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Background  

South Africa has high rates of intimate partner violence (IPV) against women. One in three 

adult women has experienced physical partner violence during her lifetime.1 The perpetration of 

partnered violence violates a woman’s right to freedom, and IPV has been shown to have significant 

negative consequences for South African women across the life course including injury, 

victimization, poor mental health, sexually transmitted infections (including HIV), substance use and 

death.2,3  

In the only study on IPV during pregnancy or postpartum in South Africa, one in six women 

experienced physical partner violence during their most recent pregnancy.4 Although we know very 

little about IPV during the period of reproduction for South African women, research in other 

settings shows that IPV during this time has been associated with significant negative consequences 

for both the mother and child, including preterm labor, vaginal bleeding, kidney infections, urinary 

tract infections, poor mental health, preterm birth, low birth weight and neonatal death. 5,6,7,8,9,10,11,12,13 

Women who do experience IPV during the period of reproduction may find that the 

transitions into pregnancy and motherhood affect their experience of IPV in different ways. 

Different subpopulations of women may experience different patterns, or trajectories, of violence 

during the reproductive period14. There is some empirical evidence to suggest that pregnancy is a 

time of respite from IPV for certain women and a time of risk for others. For example, some 

women who have previously experienced IPV in their relationship continue to experience IPV 

during the pregnancy and postpartum period.15,16 However, other women who have previously 

experienced IPV in their relationship find that IPV ceases or abates during this time.14,17 Further, 

some women who have never experienced IPV before the period of reproduction find that it 

emerges for the first time.18,19 In order to appropriately identify and intervene with South African 
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women who are at risk of IPV during and following pregnancy, it is important to understand how 

IPV changes and for whom it changes during the period of reproduction.  

Theoretical literature suggests that the type of relationship women have with their partners 

may affect whether the period of reproduction is a time of respite or risk of IPV. First, women who 

have experienced IPV before pregnancy may be more likely to experience IPV in their relationship 

during the period of reproduction as compared to women who have not experienced IPV before 

pregnancy14. Second, women whose partners are less committed to or supportive of the relationship 

may be more likely to experience IPV during reproduction because the partner feels he has less to 

lose in the relationship than he might if he was more committed to the relationship during the 

period of reproduction.20 Third, women who have significantly lower power in their relationship as 

compared to their partner may be more likely to experience IPV during reproduction because they 

have less control over relationship processes or outcomes than women who have significantly higher 

power in their relationship.21 Fourth, women whose relationships have higher stress during 

reproduction may be more likely to experience IPV during reproduction than women whose 

relationships have lower stress.22 It is important to understand whether these specific characteristics 

of a couple’s relationship affect women’s trajectories of IPV during reproduction since these 

characteristics may be amenable to intervention.    

Therefore, the primary aim of this paper is to use multilevel modeling to describe the 

trajectories of IPV and the relationship characteristics that are associated with these trajectories 

during the period of reproduction for South African women.  

Methodology  

The data for this analysis comes from the South Africa HIV antenatal post-test support 

study (SAHAPS), a longitudinal randomized controlled trial designed to provide psychosocial 
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support to 1,480 HIV+ and HIV- women during pregnancy and the postpartum period.23 SAHAPS 

took place in a public antenatal clinic in a township near Durban. Women who consented to 

participate in the study completed a survey at their first antenatal visit, at three months and at nine 

months postpartum and were asked questions about IPV before, during and after pregnancy using a 

modified version of the World Health Organization’s violence against women scale.24 They were also 

asked questions about each of the following: their male partner’s commitment to them and their 

child, their relationship power, and the presence or absence of specific stressors within the 

relationship. SAHAPS was approved by the University of North Carolina at Chapel Hill and the 

University of KwaZulu Natal’s Internal Review Board.  

To describe the trajectories of IPV across the period of reproduction and to explain 

variation across individuals for the observed trajectories, we will use multilevel modeling. This 

statistical analysis approach is appropriate because it allows us to account for the hierarchical nature 

of the data (wherein time is nested within individuals).25 After organizing our data, we will fit an 

unconditional model to determine the average trajectory of IPV and will determine the appropriate 

model fit using the likelihood ratio test. Next, we will estimate conditional growth models by adding 

male commitment, relationship power and relationship stress to the model to understand their 

effects on levels of IPV at pregnancy and growth of IPV during reproduction. We expect there will 

be significant variability in women’s experiences of IPV during this period and our analytic approach 

will allow me to examine whether relationship characteristics explain this variability. A multivariate 

Wald test will allow us to discern the significance of the relationship characteristics.    

Significance  

While IPV is a significant and well-studied public health problem in South Africa, there is a 

major gap in our knowledge of whether and how IPV changes during the period of reproduction. 

This analysis will elucidate the average trajectory of IPV as well as relationship factors that affect 
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women’s trajectories of IPV during reproduction. A better understanding of these trajectories and 

specifically, how relationship characteristics buffer or enhance women’s risk of IPV will allow us to 

develop clinic-based IPV prevention interventions tailored specifically to South African women 

seeking antenatal and postnatal care. 
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