. Descrip-
tions of oral PrEP as a preferred HIV prevention method
in the context of IPV victimization during pregnancy
further emphasizes the need to ensure oral PrEP’s wide-
spread accessibility as well as the inclusion of pregnant
and postpartum women to emerging, long-acting HIV
prevention modalities.
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