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Abstract

Background: Intimate partner violence (IPV) is a significant public health issue globally. Intimate partner violence predominantly constitutes violence against women, and when it occurs during pregnancy, it can have severe consequences for both the mother and the baby.

Method: A quantitative descriptive study design was used to collect data from a sample of 277 participants using a survey questionnaire. The survey was administered during participants’ first antenatal visit at Rethabile Health Centre, in Limpopo, South Africa.

Results: Twenty-two of the 277 participants (7.94%) indicated that they experienced IPV during their lifetime, 10 participants (3.6%) were abused during the past year, and four (1.4%) were abused during their current pregnancy. There were statistically significant associations between IPV and comorbidities such as hypertension (HPT) and diabetes. Low birth weight during the previous pregnancy and unintended pregnancies were also significantly more prevalent in women who experienced IPV.

Conclusion: Intimate partner violence during pregnancy is prevalent globally, affecting approximately 9.2% of pregnant women. In our study, 7.9% of the participants reported that they experienced IPV in their lifetime. A culturally and legally appropriate assessment tool must be developed for SA, including an expanded classification of marital status for the tool and research questionnaires where marital status is of importance as in IPV.

Contribution: Although our study indicated a lower-than-expected rate of IPV during pregnancy, statistically significant associations were found between IPV and comorbidities such as HPT and diabetes, as well as low birth weight during the previous pregnancy and unintended pregnancies, which warrant further research.
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Introduction

Intimate partner violence (IPV) is a serious public health issue with lasting health implications.1 The IPV refers to behaviour by an intimate partner or ex-partner that causes physical, sexual or psychological harm. This includes physical aggression, sexual coercion, psychological abuse and controlling behaviours.2 The World Health Organization (WHO) states that a third of women experience violence during their lives, mostly IPV.2 The WHO also estimates that 27% of women between the ages of 15 and 49 experience violence perpetrated by their intimate partners, both physically and sexually, while in a relationship.2 In a survey conducted in sub-Saharan Africa, 46% of women in Uganda, 69% in Tanzania, and 40% in Zambia experienced physical violence frequently.1 South Africa has the highest rates of femicide globally, with half of murdered women being killed by their intimate partners.3 A nationwide survey that included all the provinces, suggested an IPV lifetime incidence of 13.1%.4

The IPV is mostly emotional and psychological, although physical and sexual abuse are also prevalent. A study conducted in eThekwini in the KwaZulu-Natal province of South Africa suggests that more than 20% of women experience IPV during pregnancy, with physical, psychological, and sexual violence being the most common forms.3 Physical violence during pregnancy was found in almost 10% of cases, with psychological violence reported by 20%, and sexual violence by 3%.3 A Cape Town study found the prevalence of IPV during pregnancy to be 15%.5 Of those reporting IPV, 81% reported emotional and verbal abuse, 76% reported physical abuse and 26% reported sexual abuse.5

Risk factors for IPV during pregnancy include younger women, lower education levels, previous history of IPV, alcohol or substance abuse, alcohol intake by the partner, living in a male-dominated society, living in rural areas and socioeconomic disadvantages.4,6 For example, in the Cape Town area, women who were food insecure, unemployed, in stable but unmarried relationships, were previously abused, and were not pleased about the current pregnancy were more likely to experience IPV.5

Incidents of IPV during pregnancy can endanger the life of the mother as well as the foetus. Sub-Saharan pregnant adolescents who were victims of IPV suffered from higher rates of depression, anxiety and prenatal distress.7 Some more sub-Saharan Africa studies found that young women and adolescent girls who experienced IPV had an increased risk of having stillbirths, miscarriages or a termination of pregnancy.8,9,10 These detrimental health consequences place a significant burden on the healthcare system.1,11

In Ethiopia, obstacles to reporting IPV include traditional beliefs, fear, shame, communities’ unwillingness to interfere in private affairs, and social stigma.1 Several parts of Africa, including South Africa, consider IPV as a social norm in the context of patriarchy.1,12 A legal framework that ensures the prosecution of perpetrators, makes health information and services available, and provides educational and economic support for women can guide prevention and intervention efforts to reduce IPV in sub-Saharan Africa.13

To strengthen the legal framework in South Africa, the Domestic Violence Act was amended in 2021. It expanded the mandatory reporting by any adult who suspect or know of any act of domestic violence to a social worker or SAPS with failure punishable. The amendment expanded the definition of domestic violence to also include economic and spiritual abuse, coercive and controlling behaviour, plus any abuse to a child, elder or vulnerable person. Police were also given the duty to arrest an abuser at the scene of an incident of domestic violence without a warrant if they have reasonable grounds to believe a violent offence has been committed.14

Although several studies on IPV have been done in South Africa, there are limited data on IPV in Limpopo Province. Considering the differences in IPV prevalences between socioeconomic status and settings,4 it is important to study IPV in rural provinces such as Limpopo, where poverty is also rampant. This study investigated the prevalence of IPV during pregnancy, as well as the demographic differences between women who were affected by IPV and those who were not.

Research methods and design

A cross-sectional descriptive study was conducted at the Rethabile Community Health Centre (RCHC) in Polokwane City in the Limpopo province of South Africa between January and March 2024. The facility is the main public primary care facility in the city and refers patients to Pietersburg Provincial Hospital, which operates 24 h a day. An average of 1100 pregnant women receive antenatal care at the facility at any given time. Every fourth pregnant woman who attended basic antenatal care at RCHC during the study period was approached to participate in the research. Mentally incapacitated patients and patients in active labour were excluded. The target sample size was calculated at 285 using the Yamane formula15 with a confidence interval (CI) of 95% and a margin of error of 5.

Data collection

A standardised tool, the Abuse Assessment Screen (AAS) Questionnaire16 was used for data collection. The AAS Questionnaire, which has been used in various parts of the world under different socioeconomic circumstances, including in African and South African contexts17 was used. The questionnaire was translated into the vernacular, Sepedi, by a language expert from the University of Limpopo.

A trained research assistant who is a professional nurse at the Reproductive Clinic of RCHC aided with the informed consent process by ensuring that participants understood the nature of the research and answered their questions. Participants completed the questionnaires on their own, and those who could not do it themselves were assisted by the research assistant. The questionnaire gathered sociodemographic and obstetric information, and included questions related to experiences of IPV. It was available in both Sepedi and English, the two locally spoken languages. Participants who consented to take part were ensured of adequate privacy while filling out the questionnaire. Participants in need of psychological or social support during or after the completion of the questionnaire were referred to the appropriate professional.

Data analysis

The data from the completed questionnaires were analysed using computer-based software (Epi-Info version 6 and STATA version 9.0). Descriptive statistics such as frequencies, and percentages were used to summarise the data. The study also examined the correlations between the prevalence of IPV and various sociodemographic variables. The Chi-square test and Fisher’s exact t-test were used to test sociodemographic differences between pregnant women who experienced IPV and those who did not. p-values of less than 0.05 were considered statistically significant.

Ethical considerations

Ethical clearance to do the research was obtained from the Limpopo (Turfloop) Research and Ethics Committee (TREC/364/2023:PG). Permission to conduct the study was obtained from the Limpopo Department of Health (LP 2023-11-005), the District Executive Manager, Capricorn District, and the management of the RCHC. All participants signed a written consent. Their personal identity was protected, as the questionnaires had no personal identifiers on, and the consent forms were kept separate from the nameless questionnaires. A distress protocol was in place where the research assistant would call the researcher (a family physician) when a participant demonstrates any sign of distress. The researcher would see the participants and arrange her also to be seen by the psychologist and social worker. The distress protocol was activated for one participant.

Results

A total of 285 pregnant women participated in the study. Of these, eight questionnaires were excluded because of being incomplete, and analyses were performed on the remaining 277 questionnaires.

Demographic characteristics of participants

Most participants were between 20–35 years of age (n = 194; 70%), while 64 participants (23.1%) were over the age of 35 years, and 19 participants (6.9%) were younger than 20 years. Two thirds of the participants were single (n = 175; 63.2%) and of the remaining third, most were married (n = 97; 35.0%), 3 participants were widowed (1.1%) and 2 participants were divorced (0.72%). More than half of the participants had tertiary education (160; 57.8%), 39.0% (108) had secondary education, and the remainder had only primary education (3; 1.1%) or no education (6; 2.2%). Most pregnancies were intended (65% [180] versus 35% [97]). Nineteen of the 277 (6.9%) participants had hypertension (HPT) in their previous pregnancy, while 13 (4.7%) had diabetes (DM), and two participants (0.7%) had both HPT and DM. Two participants (0.7%) gave birth to a low birthweight (LBW) baby previously. The remaining 241 did not have any condition during their previous pregnancy.

Fifty-two participants (18.8%) reported using alcohol during pregnancy, and self-reported smokers were 7.2%. Only 2 participants (0.72%) participants indicated that they were using illicit drugs (see Table 1 for the detail).
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Intimate partner violence responses

Of the 277 participants 22 participants (7.94%) indicated that they were abused at some stage in their lives, 10 participants (3.6%) reported being abused during the past year, and 4 participants (1.4%) had been abused during the current pregnancy (see table 2). Of the 22 participants who reported abuse, the husband was the perpetrator for four, their ex-husband for two, and their current boyfriend for seven of the participants. Eight participants did not report who was the perpetrator. Only eight of the participants reported the severity of the abuse, with four reported slapping and pushing around, one reported kicking, one reported a head injury and two reported the use of a weapon. Only four of the participants who reported abuse confirmed that they fear their partner. One participant who did not report abuse was also afraid of her partner. Six participants reported to have experienced forced sex, two by a husband, three by a boyfriend, and one by a stranger. Of note was that 1 participant of the 6 participants reported being forced to have sex by her boyfriend but did not report that she was abused.
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There was a statistically significant association found between experiencing IPV and falling pregnant unintentionally (p = 0.0453). The second statistically significant finding was the association between having a comorbidity, such as HPT or DM, or an adverse outcome, such as an LBW baby, during the previous pregnancy (p = 0.00068) (see Table 3). The comorbidities and outcomes were analysed as a group considering the low numbers. No significance was found in any of the other variables including age, marital status, education, race, alcohol use, smoking, or the use of illicit substances.
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Discussion

In this study conducted in Limpopo, South Africa, we found that 22 participants (7.94%) out of 277 indicated that they experienced IPV at some stage in their lives, 10 (3.6%) experienced IPV during the past year and four (1.4%) during a current pregnancy. Furthermore, a statistically significant association was found between IPV and a group of comorbidities, including HPT, DM and LBW, during the previous pregnancy. Of note is the fact that 63.2% of the participants described themselves as single. Of those participants who reported abuse, the husband was the perpetrator for four, their ex-husband for two, their current boyfriend for seven, and eight of the participants did not report who was the perpetrator. Only four of the participants who reported abuse confirmed that they feared their partner. Six participants reported having experienced forced sex, two by a husband, three by a boyfriend, and one by a stranger. Of note was that one (of the six) reported being forced to have sex by her boyfriend but did not report that she was abused.

The overall rate of IPV identified in this study was 7.9%, which is lower than the 9.2% indicated by a meta-analysis of international studies.18 In contrast, the WHO2 suggests that IPV may be as high as 30% worldwide. These differences could be attributed to the reluctance of women to report IPV and the social acceptability of the practice in some parts of the world.1,12 Our IPV rate during the current pregnancy was 1.4%, which is lower than a Swedish study showing that 2.1% of pregnant women were victims of IPV during pregnancy.19 In the USA, rates were found to be higher, with IPV during pregnancy at 5.7%.20 Evidence from a sub-Saharan demographic survey found that 6% of pregnant women experienced IPV, with the highest being in South Africa (14.0%) and the lowest in Burkina Faso (2.1%).13 All these studies found that physical violence was the most prevalent in low- and middle-income countries (LMICs), whereas in developed countries emotional violence was the most prevalent.13,19,20

Interestingly, in Limpopo, South Africa, the lifetime prevalence of IPV was lower (7.8%) compared to other provinces such as Gauteng (44%) and KwaZulu-Natal 13.3%).4 Mthembu et al. suggested that disadvantaged urban settings can exacerbate underlying gender-based power disparities contributing to IPV.4 Meyer et al. suggested that the higher levels of social disorganisation in urban settings could contribute to this phenomenon.21

The reasons for the lower-than-expected rate of IPV observed in our study could be because of the more rural lifestyle, social stigma or some degree of social acceptability of IPV. Health and legal literacy are poor in rural areas, and some women could be abused and not identify it as such. The first question in the questionnaire: ‘Have you ever been emotionally or physically abused by your partner’ could have been misunderstood, as it did not include the finer nuances of IPV. The amended Domestic Violence Act of 2021 expanded the definition of domestic violence to include also spiritual abuse, financial abuse, intimidation, coercive and controlling behaviour.14 A questions such as ‘How are relationships at home?’; and ‘Stressors can lead to conflict … how do you resolve conflict?’14 would be a better introduction to enquiring about IPV. Brunelli et al. in their review of screening tools for IPV in pregnancy concluded that despite the extensive use of validated instruments, considerable differences were observed, emphasising the need for a standardised tool.17 The fact that 8 participants out of the 22 participants who acknowledged abuse did not indicate who the perpetrator was, and that only four of them feared the perpetrator, could indicate that participants did not understand the questions correctly. The fact that the research assistant was a professional nurse employed at the research site may have additionally affected participants’ willingness to participate in the study or to disclose personal experiences.

We found a statistically significant association between unintended pregnancy and having experienced IPV (p = 0.045374). This is also echoed in other studies from all over the world such as Chuquineyra et al. in Peru,22 D’Angelo et al. in the USA20 and Woldesenbet et al. in South Africa.23

We further found statistically significant associations between IPV and participants who had either HPT, DM or LBW babies during their previous pregnancy. Considering that a cross-sectional study is not designed to confirm cause or consequence, it highlights a consideration for further research. This corresponds with results from another South African study, which found that young women (20–35 years old) with HPT experienced more physical IPV than their counterparts without HPT.24 The authors suggested that barriers to access care and treatment and the added stress of an abusive relationship could be at the root of the finding.24 The WHO2 also reported higher rates of HPT, DM and LBW in women who experienced IPV during their pregnancies. A Zimbabwean study found that preterm labour is up to five times more common in women exposed to IPV during pregnancy.9 These authors suggest that the link with premature labour is via the increased stress, anxiety, and depression experienced by women with IPV.9

Our findings indicated no significant difference between age and IPV. This is contrary to some studies that suggest younger women are more likely to experience IPV.19,20,25 We also found no association between marital status and IPV, although the literature suggests that unmarried women are more prone to IPV.20 The fact that 63.2% of the participants described themselves as single is concerning. In South Africa, it is common for women to describe themselves as ‘single’ or ‘unmarried’ even after traditional procedures have been completed. Although the Recognition of Customary Marriages Act 120 of 1998 (RCMA) grants full legal status to these unions, some women call themselves single after customary procedures because of the legal limbo that follows unregistered customary unions, which lack the protection of a marriage certificate, or the absence of the final, crucial cultural handover ceremony.26 In South Africa the Western marital status classification of ‘single, married, divorced or widowed’ does not fulfil the purpose as many women in committed relationships, for example, common law marriages and the various stages of customary marriages are excluded. Using the Western classification for marriage posed a weakness in our study and should be addressed in future studies.

While we found no significant association between IPV and education, some sub-Saharan studies have shown that higher education has a protective effect against IPV.6,27 Low numbers of participants who reported IPV in our study could have contributed to these differences with the literature. Furthermore, we found no association between the use of alcohol, smoking or the use of illicit substances and the experience of IPV in our study. Conversely, a study performed in the USA found that women who abuse alcohol experience more violence.20 This difference could be attributed to the low numbers of participants using alcohol, tobacco or illicit drugs in our study population.

Limitations of the study

Although initially the use of a previously tested data collection tool was thought to be strength, it has proven to be a considerable limitation in the study. The questions in the AAS tool were limited to certain aspects of abuse and presumed a certain level of health and legal literacy. The responses to the marital status enquiry, where most participants considered themselves as single are an indication of this limitation. More limitations include that some participants may not have felt comfortable or ready to disclose their experiences of IPV, potentially leading to underreporting. The use of self-administered questionnaires may have introduced response bias, as some participants could have misunderstood certain questions or provided socially desirable answers. The fact that the research assistant was a professional nurse could also have contributed to the unwillingness of participants to report IPV. No pilot study was carried out to test participants’ understanding prior to data collection. The assessment of socioeconomic factors was limited to marital status and educational level, which restricted a more comprehensive understanding of how broader socioeconomic determinants may have influenced the findings. These limitations may be partly responsible for the relatively low prevalence of IPV observed in this study, compared with rates reported elsewhere in sub-Saharan Africa and South Africa.

Conclusion

The lifetime prevalence of IPV among the pregnant women who participated in our study was 7.9%. During the current pregnancy, IPV was reported by 1.4%, which is lower-than-expected. A statistically significant association was found between IPV and a cluster of comorbidities including HPT, DM and LBW during the previous pregnancy. These associations warrant further research.

We recommend that a culturally and legally appropriate assessment tool must be developed for SA, including an expanded classification of marital status for the tool and research questionnaires where marital status is of importance as in IPV. Primary healthcare workers should be encouraged and motivated to be more vigilant in screening for IPV, especially in those who have had complications or comorbidities during previous pregnancies. Unintended pregnancies also warrant increased scrutiny. There is a need for more in-service training in this regard. In the recently developed documentation system for pregnant women (entitled Maternity Case Record), a section to screen for IPV has been included, and health workers should be encouraged to practise this screening routinely. Furthermore, there is a need for additional research to develop a deeper understanding of IPV during pregnancy, especially considering that many women may be reluctant to report IPV out of fear or traditional norms.
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TABLE 3: Associations between intimate partner violence and demographic
factors.

Variables Total  NolIPVreported Experienced PV p
N % n %

277 255 921 22 7.94
Age (years) 0.29910
<20 19 18 7.06 1 455
20-35 194 181 7098 13 59.09
>35 64 56 2196 8 3636
Marital status 0.38050
Single 175 165 6471 10 4545
Married 97 87 3412 10 4545
Divorced 2 0 0.00 2 2.09
Widow 3 3 118 0 0.00
Education 0.42427
None 6 5 1.96 1 455
Primary 3 3 118 0 0.00
Secondary 108 99 3882 9 4091
Tertiary 160 148 5804 12 5455
Pregnancy 0.04530
Intended 180 170 6667 10 4545
Unintended 97 85 3333 12 5455
Alcohol use 0.94100
Yes 52 48 1882 4 1818
No 224 206 8078 18 8182
No answer 1 1 039 [ 0.00
Smoking 0.94260
Yes 20 18 7.06 2 2.09
No 255 235 9216 20 9091
No answer 2 2 078 0 0.00
Substance use 0.67430
Yes 2 2 078 [ 0.00
No 27 249 9765 22 100.00
No answer 4 4 157 0 0.00
Previous pregnancy comorbidity and outcome 0.00068
HPT 19 16 627 3 1364
DM 13 12 471 1 455
HPT and DM 2 0 0.00 2 2.09
Premature [ 0 0.00 0 0.00
LBW 2 0 0.00 2

No disease 241 227 89.02 14

HPT, hypertension; DM, diabetes mellitus; LBW, low birthweight; IPV, intimate partner
violence.
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TABLE 2: Participants’ experiences of abuse.

Descripton 7 % Perpetrator of abuse Abuse reported
Total 277 100 Husband Ex-husband Boyfriend ~Not ~ HCW  SW
reported

Experience 22 7.94 4 2 7 8 10 11
IPV in their

ife

Experienced 10 3.61 3 0 5 2 5 6
IPV during

past year

Experienced 4 144 1 0 2 1 i 2
IPV during

the current

pregnancy

Forced sex 6 216 2 0 2 2 2 2

IPV, intimate partner violence; HCW, healthcare worker; SW, social worker.
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TABLE 1: Demographic characteristics of the participants (N

Variables n %
Age (years)

<20 19 6.86

20-35 194 70.04
>35 64 23.10
Marital status

Single 175 63.18
Married 97 35.02
Divorced 2 072

Widow 3 1.08

Education

None 6 217

Primary 3 1.08

Secondary 108 38.99
Tertiary 160 57.76
Pregnancy

Intended 180 64.98
Unintended 97 35.02
Current alcohol use

Yes 52 18.77
No 224 80.87
No answer 1 036

smoking

Yes 20 7.22

No 255 92.06
No answer 2 072

Current illicit substance use

Yes 2 072

No 221 97.83
Did not answer 4 144
Previous pregnancy comorbidity or outcome

HPT 19 6.86

DM 13 469

Premature birth 0 0.00
LBW 2 072

HPT and DM 2 072

No disease 241 87.00

HPT, hypertension; DM, diabetes mellitus; LBW, low birthweight.
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