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Abstract 
The strong desire to experience motherhood, mediated by prevailing social and cultural norms encourage 
childbearing in society. Contraceptive use and pregnancy among HIV positive women in South Africa is of 
growing concern as it may be associated with various adverse factors having socio-economic and health impacts. 
The timeous initiation and optimal utilisation of antenatal care services is imperative to ensure positive pregnancy 
outcomes and good maternal health; not always possible due to various challenges in developing countries. 
Motherhood is a component of a women’s identity in cultural societies and important for female social status. 
Major challenges are gender-based violence and gender inequality as well as physiological factors that place 
women at risk like cultural and behavioural practices requiring parental consent for access to reproductive and 
sexual health services tend to discourage girls and women in their pursuit for decision making in reproductive 
health. This study examines the societal influences on contraceptive usage amongst women attending an antenatal 
clinic, their contraceptive use and HIV status in the city of Durban, province KwaZulu-Natal, South Africa. A 
cross-sectional study was conducted at a Primary Health Care (PHC) facility with a total of 283 pregnant women in 
trimester one visiting the antenatal clinic for the first time who completed a self-administered questionnaire. 
Results evidenced that almost 70% of the study population are aware of their HIV status prior to conceiving. 
Contraceptive usage in HIV positive participants was similar 82 (81%) to 97 (75%) in HIV negative participants. 
The HIV positive participants were aware of the consequences of non-contraceptive use. HIV positive women 
were not deterred by the desire to use contraception nor conceive (OR: 1.04, CI: 0.61 - 1.79). The study reports a 
high number of the women are single (>75%), low level of education (90%), unemployed (>70%). HIV status has 
no impact on contraceptive use and the prevalence of pregnancy among HIV positive women. The number of 
miscarriages (11%) and early neonatal deaths (6%) reported appeared higher in HIV positive women. Smoking 
(>50%) and alcohol consumption (>50%) were equally high amongst the pregnant women. Comprehensive 
programs for planned pregnancies in HIV positive women is necessary for a paradigm shift in the prevailing social 
and cultural norms worldwide. Reproductive health education extending to embrace the boys and men in the 
population will increase the importance and acceptance of contraception usage for both HIV positive and negative 
women in reproductive health care. 
Keywords: societal influences, contraceptive use, pregnancy, HIV status 
1. Introduction 
The utilization of contraceptives in a South African context is important in maintaining and promoting access to 
sexual and reproductive health care services in accordance with the Sustainable Development Goal 3.7 for 2030 
(United Nations [UN], 2014). However, like South Africa, developing countries possess many factors which 
negatively influence the utilization of contraception amongst marginalized women, in the context of socio 
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demographic, family and/or partner support and life style factors (Graham et al., 2016; Kruk et al., 2016; Mark, 
2007). These factors may delay the United Nation Population Fund (UNFPA) vision of achieving zero percent 
unmet need for family planning (UNFPA, 2018) by 2030 which currently is 12 %. As reported in the Sustainable 
Development Goals (3.7 Target 5B) that only 50% of women in developing areas received the recommended 
amount of reproductive health care. Koblinsky et al. (2016) reported that in sub-Saharan Africa death due to 
pregnancy and childbirth is still 100 times more than developed countries. Therefore, the Official Development 
Assistance for family planning and reproductive health care still remains low (UN, 2014). 
In developing countries the access to antenatal care has increased to 83% in 2012 (UN, 2014). In Africa, 
particularly South Africa, as stated by the South African Demographic and Health Survey (SADHS) report 
released in 2017, the usage of contraception remains low around 58.3% (SADHS, 2016). According to Ceshia & 
Horton, (2016) there is a need for international health care providers to fundamentally reappraise sustainable 
maternal wellbeing and healthcare practices, programmes and policies. This study explored women’s reproductive 
intentions and the factors influencing their contraceptive choices at a public health facility in KwaZulu-Natal 
(KZN) providing services to pregnant women in particular with regard to contraceptive usage and HIV status. 
Major challenges regarding sexual and reproductive health care in women include socio-demographic factors (age, 
marital status, employment, household income, and living conditions), family/partner support and lifestyle factors 
that place women at risk for contraceptive utilization and decision making practices. 
Considering the extent of the HIVAIDS epidemic (Varas-Diaz et al., 2019; World Health Organization [WHO], 
2018) options of reproductive intent and choice in HIV positive women is important to warrant the provision of 
suitable reproductive health care services. In sub-Saharan Africa, women in their reproductive years are the 
majority of HIV positive (UNAIDS Global Report, 2018) in addition a high percentage are young females 
(National Department of Health South Africa. Annual Report 2017/2018). Internationally, but more so in 
developing countries, the focus of most health services are on HIV positive people by providing services to 
manage opportunistic infections and the provision of antiretroviral treatment (ART) (Harper et al., 2007). South 
Africa has the highest HIV epidemic profile in the world, with an estimated 7 million people living with HIV in 
2017. South Africa has made some progress in managing the HIV/AIDS epidemic since 2008, as the uptake of 
antiretroviral treatment has increased dramatically to 1 900 000. However, the Department of Health, South Africa 
(DoHSA, 2018), reported South Africa as having one of the fastest growing HIV epidemics. The prevalence 
among pregnant women alone increased from less than 1% in 1990 to 30% in 2005 (DoHSA, 2018). This dramatic 
increase in HIV infection rates has resulted in the country having the largest population of HIV positive people in 
the world, (5.5 million people) (Aryeetey et al., 2010) with approximately one in eight of its population infected 
with HIV. In South Africa, the pattern of HIV infection in KwaZulu-Natal province reports 40.8% [39.5–42.1%] of 
adults (aged 15 years and older) are living with HIV DoHSA (Thornton et al., 2004). 
Appropriate reproductive health services for pregnant HIV positive females has not received much consideration 
(Barot, 2017). Perinatal HIV infection, re-infection with various strains of viral HIV, including substantial risk for 
sexual transmission is associated with the use of unprotected sexual activity and irresponsible contraceptive use 
(Sajow, 2019; Mayondi et al., 2016; Koblinsky et al., 2016). Reproductive health care policies do not support HIV 
positive individuals from reproducing (Kass, 2004). People’s perceptions and views regarding HIV and 
reproduction has generally been associated with stigma and discrimination (UN, 2014). Due to the high health 
risks, a few HIV positive people may opt not to conceive, however, the influence by social values that encourage 
childbearing may instil strong personal desires to experience biological parenthood (Cooper et al., 2007; 2009). 
Evidence from both developing and developed countries, show that a considerable number of HIV positive 
females continue to want children in spite of their status (Duarte et al., 2014; Suryavanshru et al., 2008; 
Kirshenbaum et al., 2004). Thus this study examined the societal influences on contraceptive usage amongst 
women attending an antenatal clinic, their contraceptive use and HIV status.  
2. Methods 
2.1 Design and Setting 
A cross-sectional quantitative study was conducted amongst pregnant women to assess societal factors influencing 
contraceptive choices and reproductive intentions. The study was conducted at a Primary Health Care (PHC) 
facility in an urban area in the eThekwini District Municipality of KZN, which serves people from a disadvantaged 
socio-economic community including informal settlements. The health care facility predominantly serves black 
urban and peri-urban working class communities, and is broadly representative of the population of the province 
and the country. 
2.2 Ethics and Recruitment of Sampling Participants 
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The study recruited a total of 283 pregnant women who presented at their first ANC visit to the clinic and who 
were in their first trimester of pregnancy at a public health facility providing antenatal care, HIV care and ART in 
the central Durban metropolitan area. Pregnant women accessing antenatal care (ANC) at the primary health care 
(PHC) facility were conveniently sampled to participate in the study. All pregnant women who presented for their 
first ANC visit at the PHC facility and were between 4 and 24 weeks of pregnancy were selected. At the beginning 
of the study, each participant signed informed consent. The researchers maintained confidentiality and privacy of 
all information. Ethical approval was granted by the Durban University of Technology Institutional Research 
Ethics Committee (IREC 034/14 and IREC 045/14) as well as gatekeeper permission was granted by the 
KwaZulu-Natal Department of Health (HRKM 234/14). 
2.3 Data Collection and Analysis 
Data was collected using a questionnaire. Each participant was afforded the right to complete questionnaires in the 
language of preference (English or isiZulu). Data that was collected was stored securely and no reference was 
made to participants’ names in any research output. The following variables were included: socio-demographics, 
family/partner support, lifestyle, HIV status, contraceptive usage, antenatal health care. 
Epidemiological screening and clinical data were analysed using STATA® version 15. Frequency distributions of 
categorical variables and means, standard deviation and ranges of continuous variables were calculated. Bivariate 
associations between categorical variables like demographic and clinical variables stratified by HIV status were 
evaluated using the Pearson’s Chi squared test and Fischer’s exact test where applicable. HIV status was evaluated 
as a binary (HIV positive vs HIV negative variable). Odds ratios were calculated for binary outcome variables. 
Multivariate regression modelling was done in a backward stepwise method with the inclusion of relevant 
covariates. Ninety-five percent confidence intervals were calculated and probability levels of p-value ≤ 0.05 were 
considered statistically significant. 
3. Results 
 
Table 1. Socio-demographic characteristics of the study population according to HIV status. 

Socio-demographic characteristics 
 

n (%) 

HIV – 

n (%) 

HIV + 

n (%) 

Age (n=282) 

Under 18yrs 17 (6.0) 14 (8.8) 3 (2.4) 

18-30yrs 206 (73.1) 125 (78.6) 81 (65.9) 

 >30yrs 59 (21) 20 (12.6) 39 (31.7) 

Marital status (n=273) 

Married / Living together 48 (17.5) 30 (19) 18 (15.7) 

Single 221 (81.0) 125 (79.1) 96 (84) 

Divorced/separated/widowed/other 4 (1.5) 3 (1.9) 1 (0.9) 

Level of education (n=267) 

None  9 (3.4) 3 (2) 6 (5.2) 

Primary school  8 (3) 3 (2) 5 (4.3) 

High school  250 (93.6) 145 (96) 105 (90.5) 

Employment status (n=271) 

Unemployed 193 (71.2) 108 (69.7) 85 (73.3) 

Vendor 77 (28.4) 46 (29.7) 31 (26.7) 

Housewife 1 (0.4) 1 (0.7) 0 (0) 

Living category (n=264)  

Renting/living with partner 96 (36.4) 54 (36) 42 (36.8) 

 Relatives 77 (29.2) 47 (31.3) 30 (26.3) 
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Friends 62 (23.5) 31 (20.7) 31 (27.2) 

Hostel 22 (8.3) 13 (8.7) 9 (7.9) 

Squatter 7 (2.7) 5 (3.3) 2 (1.8) 

Household income (Rands) (n=110) 

< R1500 71 (64.6) 40 (60.6) 31 (70.5) 

R1501 to 3000 20 (18.2) 12 (18.2) 8 (18.2) 

  >R3000 19 (17.3) 14 (21.2) 5 (11.4) 

 

Table 2. Contraceptive use in the study population prior to pregnancy according to HIV status 

    
 

n (%) 

HIV – 

n (%) 

HIV + 

n (%) 

  

HIV status demographics  283 160(57%) 123(44%)   

Contraception  

Contraceptive use  
231 97(74.6) 82(81.2) 

  

Type of contraceptive (n=231)   

Condom use 80 (34.6) 40 (30.8) 40 (40)   

Injectable 55 (23.8) 32 (24.6) 23 (22.8)   

Other methods used: IUD, pill, withdrawal, implants, 
spermicidal, traditional 44 (19.1) 25 (19.2) 19 (18.8)   

No contraceptive used 52 (22.5) 33 (25.4) 19 (18.8)   

Reasons for non-contraceptive use (n=232)   

Did not mind if they fell pregnant 76 (32.8) 42 (31.1) 34 (35.1)   

Thought that could not get pregnant at the time 80 (34.5) 50 (37.0) 30 (31)   

Concerned about side effects of using a contraception 26 (11.2) 16 (11.9) 10 (10.3)   

Difficulty accessing contraceptives 5 (2.2) 4 (3.0) 1 (1.0)   

Thought that either their partner or themselves was sterile 4 (1.7) 0 (0) 4 (4.1)   

Refusal by partner  7 (3.0) 4 (3.0) 3 (3.1)   

Religious beliefs 2 (0.9) 0 (0) 2 (2.1)   

Other 32 (13.8) 19 (14.1) 13 (13.4)   

      

Table 3. Association between HIV positive status and the decisions in the use of contraceptives 

 

HIV+ status 

OR 95% CI 

Condom use 1.52 0.89 - 2.58 

Injectable contraceptive 0.98 0.54 - 1.75 

IUD/pill/implant/withdrawal/spermicidal 1.35 0.49 - 3.72 

I did not mind if I got pregnant 1.04 0.61 - 1.79 

I thought I could not get pregnant 0.71 0.41 – 1.22 

I had side effects from use of contraceptives 0.89 0.39 - 2.00 
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Table 4. Factors influenced by culture and behaviour on decision making of pregnant women. 

Decision making and behavioural factors 
Total respondents HIV – HIV + 

* N (%) n (%) n (%) 

Pregnancy HIV status 63 32 (50.7) 31 (49.3) 

History of Pregnancy:  

Number of abortions    

Number of miscarriages 

Number of stillbirths  

Early neonatal deaths  

54 

 

0 (98.0) 

4 (7.4) 

0 (98.0) 

1 (94.0) 

 

1 (2.0) 

6 (11.1) 

1 (2.0) 

3 (6.0) 

Lifestyle Behaviours: 

Smoking 

Alcohol consumption 

Drug dependency 

73 

 

37 (51.0) 

37 (51.0) 

0  

 

36 (49.0) 

36 (49.0) 

0 

Family/partner support  

Needs support 

Receiving support 

Satisfied with support 

 

71 

75 

75 

 

25 (35.2) 

34 (45.3) 

33 (44.0) 

 

20 (28.2) 

32 (42.7) 

31 (41.3) 

*Not all participants answered all questions. 

 
4. Findings and Discussion 
Table 1 provides the data on the demographic characteristics of the study population according to the HIV status. 
Of the 283 responses to HIV status, it was reported that 123 (43.5%) pregnant women were HIV positive. In 
relation to age and HIV status, the higher prevalence was reported in the age category of 18 to 30 years 206 (73%). 
In terms of employment status, 193 (71%) were unemployed. Most women who were HIV positive were single 96 
(84%). Of the pregnant women, 71 (65%) resided in households, where the income was less than R1500 per month. 
A larger proportion of the participants either lived with their partner 96 (36%) or with a relative 77 (29%). 
Table 2 provides the data on the contraceptive use in the study population according to the HIV status. 
Contraceptive usage in HIV positive participants was higher at 82 (81%) as compared to 97 (75%) in HIV negative 
participants. Condom usage is reported to be the most popular method of contraceptive 80 (35%), followed by the 
contraceptive injection 55 (24%). However, 23 (23%) of all participants reported that they did not use any form of 
contraception. Difficulty accessing contraception and services 5 (2%) was not reported to be a main reason for 
non-use of contraception. The study reported that the main reasons that they could not conceive at that point in 
time as the most common reason for non-contraceptive use was 80 (35%). The HIV positive participants appear to 
be aware of the consequences of non-contraceptive use and the number of participants among HIV positive 
contraception is only 19 (19%). 
Table 3 presents results from multivariate analyses of HIV positive women and the association on decisions on 
reasons for the use of contraception. Condoms had an OR: 1.52, CI: 0.89 - 2.5; followed by the IUD, pill, implant, 
withdrawal and spermicidal forms (OR: 1.35, CI: 0.49 - 3.72) of contraception were the most utilised methods. 
Being HIV positive did not deter the desire of women to conceive (OR: 1.04, CI: 0.61 - 1.79). The lack of 
knowledge with perceived side-effects, fears and misinformation are a huge barrier to contraceptive use. This was 
found in studies by Campbell et al., (2006) and Eaton et al., (2003). 
In Table 4, the decision making and history of the pregnant women and lifestyle behaviors as well the support they 
received are presented. A number of challenges impacting on contraceptive use are reported for pregnant women. 
This study includes HIV status, education, socioeconomic status, partner support household circumstances, 
pregnancy history; factors that place women at risk due to cultural and behavioural practices for access to 
reproductive and sexual health services. These tend to discourage women in their pursuit for reproductive health 
and well-being. Various studies have shown that the higher the education levels the more likely modern 
contraception methods usage would occur (Asekun-Olarinmoye, 2013; Palamuleni, 2013; Teye, 2013; 
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Onwujekwe, 2012). Whilst studies do report education is important and usage was high (Aryeetey et al., 2010; 
Moronkola et al., 2006); the knowledge of family planning and contraception side-effects in another study found 
women had low contraceptive use (Hagan & Buxton, 2012; Ujboaja, 2011). The number of miscarriages (11%) 
and early neonatal deaths (6%) reported appeared higher in HIV positive women. The influence by social values 
that encourage childbearing may instil strong personal desires to experience biological parenthood (Cooper et al., 
2007; 2009). 
Motherhood is a norm for married women in society (Kirshenbaum et al., 2004), and in predominantly pro-natal 
cultures such as in Latin America Africa and Asia, the pressure on females to produce children is generally great. 
Cultural beliefs imposed on women and their fertility, provide a higher substantial social status to womenfolk who 
have children, while barrenness may convey adverse social consequences (Doyal & Anderson, 2005). A South 
African study by Peer et al. (2016), reports higher self-esteem and confidence as a promotor for contraceptive use 
and reproductive decision making. 
From the sample of 283 pregnant women 123 (44%) were found to be HIV positive. Socio-demographic factors 
such as education levels, living conditions and household income of the participants appeared to have little 
significance with regards to their HIV status. Some HIV positive individuals however do wish to avoid pregnancy. 
Fears of partner and infant infection and having a previously HIV infected baby are some of the important factors 
deterring individuals from being pregnant. There is strong disapproval associated with HIV and reproduction. 
Family, husbands, partners and societal expectations for childbearing have an influence on women’s reproductive 
intentions, and HIV status may be a factor discouraging reproduction. 
The demographic characteristics of the study population according to the HIV status. Of the total responses to HIV 
status, it was reported that just under half of the pregnant women were HIV positive. HIV status was found to be 
more prevalent in the age category 18 to 30 years with two thirds of these participants being unemployed. Most of 
the women who were HIV positive were single. A study by Cox et al. (2013), reported that decisions regarding 
family planning were strongly related to being married and marital satisfaction. Of the pregnant women, more than 
half resided in households, where the income was less than R1500.00 per month. A larger proportion of the 
participants either lived with their partner or with a relative. Men’s perceptions, support and communication with 
their partners positively influenced contraceptive use (Anguzu et al., 2014). Similarly, poor communication and 
support was found to be associated with low contraceptive use (Audu, 2008; Iklaki, 2005). 
Contraceptive usage in HIV positive participants was high as compared to that in HIV negative participants. 
Condom usage is reported to be the most popular method of contraceptive, followed by the contraceptive injection. 
A quarter of all participants reported that they did not use any form of contraception. The study reported that the 
main reason that they could not conceive at that point in time was the most common reason for non-contraceptive 
use. The HIV positive participants appear to be aware of the consequences of non-contraceptive use. An HIV 
positive status does not remove sexual and reproductive desires; therefore, diversity exists in reproductive and 
contraceptive intentions. 
As described in the UNAIDS Report (2017/2018), in sub Saharan Africa, more than 50% of HIV-positive women 
have discussed family planning with a health care provider at a family planning clinic. In these and other African 
settings, few couples employ more than one protection method (using condoms alongside another contraceptive 
method). This study found that amongst HIV positive women the use of condoms, IUD, pill, implant, withdrawal 
and spermicidal forms of contraception are the most utilised methods. 
In various African countries the needs for contraception are still unmet. Studies in South Africa and Kenya 
explored perceptions about having a child irrespective of HIV transmission risk and interventions for safer 
conception (Cooper et al., 2007; 2009). Pregnancy was more often desired by the women for various reasons of 
which there was no concern of transmitting HIV onto their unborn babies. Those participants who were not 
planning a pregnancy, a minority were using protection. Protection included condom use (protective against 
transmission of HIV and sexually transmitted infections), other contraceptive methods whose effectiveness is not 
reliant on it being used at the time of sex; for example pills, injections, implants and intrauterine devices. There is 
an emphasis on condoms in HIV services with a risk that participants exaggerated their use of condoms. The unmet 
family planning need is actually greater than the estimate. Condom use may be over-reported. This group of 
women with HIV wishing to delay or avoid pregnancy, most have unmet family planning needs. Another unmet 
need would be the family planning information provided by health care workers. 
Contraceptive options were important as HIV infected women have specific needs and family planning options 
based on their HIV sero-status. Without intervention HIV positive mothers can transmit the infection to their baby 
by the time it is born, in accordance with the WHO Report, (2018). Some women want a child to leave behind as 
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some form of legacy or reminder; a partner might insist on having a baby, with the woman too afraid to disclose her 
status (Akatukwasa et al. 2019). The community, and fear of stigma and discrimination. Similarly, other studies by 
King et al. (2011) also reported concerns that most of the women were not practicing safe sex, despite receiving 
extensive family planning advice. These ages of onset of sexual activity appears to fall within the National norm of 
15-24 years (Beksinska et al., 2014). Of those respondents, the first use of contraception was similar and relatively 
high. The average age of the HIV negative participants was similar, 20 as compared to 19.3% respectively. 
The study reported that most of this study population where aware of their HIV status prior to falling pregnant. Our 
findings show that HIV status appears not to significantly influence the choice of these women to become pregnant 
and their desire to become a mother is high (Duarte et al, 2014; Kirshenbaum et al., 2004). As the literature 
suggests, not having a child may be viewed negatively within their social and cultural context as high importance is 
placed on a woman’s fertility. Hence it may influence their decision to conceive. A systematic review by 
Blackstone et al. (2017), on twelve Sub-Saharan African studies reported that negative factors affecting 
contraceptive use included social/cultural norms on fertility, women’s misconceptions of contraceptive 
side-effects and male-partner disapproval predominantly. The positive factors included employment, 
communication and support from partners, and education. 
4.1 Limitations 
The participants represented in this study were of those who attended the clinic, however due to circumstances 
some of the pregnant mothers did not continue with follow up and many of the participants dropped out of the 
study. Due to the nature of the questions some participants, declined to participate in the study. 
4.2 Recommendations 
The transition from the Millennium Developmental Goals (MDG’s) to the Sustainable Development Goals (SDG’s) 
highlights the closure of the 50% gap in reproductive health care provision for women in developing countries. 
This study has shown that although variations of societal influences for contraceptive utilization are found across 
the world, in the African continent, and in South Africa; the challenges and barriers to contraception uptake and 
utilization remain a multifaceted problem. We recommend the role of health professionals in broader social 
systems and community interventions targets working within these cultural constraints and counteracting the 
misinformation and negative perceptions. Upscaling our existing reproductive health care system by providing 
knowledge on the availability and provision of services including access for all at the various levels of the health 
care system. 
5. Conclusion 
Although it is generally accepted that all women have the right to bear children, society finds it harder to accept 
when women living with HIV choose to do so. The study has shown HIV status has no impact on contraceptive use 
and the prevalence of pregnancy among HIV positive women with in this study population. That knowledge of 
HIV status, family planning and contraceptives does not equate effective decision making practices. This may be 
attributed to the pressure of cultural and social norms expected of them. The literature also shows that women are 
still falling pregnant. Perhaps further studies on sourcing data to ascertain whether women have a concern with 
transferring the HIV virus to their unborn children is a future research. It is intended that this research will address 
gaps in knowledge and inform the development of policy and programs to support safer and healthier reproductive 
options among HIV positive individuals in this developing country setting. 
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