
EXAMINING PATTERNS OF INTIMATE PARTNER VIOLENCE AND 

DEPRESSION AMONGST A COHORT OF PREGNANT AND POSTPARTUM 

WOMEN IN CAPE TOWN, SOUTH AFRICA 

Kayla Bagg 

BGGKAY002 

Dissertation submitted to the University of Cape Town in partial fulfilment of the 

requirements for the degree Master of Public Health (Epidemiology and Biostatistics) 

School of Public Health and Family Medicine 

Faculty of Health Sciences 

University of Cape Town 

Supervisor: Dr Alex de Voux 

February 2024 

Univ
ers

ity
 of

 C
ap

e T
ow

n



The copyright of this thesis vests in the author. No 
quotation from it or information derived from it is to be 
published without full acknowledgement of the source. 
The thesis is to be used for private study or non-
commercial research purposes only. 

Published by the University of Cape Town (UCT) in terms 
of the non-exclusive license granted to UCT by the author. 

Univ
ers

ity
 of

 C
ap

e T
ow

n



ii 

PREAMBLE 



iii 

Declaration 

I, Kayla Bagg, hereby declare that the work on which this dissertation is based is my original 

work (except where acknowledgements indicate otherwise) and that neither the whole work 

nor any part of it has been, is being, or is submitted for another degree in this or any other 

university. I further declare that this work was not public prior to my registration for the degree 

of Master of Public Health (Epidemiology and Biostatistics). 

I empower the university to reproduce for the purpose of research either in the whole or any 

portion of the contents in any manner whatsoever. 

Signature: 

Date: 11/02/2024 



iv 

Plagiarism declaration 

This thesis/dissertation has been submitted to the Turnitin module (or equivalent similarity 

and originality checking software), and I confirm that my supervisor has seen my report and 

that any concerns revealed by such have been resolved with my supervisor. 

Name: Kayla Bagg 

Student number: BGGKAY002 

Signature: 

Date: 11/02/2024 



v 

Acknowledgements 

Firstly, I would like to thank my supervisor, Dr Alex de Voux, for all your help, support, and 

guidance throughout this process. I appreciate all the time and effort you put into helping me 

succeed and complete this thesis. The knowledge you passed on to me will stay with me 

forever, and for that, I am extremely grateful. 

I would also like to thank Dr Dvora Joseph Davey, who was the principal investigator of the 

parent study this secondary analysis is based. Knowing you were in my corner throughout this 

process pushed me academically, and personally, to produce work of this nature.  

It has been a privilege to work under you and Dr Alex de Voux. 

Special mention needs to be made to Hayli Geffen, who assisted with the biostatistics aspect 

of this project – visualizing the data and analyzing it. Each time I reached out you were happy 

to help. It was amazing learning from you, and I know I will be able to utilize what you taught 

me in the future. Thank you so much. 

Finally, I must acknowledge my friends and family who have stood by me throughout this 

journey. Your unwavering support will never be forgotten. 



vi 

Abstract 

Depression and intimate partner violence (IPV) frequently co-occur among women in 

South Africa with elevated risk in the antenatal and postnatal period. In South Africa, IPV is 

ranked as the second highest burden of disease after HIV. The prevalence of maternal mental 

health problems during pregnancy and during postpartum is alarming, particularly among 

women in low- and middle-income countries (LMIC). IPV and depression negatively impact 

persistence and adherence to oral pre-exposure prophylaxis (PrEP). Pregnant women have been 

identified as a key population, vulnerable to sexual and reproductive health (SRH) risks such 

as the acquisition of human immunodeficiency virus (HIV). In this study, we described patterns 

in IPV and depression in a cohort of pregnant women. 

Data was retrospectively analysed from a cohort of 1195 HIV-negative women on oral 

PrEP. Participants were recruited from two midwife obstetric units (MOU) in Gugulethu and 

Hanover Park. Data was collected between August 2019 and October 2021. Women were 

followed from enrolment (first antenatal care [ANC] visit) to 12 months post-partum with 3-

monthly interviews. Data was analyzed from the baseline and first postpartum visit.  

Of 1195 participants, 77 (6.4%) were aged 16–18 years and 409 (34.2%) were aged 19–

24. 79.3% of women (n=948) fell into the category of either ‘unplanned’ or ‘ambivalent’ using

the London Measure of Unplanned Pregnancy (LMUP). At baseline, 147 women (12.3%)

reported experiencing IPV. Among women aged 16–18 years, 13.5% of them reported signs or

symptoms that placed them above the Edinburgh Postnatal Depression Scale (EPDS) threshold

of 11, compared to 5.9% who reported symptoms placing them below the EPDS threshold of

11. 25.8% of women who scored above 11 on the EPDS threshold reported experiencing IPV

compared to 11.2% of women who reported experiencing IPV who scored below 11 on the

EPDS threshold.

Results from the multivariable analysis indicate that women between the ages of 16–18 

years are 3.15 (95% CI: 1.30, 7.07) times as likely to score above 11 on the EPDS compared 

to women > 25 years. Women who reported experiencing IPV at baseline had 2.77 (95% CI: 

1.61, 4.61) times the odds of an EPDS score >11 compared to those who did not experience 

IPV at baseline, controlling for age, income, whether the woman was a social grant recipient, 

LMUP threshold, and current relationship status. Amongst women who reported experiencing 

IPV at baseline (n=147), at their first visit postpartum 8 (5.4%) women fell above the EPDS 

threshold of 11, while 82 (55.8%) women fell below the threshold of 11. Data was missing for 

the remaining 57 women.  
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These results indicate that women who experience IPV during their pregnancy are more 

likely to report being depressed at baseline. In SA, IPV prevalence is high among pregnant 

women and its association with emotional distress during pregnancy suggests the need for 

interventions addressing both IPV and depression. In conjunction with this, addressing issues 

of IPV and depression can positively impact adherence to oral PrEP which can also be closely 

monitored. 

 

This mini dissertation is made up of three parts. Part A is the research protocol, Part B is the 

journal-ready manuscript, and Part C are the appendices. 
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Acronyms and abbreviations 

 

AGYW Adolescent girls and young women 

ANC  Antenatal care 

CI   Confidence interval  

EPDS  Edinburgh Postnatal Depression Scale 

HIC  High-income countries 

HIV  Human immunodeficiency virus 

IPV   Intimate partner violence 

IQR  Interquartile range 

LMIC  Low- or middle-income countries 

LMUP  London Measure of Unplanned Pregnancy 

LTFU  Loss to follow-up 

MDG  Millennium Development Goals 

MOU  Midwife obstetric unit 

OR  Odds ratio 

PrEP  Pre-exposure prophylaxis 

PTSD   Post-traumatic stress disorder 

SA  South Africa 

SRH  Sexual and reproductive health 

TB   Tuberculosis 

UCT  University of Cape Town 

WHO  World Health Organization 
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Aims, objectives, background 

Aims 

The primary aim of this study is to describe patterns of intimate partner violence 

(IPV) and depression during pregnancy and one year postpartum among women enrolled in 

antenatal care in Cape Town, South Africa (SA). 

The secondary aim of this study is to uncover whether there is a relationship between 

depression and IPV amongst women by different covariates. Of particular importance here 

are age, whether the women receive a social grant or not, relationship status, income level, 

and whether the pregnancy was unintended or intended.  

  

Objectives  

Women who are pregnant and postpartum are one of the most at-risk groups of 

experiencing both IPV and depression, yet so little research exists which seeks to examine 

how IPV and depression, separately and together, have the potential to negatively impact this 

vital period [1-3]. The study of both patterns during pregnancy and in the postpartum period, 

also known as the perinatal period, may shed light on the dangerous situation these women 

find themselves in [1-3]. In conjunction with this, research directly relating to how IPV 

develops and changes during this period, and how IPV and depression are related during this 

period, has been heavily under-researched in low- or middle-income countries (LMIC), 

particularly in SA where the prevalence of IPV and symptoms of depression are dangerously 

high [3-4].  

All women enrolled in the study tested negative for human immunodeficiency virus 

(HIV), and at baseline, most of the women had initiated oral pre-exposure prophylaxis 

(PrEP), a drug given to individuals who are exposed to HIV to halt the acquisition of the 

virus. IPV and depression negatively impact PrEP adherence and persistence, which are 

particularly important given how vulnerable perinatal women are to HIV acquisition, making 

it an important component of this research [5-10]. 

  

Background  

Both IPV and depression are life-changing events women all over the world 

experience. The World Health Organization (WHO) estimates that 15% to 71% of women in 

their lifetime, especially when they are pregnant, will experience some form of violence 

perpetrated by an intimate partner [11-12]. In conjunction with this, the prevalence of 
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depression amongst pregnant and post-partum women is prevalent, especially amongst 

women in LMIC [12].  

As will be highlighted in the following paragraphs, instances of IPV and depression 

are highly related and unfortunately define the pregnancy experiences of many women all 

over the world, particularly in South Africa.  

Patterns of intimate partner violence during pregnancy  

One in three South African women will experience IPV (sexual, physical, or 

emotional) at least once in their lifetime, according to research examining the prevalence of 

IPV in women in South Africa [12]. Pregnant and postpartum women are often at greater risk 

of experiencing IPV, because of their vulnerable positions regarding pregnancy intentions 

and being dependent on a partner [1-2, 5]. Thus, instances of IPV amongst pregnant and 

postpartum women must be also focused on, given the myriad of adverse health outcomes 

that threaten not only the life of the mother but also the life of the child [11]. Women who 

experience any form of violence during their pregnancy, especially when committed by an 

intimate partner, are less likely to seek antenatal care or delay the process of seeking care 

during their pregnancy [13].  

While this delay in healthcare-seeking behaviour can be attributed to many aspects of 

the lives of these women when delving into their socio-economic and cultural context, fear, 

and shame because of IPV is a huge motivating factor [13]. It is important to note that 

instances of IPV do not occur without the influence of other driving forces, where for this 

research project IPV alongside feelings of depression will be critically analyzed to gain an in-

depth understanding of the experiences of pregnant and postpartum women living in Cape 

Town, SA. 

Patterns of depression during pregnancy  

Symptoms and instances of depression are at a global high amongst all members of 

different populations [1]. One integral population group that is often omitted from vital 

conversations around the prevalence of depression is pregnant and postpartum women. All 

over the world, but particularly in LMIC, depression has come to be a recognized feature of 

the experiences of these women, with the severity of the symptoms depending on their unique 

social context [1]. Recording of instances of depression amongst pregnant and postpartum 

women has mainly utilized the Edinburgh Postnatal Depression Scale (EPDS) to ascertain 

whether women have depression or not in much of the literature and will be utilized in this 

research project [1, 4, 11, 13]. Much like IPV, when a woman experiences severe symptoms 
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of depression during pregnancy, it can also lead to adverse birth outcomes, namely major 

consequences for infant growth and development [1]. While there is a wide range of sources 

documenting the development of depression in the postnatal period, from the review of the 

literature there seems to be little information regarding how symptoms of depression change 

while a woman is pregnant, an important gap that this research hopes to fill.  

Although the primary aim of this study is to examine whether patterns of IPV and 

depression exist amongst women who are pregnant and postpartum, which the literature has 

shown to be a major problem hindering the quality of life of these women, the secondary aim 

of this research is to ascertain whether there is a relationship between IPV and depression.  

The link between intimate partner violence and depression amongst pregnant women  

The link between IPV and depression among perinatal women has been well 

documented and shown a significant link between instances of IPV and symptoms of 

depression, however, this data comes mainly from high-income countries using Western-

centric scales to measure these phenomena that may not accurately represent the experience 

of women in LMIC [4].  

Considering this gap, studies have been conducted which have provided statistically 

significant evidence to show that in pregnant and postpartum women living in SA, a positive 

relationship exists between IPV and depression [4]. This is further substantiated by evidence 

showing that depression and IPV frequently co-occur where the risk for both IPV and 

depression is significantly increased during the antenatal and postnatal period [1]. 

Impact of IPV and depression on PrEP adherence 

As mentioned previously, almost all women enrolled in the study initiated oral PrEP 

at baseline. The link between both IPV and depression and adherence to PrEP has been well 

documented overseas, and in SA [5-10]. Women who struggle with their mental health, 

particularly depression, are less likely to access healthcare services and adhere to medicine 

regimes as prescribed by doctors [7]. Experiences of IPV amongst pregnant women present 

similar barriers to PrEP adherence. Here, not only the act of violence, but the fear of violence 

hinders PrEP adherence and persistence [8].  

Acknowledging the importance of IPV and depression on PrEP adherence and 

persistence amongst pregnant and postpartum women cannot be underestimated, especially 

when looking at services offered to women in the health care settings and how addressing the 

two phenomena can have a positive impact on the health of these women, both directly and 

indirectly.  
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Significance  

Women who are pregnant and postpartum are one of the most at-risk groups of 

experiencing both IPV and depression, yet so little research exists which seeks to examine 

how IPV and depression, separately and together, have the potential to negatively impact this 

vital period. It is potentially helpful to investigate how these occurrences develop during 

pregnancy and postpartum so that we can learn more about the dangerous situation in which 

these women are placed in. In conjunction with this, research directly relating to how IPV 

develops and changes during this period, and how IPV and depression are related during this 

period, has been heavily under-researched in LMIC, particularly in South Africa where the 

prevalence of IPV and symptoms of depression are dangerously high. 

  

Study hypothesis ahead of methodology  

Given the prevalence of both outcomes amongst women living in low-middle income 

settings, in the context of the primary aim the researcher hypothesizes that patterns do exist 

with regards to women who experience IPV are at higher risk of developing depression, 

particularly amongst women who did not intend to get pregnant at that time. With regards to 

the secondary aim, it is hypothesized that in the cohort of pregnant and postpartum women, 

depression and IPV have a positive relationship – meaning that as depression increases, IPV 

increases and vice versa, especially in the postpartum period. In the context of the covariates 

mentioned in the “aims” section, it is hypothesized that for women under the age of 20, who 

are receiving a social grant, who are not in a relationship, and where the pregnancy was 

unintended, this relationship will be stronger.  

  

Methods 

Scientific design  

The design for this study will be a retrospective cohort study. This choice is justified 

by the nature of the parent study which is an observational cohort study. In conjunction with 

this, since this study aims to uncover patterns of IPV and depression amongst women in the 

cohort, a retrospective study was deemed the most appropriate to conduct longitudinal 

analyses of the data. According to previous studies, the sufficient sample size needed to 

detect a discernible pattern in both depression and IPV is over 1200 with 80% power [4, 11]. 
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Study population  

The total number of participants who were enrolled in the parent study is n = 1201. 

While 1201 participants were enrolled in the study, this study made use of the data for 1195 

women – omitting 6 from the final analysis It is important to note that almost all participants 

were initiated on oral PrEP at baseline. These participants are roughly evenly distributed 

between the two main study sites, midwife obstetric units (MOU) in both Gugulethu and 

Hanover Park.  

  

Inclusion and exclusion criteria  

The inclusion and exclusion criteria for this study echo that of the parent study, which 

are as follows. 

Inclusion criteria: (1) £ 16 years old, (2) confirmed HIV-negative, (3) intend on 

giving birth in the MOU facility, (4) confirmed to be pregnant, and (5) without psychiatric or 

medical contraindications to PrEP. 

Exclusion criteria: (1) concurrent enrolment in another HIV vaccine or prevention 

trial, (2) medical hospitalization in the last year related to obstetric health, (3) active 

tuberculosis (TB) or received TB treatment in the last 30 days, (4) history of renal disease, 

(5) clinical diagnosis of hypertension, (6) exhibiting psychotic symptoms, (7) history of 

taking anti-psychotic medication, (8) positive Hepatitis B, (9) history of bone fracture not 

related to trauma, and (10) any other condition (medical, psychiatric, or social) which would 

hinder the ability of the participant to be enrolled in the study. 

 

Recruitment and enrolment  

In the parent study, participants were recruited directly from antenatal care (ANC) 

with the help of a trained recruiter. This study recruiter underwent a three day training 

programme to ensure they understand the aims and objectives of the study, in conjunction 

with what their roles as recruiters entail. Women who are interested in participating in the 

study will go through an in-depth screening process, guided by the inclusion and exclusion 

criteria, to see if they are eligible to participate in the study. Once these women make it past 

the screening process, they will be directed to the study sites at either location where the 

enrolment process begins.  
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Since this study made use of the data collected in the parent study, the recruitment 

and enrolment procedures of participants do not differ. 

  

Research procedures 

The parent study made use of a myriad of data collection methods, namely, survey 

measures, in-depth interviews, laboratory measures, and information abstracted from routine 

medical records. All this data was collected between August 2019 and October 2021. Women 

were followed from enrolment (ANC visit) to 12 months postpartum with interviews 

happening every three months. Given the nature of this study, where the primary aim is to see 

whether patterns of IPV and depression change over time in the cohort of women, the data 

needed for this study comes from the survey measures (Appendix B). This questionnaire was 

translated from English to isiXhosa and Afrikaans and back-translated to ensure the 

translations captured the appropriate phrasing of the questions.  

In the parent study, these surveys were given to women who met the eligibility 

criteria to participate in the study. According to the researchers, it was noted that it would 

take participants approximately 30-45 minutes to complete the survey. Before the COVID-19 

pandemic, women were interviewed by a study interviewer in a private setting allowing the 

women to feel comfortable with sharing personal information. During the COVID-19 

pandemic, participants were interviewed telephonically by the study interviewer and a 

translator if necessary. These interviews were digitally recorded on two devices. To maintain 

the confidentiality of the participants each study participant received a unique participant 

identification number that allows researchers to identify which participants they are speaking 

to.  

Since this research project is a secondary analysis of data obtained by the parent 

study, the procedure that will be followed in this case is requesting the data via the data 

manager of the parent study by highlighting certain variables needed for the study, following 

privacy and confidentiality procedures highlighted later in the protocol. 

  

Risks and benefits  

In the parent study, before the women were enrolled in the study, they were made 

aware of the potential risks that could arise by participating in the study. These were 

highlighted in the informed consent form given to the participants, available in both isiXhosa 

and Afrikaans. In conjunction with this, the researchers accounted for women who could not 
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read by creating a pre-recorded digital copy of the consent form the participants could listen 

to in their first language (Appendix A).  

The benefits associated with using the data from these participants are two-fold. The 

first is regarding the individual, as highlighted by the parent study, where women enrolled in 

the study benefitted by receiving the best possible standards of care not only relating to 

pregnancy but also other diseases, such as hepatitis B, HIV, and sexually transmitted 

infections (STIs). In conjunction with the medical counselling these women received, they 

were also given a safe space to talk about their emotional states, which is often a space not 

available to these women.  

On the broader level, this dissertation study has a myriad of benefits. The first is that 

this study can shed light on the current state of both IPV and depression during pregnancy 

and the postpartum period, and how changes in both phenomena occur amongst the women 

while they were enrolled in this study. Uncovering this link has the potential to inform health 

services about the standard of care they provide at antenatal care visits, indicating that more 

attention is needed regarding the problem of IPV and depression during pregnancy. In 

conjunction with this, shedding light on the patterns of IPV and depression and the 

association between these two outcomes has the potential to provide recommendations for 

healthcare policies, specifically focusing on ANC and standard of care relating to IPV and 

depression. 

  

Process of obtaining informed consent  

To ensure the informed consent process was thorough and highlighted all the potential 

risks and benefits associated with the study, two consent forms were developed for the parent 

study. The first consent form was for the participants to read through and sign before 

participating in the screening survey at their first ANC visit – allowing researchers to 

ascertain whether the women fit the criteria to be involved in the study or not. The second 

informed consent form was the main one dedicated to the actual study. Both consent forms 

are attached as Appendix A.  

It is important to note that in the parent study, the study staff emphasized that 

volunteering in the study was entirely their choice and that if a woman chooses not to 

participate in the study or decides to withdraw at any point during the study it will not hinder 

their access to quality medical care.  
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These informed consent documents were translated, and back-translated, into 

isiXhosa and Afrikaans allowing women whose first language is not English to fully grasp 

the informed consent process. In conjunction with this, women were allowed to listen to or 

watch, a recording of the informed consent form should they have issues with reading. A 

combination of these methods guaranteed that women fully understood the study they were 

enrolling in.  

Since this study is embedded in the parent study and will be using the data available 

without interviewing participants, the informed consent processes used in the parent study are 

sufficient. 

  

Privacy and confidentiality  

Integral to conducting research of the highest quality is the protection of the privacy 

and confidentiality of the women involved in the study. In the parent study, this was 

guaranteed by only using names on the informed consent documents, which were kept in the 

locked cabinet at one of the study offices only accessible by those involved in the study. Each 

woman was assigned a unique patient identification number that allowed researchers to 

differentiate between research participants. As highlighted earlier, in the subsection of data 

safety and monitoring under methodologies, any printed questionnaire or informed consent 

form is kept in a locked cabinet at the study sites only accessible by researchers in the study. 

When it comes to electronic data, these are kept at the University of Cape Town (UCT) 

within a firewall-protected server with nightly backups which are password protected.  

Since this study will be making use of secondary data, privacy and confidentiality will 

be followed by not having access to any names of the information about the women. The data 

sent will be password protected and the researcher will ensure no colleagues will have access 

to the data to protect the integrity of the participants involved. 

  

Data analysis and monitoring  

Data analysis  

For this study, the focus will be on the quantitative data collected through 

questionnaires given to women at ANC visits at specific points in time, which will be 

highlighted later in the paragraph. This data was collected by trained study investigators, who 

before their involvement in the study participated in a three day training course conducted by 

the principal investigators.  
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When it comes to data analysis for this study, it is vital to know that the data was kept 

in password-protected files stored at UCT within a firewall-protected server with nightly 

backups. To ensure the accuracy and reliability of the data collected, the existing Department 

of Health staff and study staff will be required to undergo training. This training involves an 

overview of the aims and objectives of the study, alongside the study protocol. Of particular 

importance for those involved in the study is information relating to conducting high-quality 

studies void of breaches of the study protocol. This study will take a different approach to the 

parent study, where patterns of intimate partner violence and depression will be analyzed 

amongst pregnant and postpartum women. Since the primary aim of the study is to uncover 

whether there are patterns in both intimate partner violence and depression in the cohort, data 

will be collected at different points in enrolment: at baseline and at the first postpartum visit 

the moms attended. 

  

Data monitoring  

All soft copies of data – signed informed consent forms, questionnaire responses, and 

any other relevant documents – were kept in a locked cabinet at the study sites in Gugulethu, 

Hanover Park, or UCT offices strictly accessible by researchers involved in the project. Hard 

copies of data were equally protected, where they were kept in password-protected files 

solely accessible by researchers in the study. This data will be stored at UCT within a 

firewall-protected server to ensure its safety. Data monitoring in the parent study was led by 

highly specialized trained individuals who throughout the study led weekly conference calls 

with all those involved in the study to ensure the safety of both the participants and the data 

was being upheld.  

For this study, only the data the researcher requests will be sent through password-

protected, encrypted files to ensure it is not accessible by others. In conjunction with this, the 

researcher will ensure data is not shared with any colleagues. Simultaneously, the researcher 

will ensure to make copies of the data, so the original dataset sent by the principal 

investigators of the parent study is not ruined. 

  

Resources  

The necessary resources needed to complete this minor dissertation have all been 

accounted for. The researcher has a working laptop and a safe working space where research 

can be conducted. In conjunction with this, the researcher has sufficient support from Dr 

Alex de Voux (the supervisor) and other colleagues should any help be needed. 
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Examining how patterns of intimate partner violence and depression change over time 

amongst pregnant and postpartum women in Cape Town, South Africa 

Kayla Bagg1*  
1Division of Epidemiology and Biostatistics, School of Public Health and Family Medicine, 
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Abstract 

Depression and intimate partner violence (IPV) frequently co-occur among women in 

South Africa (SA) with elevated risk in the antenatal and postnatal period. Both phenomena 

have also been shown to reduce uptake and adherence to human immunodeficiency virus (HIV) 

treatments. In this secondary analysis, we examined patterns of IPV exposure and depression 

in a cohort of pregnant HIV-negative women on oral pre-exposure prophylaxis (PrEP). Data 

from 1195 women at enrolment was retrospectively analyzed from an existing dataset. 

Participants were recruited from two midwife obstetric units in Cape Town and followed from 

enrolment to 12 months post-partum with 3-monthly interviews. Women between the ages of 

16–18 years were 3.15 (95% CI: 1.30, 7.07) times as likely to score above 11 on the Edinburgh 

Postnatal Depression Scale (EPDS), indicating depression, compared to women >25 years. 

Women who self-reported experiencing IPV at baseline had 2.77 (95% CI: 1.61, 4.61) times 

the odds of an EPDS score ³11 compared to those who did not report experiencing IPV at 

baseline. In conjunction with this, the London Measure of Unplanned Pregnancies (LMUP) 

was used to determine the pregnancy intentions of the mothers. The prevalence of maternal 

mental health problems during pregnancy and postpartum is alarming, particularly among 

women in low- and middle-income countries (LMIC). These include IPV and depression which 

could lead to poor adherence to oral pre-exposure prophylaxis (PrEP) and ultimately HIV 

infection. Screening for depression in the postpartum period may also have an impact on IPV 

victimization. Identifying pregnant women who are experiencing either IPV or depression and 

linking them with the necessary services, may improve PrEP outcomes. 

Key words 

Intimate partner violence × depression × pre-exposure prophylaxis × perinatal × patterns 

*As highlighted in the UCT MPH degree requirements, advisors are not to be listed as authors on the 

journal ready manuscript. Instead, their contribution to the finished work will be stated under 

acknowledgements. Once the final manuscript is submitted to the journal AIDS and Behaviour for 

publication, the advisors will be listed on the cover page. 



 3 

Introduction 

Rates of intimate partner violence (IPV) against women in societies all over the world 

have reached abhorrent rates, where global estimates of both lifetime and annual rates of IPV 

indicate that “one in three women have experienced some form of violence, physical or sexual, 

by a male partner” [1, 2]. 

Simultaneously, the experience of IPV has a profound impact on the health and well-

being of these women, where the social consequences of experiencing IPV are reflected in 

many facets of their lives [3]. It has been highlighted that “increased levels of depression, post-

traumatic stress disorder (PTSD), suicidal ideation, alcohol or drug abuse, unintended 

pregnancy and unsafe abortions, and feelings of powerlessness” are deeply connected to 

women’s experiences of IPV [2]. 

IPV does not occur in a vacuum. The social determinants of health are constantly 

intersecting, adding to the pervasiveness of the issue. Examples of these social determinants 

include socio-economic inequality, adversity, and level of education [2,4-6]. Schneider et al. 

note that depression and IPV frequently co-occur among women [7]. Increased levels of both 

IPV and depression have been reported amongst pregnant women, where the risk for both 

phenomena is heightened in the perinatal1 periods, thus leading to negative health outcomes 

for both the child and the mother [3,7]. 

In South Africa (SA) IPV has been ranked the second highest burden of disease after 

human immunodeficiency virus (HIV) [8]. The reported lifetime prevalence of IPV amongst 

pregnant women in SA ranges from 27-48%, making them a key population to focus on when 

implementing strategies to mitigate the impact of IPV [9]. Shamu et al. highlight how “being 

young or adolescent, single marital status, separated or divorced during pregnancy, belonging 

to ethnic minorities, and low educational status” are some risk factors that place pregnant 

women, or women whose pregnancies are unplanned, at greater risk of experiencing IPV [9, 

10]. 

IPV forms part of an intricate interaction between personal, emotional, psychological, 

and social factors for pregnant women [11]. This nature of intersectionality, coupled with the 

consequences of mental health issues during the perinatal period, is devastating, especially 

among women in low- or middle-income countries (LMIC) [12,13]. The estimated rates of 

depression amongst pregnant women during the perinatal periods are between 15.8% and 

 
1 The period from when you become pregnant and up to a year after giving birth. 



 4 

19.8% in LMIC [10]. Govender et al. highlight how “maternal age, socio-economic status, 

unplanned pregnancies, violence, social support, history of previous mental disorder” are 

significant risk factors experienced by pregnant women that make them especially vulnerable 

to experiencing depression [10]. Much like IPV, adverse outcomes are associated with 

experiencing depression during the perinatal periods. These have physical repercussions for 

both the mother and child but have greater consequences for the relationship between not only 

the mother and her child but also the mother and her partner [14]. 

Sexual and reproductive health (SRH) risks associated with mental health and IPV 

include increased HIV acquisition risk and poorer adoption and continuation of pre-exposure 

prophylaxis (PrEP)2 [2,15]. It is well documented that both experiences of IPV and depression 

harm PrEP adherence and persistence [16-20]. Velloza et al. highlighted how healthcare 

engagement and medication adherence, particularly oral PrEP, are negatively impacted by 

mental health conditions, such as depression [17]. This is important given the high burden of 

depression amongst adolescent girls and young women (AGYW) across sub-Saharan Africa, 

two key populations vulnerable to HIV acquisition and depression [17]. IPV places a constraint 

on the “acceptability, uptake, and use of HIV prevention methods” including oral PrEP [18]. 

Not only do experiences of violence impact PrEP uptake, but the fear of violence is an 

important barrier to adherence and persistence [18]. 

It is vital to look at the joint effects of both IPV and depression on the lives of not only 

the mothers but also their children. Limited research has been conducted in SA to investigate 

the myriad of factors associated with the experience of emotional distress during the perinatal 

periods. Within the limited research that has been conducted, IPV has been a major risk factor 

for experiencing depression during pregnancy [8]. The relationship between the two 

phenomena should not be seen as uni-directional and deterministic. Rather, IPV and depression 

are complex experiences intricately intertwined and compounded by other contextual factors 

[13]. This suggests that experiencing mental health problems, such as depression, should not 

only be seen as a risk factor for IPV but also as a consequence of IPV. A study conducted in 

Khayelitsha, a peri-urban township in Cape Town, found that 39% of women who reported 

depressive symptoms were simultaneously experiencing IPV, lacked support from their 

partner, fell into the lower income bracket, and were younger [7]. 

There is a dearth of information regarding the link between IPV and depression among 

pregnant women during the perinatal periods in sub-Saharan Africa, where rates of IPV are 

 
2 A safe and effective intervention to reduce the risk of HIV acquisition if exposed. 
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amongst the highest in the world [22]. Given the importance of both IPV and depression 

amongst pregnant and postpartum women, and the severe implications it has on the mother and 

the child, this research project has identified an important gap in the literature and aims to fill 

it [13]. 

The primary aim of this research project is to describe patterns of IPV and depression 

amongst pregnant and postpartum women enrolled in antenatal care in Cape Town, SA. The 

secondary aim of this study is to uncover whether there is a relationship between depression 

and IPV amongst women by different covariates. Of particular importance here are age of the 

mother, receipt of a social grant, relationship status, income level, and whether the pregnancy 

was unintended or intended. 

  

Methods 

 Parent study description 

 This study was a secondary analysis of the parent study entitled “PrEP-PP: Pre-

exposure Prophylaxis in Pregnancy and Postpartum Period” [23]. The parent study had a 

myriad of aims, but the primary aims of the study was to determine the distribution of women 

across the PrEP cascade [23]. In the parent study 4 sources of data were used; (1) survey 

measures; (2) in-depth interview measures in 60 randomly selected women (n=30 who were 

on PrEP compared with 30 not on PrEP); (3) laboratory measures; and (4) information 

abstracted from routine care records, including related to PrEP [23]. 

Study design 

The design for this study is a retrospective cohort study. This choice was justified by 

the nature of the parent study which was an observational cohort study. In conjunction with 

this, IPV and depression were measured at two time points—the baseline and the first 

postpartum visit. 

  

Study setting 

Participants were recruited from two midwife obstetric units (MOUs) in Gugulethu and 

Hanover Park [23]. Both MOUs were defined as primary care facilities embedded in the public 

health sector. Hanover Park and Gugulethu are identified as areas where IPV occurs at high 

rates, where a study conducted in Hanover Park found a 15% prevalence rate of IPV amongst 

women in Hanover Park, Cape Town [12]. 
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Study participants 

The inclusion and exclusion criteria for this analysis were outlined as follows: 

Inclusion criteria: (1) ≥16 years old, (2) confirmed HIV-negative, (3) intend on giving 

birth in the MOU facility, (4) confirmed to be pregnant, and (5) without psychiatric or medical 

contraindications to PrEP [23]. 

Exclusion criteria: (1) concurrent enrolment in another HIV vaccine or prevention trial, 

(2) medical hospitalization in the last year related to obstetric health, (3) active tuberculosis 

(TB) or received TB treatment in the last 30 days, (4) history of renal disease, (5) clinical 

diagnosis of hypertension, (6) exhibiting psychotic symptoms, (7) history of taking anti-

psychotic medication, (8) positive Hepatitis B, (9) history of bone fracture not related to 

trauma, and (10) any other condition (medical, psychiatric, or social) which would hinder the 

ability of the participant to be enrolled in the study [23]. 

While the total number of participants who were enrolled in the parent study was 1201, 

6 participants were omitted from the final analysis leaving 1195 participants included in the 

analysis. 

  

Study procedures and data collection 

Data were collected between August 2019 and October 2021. Women were followed 

from enrolment, first ANC visit, to 12 months postpartum with interviews every three months 

[23]. This questionnaire was administered by a trained researcher translated from English to 

isiXhosa and Afrikaans and back-translated to ensure the translations captured the appropriate 

phrasing of the questions. 

  

Measures 

The exposure of interest in this research project was whether women experienced IPV 

or not in the last 12 months. This was a self-reported measure, indicated with a “yes” or “no”. 

This considers all forms of IPV, including physical, sexual, and emotional violence perpetrated 

by a current, or former, partner or spouse [1,8,22]. 

The outcome of interest was depression which was assessed using the Edinburgh 

Postnatal Depression Scale (EPDS), a screening tool which enquires about depressive 

symptoms within a 7-day recall period [21]. While EPDS is traditionally used to diagnose 

depression in postpartum mothers other studies have shown great success when using the tool 
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to identify depression in antenatal moms [10,14]. An EPDS score of above 11 (³ 11) was 

chosen as the threshold for clinical depression as prior research has shown this threshold score 

to identify perinatal moms at risk for clinical depression with adequate sensitivity and 

specificity [21].  

While EPDS was developed as a tool to diagnose depression in perinatal moms 

oversees, in their study Lawrie et al. validated the use of the EPDS in the SA context, with 

several other studies making use of the scale [24, 25]. 

As highlighted in the parent study, if any woman reports experiencing either IPV or 

depression, they were referred to organizations in their community that would be able to 

provide them with support (23). 

Another measure of interest in this analysis is looking at pregnancy intentions, 

measured by the “London Measure of Unplanned Pregnancy” (LMUP). Much like the EPDS, 

the LMUP threshold was developed in the United Kingdom (UK). In their study, Ernstoff 

validated the LMUP in the Cape Town area of SA, where once again several studies have made 

use of the threshold [26,27].  

  

Data analysis 

Quantitative data were collected through questionnaires administered to women at all 

study visits [23]. The questionnaires were delivered by trained study staff [23]. Both the 

primary exposure and outcome were measured at baseline and the first postpartum visit. Data 

were also analysed from the first postpartum visit the moms attended where a change in 

whether women fell above or below the EPDS threshold was investigated amongst women who 

reported having experienced IPV at baseline. 

In the univariable analysis, the Fisher's Exact Test was used to generate p-values for 

the categorical variables, and the Wilcoxon Signed-Rank Test was used to generate p-values 

for numeric variables. 

Multivariable logistic regression was used to look at the relationships between the main 

exposure and outcome, alongside other chosen variables included in Table 3. We considered a 

p-value of ≤0.05 to indicate statistical significance for both the univariable and multivariable 

analyses. 

For this analysis, three variables were changed from their original form: “age category”, 

“LMUP threshold”, and “living status”. 
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The adjustment in the age categories was motivated by the literature indicating that 

women between the ages of 18–24 years are most impacted by IPV [28]. In South Africa, the 

prevalence of IPV amongst women in South Africa is greatest between the ages of 15–24 years 

[29]. Thus, the age category was modified to bin all ages above 25. 

When looking at the LMUP threshold, the levels “unplanned” and “ambivalent” were 

combined into a single category “unplanned” [30,31]. 

The variable “living status” was adjusted to “current relationship status”, where the 

options are either “relationship” or “no relationship”. The level of “relationship” takes into 

consideration whether the woman had a non-cohabiting or cohabiting partner. 

  

Results 

Cohort characteristics 

In the cohort of women, 77 (6.4%) reported being between the ages of 16–18 years and 

409 (34.2%) women reported being between the ages of 19–24 (Table 1). The median 

gestational age of women at baseline was 21 weeks (interquartile range [IQR]=15–31 weeks) 

(Table 1). More than half of the women in the cohort (55.1%) reported not having an income. 

Table 1 shows that 15.8% of women (n=189) reported having 2 or more partners in the last 12 

months. The majority of women (n=777, 65%) reported not using contraception in the last 12 

months and 92.1% of women reported currently being in a relationship. 79.3% of women 

(n=948) fell into the category of either ‘unplanned’ or ‘ambivalent’ using the LMUP as seen 

in Table 1. 1071 women (89.6%) reported having completed secondary education. At baseline, 

147  women (12.3%) reported experiencing IPV. Overall, 7% of women (n=89) scored above  

or equal to 11 (³ 11) on the EPDS scale, suggestive of symptoms consistent with probably 

depression as seen in  Table 2.  

 

Factors associated with an Edinburgh Postnatal Depression Scale (EPDS) score 

greater than 11 

Univariable regression results 

Among women aged 16–18 years, 15.6% reported signs or symptoms indicative of 

probable depression, compared to 84.4 % who reported symptoms placing them below 11 (< 

11) on the EPDS threshold (Table 3).
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Table 1: Baseline characteristics of pregnant women accessing oral HIV pre-exposure prophylaxis, Cape Town, South Africa (n=1195) 

n % of total 
Gestational age (weeks) 
     Median (IQR) 21 15-31
Age categories (years) 

16-18
19-24
25+

77 
409 
709 

(6.4) 
(34.2) 
(59.3) 

Education level 
     Primary 
     Secondary 
     Tertiary 

21 
1071 
103 

(1.8) 
(89.6) 
(8.6) 

Income category (ZAR) 
     None 
     < R5000 

+ R5000

658 
447 
90 

(55.1) 
(37.4) 
(7.5) 

Social grant recipient 
     Yes 
     No 

525 
670 

(43.9) 
(56.1) 

Contraception use in the last 12 months 
     Always used contraception  
     Always used contraception, but knew the method had failed at least once 
     Not using contraception  
     Used contraception, but not on every occasion 

64 
29 
777 
325 

(5.4) 
(2.4) 
(65.0) 
(27.2) 

London Measure of Unplanned Pregnancy threshold 
     Planned 
     Unplanned / ambivalent 

247 
948 

(20.7) 
(79.3) 

Current relationship status 
     Relationship  
     No relationship 

1100 
95 

(92.1) 
(7.9) 

IPV reported in the last 12 months 
     Yes 
     No 

147 
1048 

(12.3) 
(87.7) 
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PrEP initiation at baseline 
     Yes 
     No 

1009 
186 

(84.4) 
(15.6) 

Primigravida 
     First baby 
     Not her first baby 

405 
790 

(33.9) 
(66.1) 

Condom use 
     Yes 
     No 
     Missing 

363 
789 
34 

(30.4) 
(66.8) 
(2.8) 

Partner number in the last 12 months 
     1 partner 
     2+ partners 

1006 
189 

(84.2) 
(15.8) 

Alcohol use since finding out they were pregnant 
     Alcohol use 
     No alcohol 

593 
602 

(49.6) 
(50.4) 

Drug use since finding out they were pregnant 
     Drug use 
     No drugs 

10 
1185 

(0.8) 
(99.2) 

STI result 
     STI 
     No STI 
     Missing 

373 
817 
5 

(31.2) 
(68.4) 
(0.4) 

Risk perception of HIV at baseline 
     High chance 
     Low chance 
     No chance at all 

136 
409 
650 

(11.4) 
(34.2) 
(54.4) 

SES category 
     Lowest SES 
     Moderate / high SES 

381 
814 

(31.9) 
(68.1) 
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Table 2: Baseline characteristics stratified by EPDS threshold (n=1195) 

EPDS ³ 11 
N = 89 

EPDS < 11 
N = 1109 

n % of above 
threshold 

n % of below 
threshold 

p-value

Gestational age (weeks) 
     Median (IQR) 23 15-31 21 15-31 0.318 
Age categories (years) 

16-18
19-24
25+

12 
33 
44 

(13.5) 
(37.1) 
(49.4) 

65 
376 
665 

(5.9) 
(34.0) 
(60.1) 

0.016 

Education level 
     Primary 
     Secondary 
     Tertiary 

2 
78 
9 

(2.2) 
(87.6) 
(10.1) 

19 
993 
94 

(1.7) 
(89.8) 
(8.5) 

0.689 

Income category (ZAR) 
     None 
     < R5000 

+ R5000

56 
31 
2 

(62.9) 
(34.8) 
(2.2) 

602 
416 
88 

(54.4) 
(37.6) 
(8.0) 

0.073 

Social grant recipient 
     Yes 
     No 

37 
52 

(41.6) 
(58.4) 

488 
618 

(44.1) 
(55.9) 

0.658 

Contraception use in the last 12 months 
     Always used contraception 
     Always used contraception, but knew the method had failed at least once 
     Not using contraception  
     Used contraception, but not on every occasion 

6 
1 
56 
26 

(6.7) 
(1.1) 
(62.9) 
(29.2) 

58 
28 
721 
299 

(5.2) 
(2.5) 
(65.2) 
(27.0) 

0.034 

London Measure of Unplanned pregnancy threshold 
     Planned 
     Unplanned / ambivalent 

11 
78 

(12.4) 
(87.6) 

236 
870 

(19.7) 
(72.8) 

0.056 

Current relationship status  
     Relationship  
     No relationship 

74 
15 

(83.1) 
(16.9) 

1026 
80 

(92.8) 
(7.2) 

0.003 
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IPV reported in the last 12 months 
     Yes 
     No  

23 
66 

(25.8) 
(74.2) 

124 
982 

(11.2) 
(88.8) 

0.0002 

PrEP initiation at baseline 
     Yes 
     No  

77 
12 

(86.5) 
(13.5) 

932 
174 

(84.3) 
(15.7) 

0.651 

Primigravida 
     First baby 
     Not her first baby 

40 
49 

(44.9) 
(55.1) 

365 
741 

(33.0) 
(67.0) 

0.026 

Condom use 
     Yes 
     No 
     Missing 

32 
50 
7 

(36.0) 
(56.2) 
(7.9) 

331 
748 
27 

(29.9) 
(67.6) 
(2.4) 

0.138 

Partner number in the last 12 months 
     1 partner 
     2+ partners 

64 
25 

(71.9) 
(28.1) 

942 
164 

(85.2) 
(14.8) 

0.002 

Alcohol use since finding out they were pregnant 
     Alcohol use 
     No alcohol 

53 
36 

(59.6) 
(40.4) 

540 
566 

(48.8) 
(51.2) 

0.061 

Drug use since finding out they were pregnant 
     Drug use 
     No drugs 

1 
88 

(1.1) 
(98.9) 

9 
1097 

(0.8) 
(92.6) 

0.540 

STI result 
     STI 
     No STI 
     Missing 

23 
65 
1 

(25.8) 
(73.0) 
(1.1) 

350 
752 
4 

(31.6) 
(68.0) 
(0.4) 

0.339 

Risk perception of HIV at baseline 
     High chance  
     Low chance 
     No chance at all 

12 
21 
56 

(13.5) 
(23.6) 
(66.3) 

124 
388 
594 

(11.2) 
(35.1) 
(53.7) 

0.079 

SES category 
     Lowest SES 
     Moderate / high SES 

31 
57 

(34.8) 
(65.2) 

350 
756 

(31.6) 
(68.4) 

0.555 
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Women who reported signs or symptoms indicating probable depression had a higher 

median gestational age (23 weeks; IQR=15–31), compared to women with an EPDS score <11 

(median gestational age=21 weeks; IQR=15–31). Among women with probable depression, 

62.9% reported having no income compared to 54.4% among women with an EPDS score <11.. 

A higher proportion of women with probable depression reported not currently being 

in a relationship (16.9%) compared to  7.2% of women <11 on the EPDS threshold. More 

women among those with probable depression said that this was their first baby, compared to 

those with an EPDS score <11, 45% and 33% respectively. Among women with probable 

depression, 28% reported having more than 2 partners in the last 12 months compared to 15% 

of women reporting more than 2 partners among women with an EPDS score  <11. 59.6% of 

women with probable depression reported using alcohol at baseline compared to 48.8% of 

women <11 on the EPDS threshold. Table 2 shows that 26% of women with probable 

depression on the EPDS threshold reported experiencing IPV in the past 12 months compared 

to 11.2% of women with <11 on the EPDS threshold and reported experiencing IPV in the last 

12 months as seen in Table 3. 

Out of a total of 147 women who reported experiencing IPV at baseline, at their first 

postpartum visit, 8 mothers (5%) reported signs and symptoms consistent with probable 

depression, while 82 mothers (56%) fell < 11 on the EPDS threshold, while the remaining 57 

women were lost-to-follow-up and did not attend their first postpartum study visit. 

 

Multivariable regression results 

Results from a univariable model indicate that women between the ages of 16–18 years 

were 3.15 (95% CI: 1.30, 7.07; p-value=0.007) times as likely to report probable depression  

than women above the age of 25 years, controlling for age, income, receipt of a social grant, 

LMUP category, and relationship status (Table 3). When looking at the association between 

IPV and EPDS shows that women who report experiencing IPV at baseline had 2.77 (95% CI: 

1.61, 4.61) times the odds of experiencing probable depression compared to those who did not 

experience IPV at baseline, controlling for the aforementioned variables.
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Table 2:  Factors associated with signs and symptoms of depression using the Edinburgh Postnatal Depression Score among pregnant women in 
Gugulethu and Hanover Park, Cape Town, August 2019 to October 2021. 

Univariable analysis Multivariable analysis 

OR 
95% confidence 

interval OR 
95% confidence 

interval 
Age (years) 

16-18
19-24
25+

4.13 
1.28 
Ref 

1.76, 8.84 
0.79, 2.04 
Ref 

3.15 
1.06 
Ref 

1.30, 7.07 
0.61, 1.84 
Ref 

Income (ZAR) 
     None 
     <R5000 
     R5000+ 

Ref 
0.26 
0.80 

Ref 
0.04, 0.86 
0.50, 1.26 

Ref 
0.90 
0.29 

Ref 
0.54, 1.47 
0.05, 0.99 

Social grant recipient 
     Yes 
     No 

0.90 
Ref 

0.58, 1.40 
Ref 

0.94 
Ref 

0.57, 1.55 
Ref 

London Measure of Unplanned Pregnancy (LMUP) 
     Planned  
     Unplanned / ambivalent 

0.52 
Ref 

0.26, 0.97 
Ref 

0.67 
Ref 

0.33, 1.25 
Ref 

Current relationship status 
     Relationship  
     No relationships 

0.38 
Ref 

0.21, 0.72 
Ref 

0.41 
Ref 

0.22, 0.79 
Ref 

Intimate partner violence (IPV) reported in the last 12 months 
     Yes 
     No 

2.77 
Ref 

1.63, 4.56 
Ref 

2.77 
Ref 

1.61, 4.61 
Ref 
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Women who fell into the “planned” category of the LMUP threshold have a decreased odds of 

0.67 (95% CI: 0.33, 1.25) of probable depression compared to those who fall into the LMUP 

category of “unplanned” or “ambivalent”, controlling for age, income, receipt of a social grant, 

LMUP category, and relationship status. Women who reported earning more than R5000 are 

0.29 (95% CI: 0.05, 0.99) times as likely to experience probable depression compared to 

women who report having no income controlling for the aforementioned variables in Table 3. 

  

Discussion 

The results of this study indicate that women who report experiencing IPV are more 

likely to be depressed compared to those women who do not report experiencing IPV. These 

results indicate a relationship between IPV and depression, confounded by other variables 

included in the analysis. It is important to situate these results with other studies conducted on 

the topic. 

This study found that 12.3% of women reported experiencing IPV at baseline, while 

7.4% of women reported signs of clinical depression, indicating probable depression. 25.8% 

of women who reported probable depression reported experiencing IPV compared to 11.2% of 

women who reported experiencing IPV who fell <11 EPDS threshold. In conjunction with this, 

in both the univariable and multivariable analyses, it was found that women who reported 

experiencing IPV in the last 12 months at baseline were nearly 3 times as likely to experience 

probable depression compared to women who did not report experiencing IPV. This is an 

important result and shows that women with probable depression (³ 11 on the EPDS threshold) 

report more instances of IPV than those who fell below 11 on the EPDS threshold. 

In this study, the pregnant women included in the analysis were all on oral PrEP. Central 

to the aims of the parent study is to examine PrEP adherence amongst pregnant and postpartum 

women [23]. This study explores factors that impact adherence to PrEP, thus addressing the 

main aims of the parent study. 

Other PrEP trials conducted in SA, Kenya, and Uganda, indicated that women with 

depressive symptoms had 25–27% lower PrEP adherence compared to those who reported no 

depressive symptoms [16]. Similarly, Velloza et al. found that women with depression were 

less likely to adhere to oral PrEP regimens than women without depression (adjusted risk ratio 

0.79, 95 CI 0.63, 0.99) [17]. Similar results were highlighted when looking at experiences of 

IPV amongst women, where it was demonstrated that IPV also has an impact on PrEP 

adherence [18]. 
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A study conducted by Gibbs et al. reported that the prevalence of IPV within the last 

12 months was 10.55% [3]. In their study, Shamu et al. found that IPV prevalence ranged from 

2% to 57% during pregnancy [9]. This is a wider estimate compared to Malan et al. who reveal 

that the prevalence of pregnant women who experience IPV ranges from 27% to 48% [11]. In 

the study conducted by Groves et al., they reported that 25% of women experienced some form 

of IPV during their pregnancy, an estimate which is 2 times the prevalence of IPV among 

pregnant women in this study [8]. In SA, 9.8% of adults will experience a depressive episode 

at some point, with prevalence highest among young people aged 18-34 years and the 

likelihood highest amongst women (odds ratio (OR) 1.78, 95% CI 1.3-2.4) [15]. 

Mirroring these results, this study 25.8% of women who reported probable depression 

reported experiencing IPV compared to 11.2% of women who reported experiencing IPV who 

fell below 11 EPDS threshold. In conjunction with this, in both the univariable and 

multivariable analyses, it was found that women who reported experiencing IPV in the last 12 

months at baseline were nearly 3 times as likely to experience probable depression compared 

to women who did not report experiencing IPV. 

There are many reasons to explain the discrepancies in the results from these studies. 

Here it is important to look at where these studies were conducted. Another reason for the 

discrepancies could be how both IPV and depression were measured. Here, IPV was a self-

reported measure where pregnant women either indicated “yes” or “no” to experiencing any 

form of violence at their baseline visit. There are numerous factors present in a woman’s life 

that impact whether one can openly report IPV. Some of these include the stigma and shame 

associated with experiencing IPV and the nature of the relationship the woman is in, where 

having a partner who is coercive impacts how overt one can be about experiences of violence 

at the hands of a partner [8,14,21,32,33]. Given the stigma and fear associated with reporting 

IPV, it is likely that IPV was underreported in the parent study. An additional consequence of 

IPV is the abuse of either drugs or alcohol [9,12,22,32,33]. Russel et al. note there is a higher 

risk of experiencing both emotional and physical IPV amongst girls who are heavy alcohol 

users [33]. The relationship between experiences of IPV and substance can also be seen in a 

different light – where women who are abused are more likely to turn to either alcohol or drugs 

as a coping mechanism [9]. 

Another important risk factor for experiencing IPV during pregnancy is the intention 

behind the pregnancy – whether it was planned or unplanned. In their study, Malan et al. 

indicated that 76.7% of women in their study reported that their pregnancy was unplanned [11]. 

Pregnancy intentions are an important variable to look at when investigating the relationship 
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between depression and IPV amongst pregnant women and shed light on the mental state of 

not only the mother but also their partner [2,9-12,22]. Pregnancy intentions have been 

highlighted as a significant risk factor for both maternal depression and experiences of IPV 

[10,12]. In conjunction with this, when a pregnancy is unplanned or unintended, it harms 

financial security in the household [2]. Unplanned pregnancies are usually blamed on the 

female partner, which Shamu et al. have noted to hurt the mental state of the pregnant mom 

[9].  

In their unadjusted model, Govender et al. report that women who experienced physical 

violence during their pregnancies were 5 times more likely to have symptoms of depression 

[10. Similarly, Gibbs et al. reported that the odds of IPV were significantly increased among 

women reporting depressive symptoms (OR = 1.31 [1.15-1.50], p<0.0001) [3]. These results 

further contribute to the growing literature highlighting the association between IPV and poor 

mental health outcomes. The link between the two is commonly accepted in the field, but most 

of the evidence is based on data collected in high-income countries (HIC) [21]. Thus, these 

research findings fill the gap by adding evidence from LMIC that demonstrates this association. 

In conjunction with this, there remains a troubling dearth of research conducted looking at 

trends of violence throughout pregnancy [9]. This result suggests regardless of prior mental 

health history, IPV during pregnancy negatively impacts levels of emotional distress, an 

important finding giving insight into the experiences of pregnancy for many women [8]. 

Our results highlighting the association between IPV and depression suggest that more 

interventions can be designed and tailored to specifically fit the needs of pregnant women [14]. 

It is also important to note that these findings indicate more effort needs to be placed at the 

antenatal and postnatal visits, where questions surrounding IPV and symptoms of depression 

need to be asked. Pregnant women are especially vulnerable, and the implications of 

experiencing violence during their pregnancy, and mental ill-health impact not only the mother 

but also the child [3,9,10,12]. 

Age was found to be an important factor in pregnant women who scored ³ 11 on the 

EPDS threshold in this study. In the multivariable analysis, it was found that women between 

the ages of 16-18 were 3 times more likely to score ³ 11 on the EPDS threshold compared to 

women who were above the age of 25. Few studies noted the importance of age, which 

indicates an important gap that needs to be looked at in further depth in future research. 

Almost all women at baseline reported initiating oral PrEP. Pregnant women have been 

identified as a high-risk group when it comes to HIV exposure [19,20]. Many factors inhibit 
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adherence to the PrEP regime, where both experiences of IPV and depression have been 

identified as factors that halt adherence amongst women in SA [19,20]. Partners may not be 

supportive of women taking PrEP, given the stigma associated with taking PrEP, thus making 

it a crucial factor that cannot be overlooked when examining adherence [19]. 

There are several limitations of this study. Firstly, while the design of the study was a 

retrospective cohort, only two study visits were analyzed – the baseline visit, and then the first 

visit postpartum. Future research can look at more than two study visits, allowing for a more 

in-depth analysis of how IPV and depression amongst pregnant and postpartum women change 

over time. 

Another limitation is the self-reported nature of the variables. As highlighted earlier, 

experiences of both IPV and depression are fraught with stigma which impacts the ability of 

women to openly report adverse experiences, without fear of the potential repercussions of 

being ostracized or experiencing further violence because they disclose these experiences. 

  

Conclusion 

The findings from this study indicate that IPV and poor mental health, specifically 

symptoms relating to depression, are correlated among pregnant women. Income status, LMUP 

category, age category, and whether one receives social grants or not, are demonstrated to have 

a significant impact on this relationship. These results indicate that screening for both 

experiences of IPV and symptoms of depression at antenatal and postnatal visits to clinics can 

significantly improve the quality of life of pregnant women [8,13,14,22]. By identifying these 

issues at the start of the pregnancy, the trajectory of the pregnancy can be positive. Going 

beyond disclosing either IPV or depression, pregnant women can be linked with specialized 

services focusing on supporting women who are struggling during their pregnancy. As a result 

of this linkage, both PrEP adherence and persistence can be improved and monitored more 

closely amongst pregnant women who report IPV and depression given the negative impact 

both these experiences have on the lives of the women [16-22]. More research is needed to 

examine patterns of IPV and depression throughout the pregnancy, but this study highlights 

how at baseline, a relationship does exist between experiences of IPV and depression. 
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