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Abstract HIV/AIDS and intimate partner violence (IPV)

are growing public health concerns in South Africa.

Knowledge about adult men’s perpetration of IPV and links

between HIV risk behaviours and IPV is limited. Respon-

dent driven sampling was used to recruit men who have

multiple concurrent female sexual partners. Forty-one

percent of the 428 recruited men had perpetrated IPV.

Inconsistent condom use was associated with physical IPV;

experiencing a symptom of a sexually transmitted infection

and engaging in transactional sex were associated with

physical and sexual IPV; problem alcohol use was asso-

ciated with physical, and any IPV, but not sexual IPV;

having five or more partners was associated with sexual

IPV; perceptions of partners’ infidelity were associated

with physical and any IPV. HIV risk reduction interven-

tions among men, especially those with multiple female

sex partners, should incorporate strategies to change the

underlying construction of masculinity that combines the

anti-social and risky behaviours of IPV perpetration,

inconsistent condom use, transactional sex and heavy

alcohol consumption.
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Introduction

The recent South African national household survey con-

ducted in 2008 identified black African men in South

Africa aged 25–49 years as a most-at-risk population

(MARP) [1]. MARPs engage in behaviours that put them at

higher risk for HIV and usually have a higher than average

HIV prevalence compared to people in the general popu-

lation [2]. The South African national household survey

found that black African men in this age category have the

second highest HIV prevalence in the country (23.7%),

surpassed only by the rate found among women aged

20–34 years (32.7%) [1].

In addition to the high prevalence of HIV in South

Africa, intimate partner violence (IPV) is a growing public

health concern that has serious implications for victims’

mental and physical wellbeing [3, 4]. Physical and/or

sexual violence perpetrated against women by their inti-

mate male partners is a common experience worldwide [5].

In South Africa, much of the research on IPV has examined

women’s experiences as victims [6–9]. Lifetime reports of
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physical or sexual violence reported by women in South

Africa range from 43.3% among young rural women [8], to

55.5% among women attending antenatal clinics [6]. In the

latter study, 30.1% of pregnant women had been assaulted

in the past year and those who had experienced more than

one episode of physical/sexual IPV were 54% more likely

to have HIV than those who had not experienced a similar

level of IPV [6].

Knowledge about adult men’s perpetration of IPV and

links between HIV risk behaviours and IPV among males

in South Africa is limited. Research with a random sample

of men aged 18–49 years in South Africa found that 42.4%

had perpetrated physical or sexual IPV in their lifetime

[10], and those perpetrating more than one episode of

physical or sexual IPV were 48% more likely to have HIV

than those who had not perpetrated IPV [11]. Similarly

among working class men in Cape Town, 15.3% of men

had perpetrated sexual violence [12] and 42.3% had per-

petrated physical violence in the 10 years prior to the

survey [13], and 8.8% had perpetrated physical violence in

the 12 months prior to the survey [13].

The perpetration of IPV by men is believed to be a

consequence of, and to sustain, inequitable gender power

distribution that stems from ideologies of male superiority

[14]. Within violent relationships women’s ability to use or

suggest using condoms, and determine the timing and

circumstances of sex is reduced [8]. Further, in sexual

relationships characterised by the exchange of cash or other

material goods, the ‘paying partner’ (most often men) gains

sexual leverage and the right to guard and use his

‘investment’ in the manner he chooses, including unpro-

tected sex and the use of violence [15–18]. Additionally,

men who perpetrate physical and/or sexual violence against

their intimate female partners have been found to engage in

higher rates of behaviours that increase their HIV risk [17].

These behaviours include having multiple sexual partners

[11–13, 19, 20], inconsistent condom use [20], problem

alcohol consumption [11–13, 19, 21], and engaging in

transactional sex (TS) [11, 19, 20]. Research in South

Africa among sexually transmitted infection (STI) clinic

clients indicates that men who had a history of sexually

assaulting women were more likely to have a history of

genital ulcers [20], and women who had experienced sex-

ual assault were more likely to have a STI [9], which in

turn significantly increases the risk of HIV infection and

transmission [3, 22].

Findings from the South African national survey refer-

red to above also found significant increases in the per-

centages of black African men aged 25–49 years reporting

multiple sexual partnerships that includes the likelihood of

concurrent partnerships over time (from 7.0% in 2002,

when the first national household survey was conducted to

17.4% in 2008) [1, 23]. Concurrent sexual partnerships,

where two or more partnerships occur in the same period of

time, or where one partnership begins before another ends

[24], are a widely accepted contributor to the HIV epi-

demic and are normative in sub-Saharan Africa [24–28].

There are sub-groups of men who practice unprotected sex

with large numbers of, often younger, concurrent partners.

They are perceived to be at particularly high risk of being

infected with, and transmitting HIV [26, 27].

Black African men aged 25–49 years who have multiple

female sexual partners are a sub-group of high risk heter-

osexual men (HRH) who compose a highly efficient net-

work of HIV transmission; however, there is no reliable

documented information describing their HIV related risk

behaviours. One of the challenges to acquiring reliable data

about this population is the difficulty accessing them in a

representative sample. In household surveys male respon-

dents are likely to under- or not report having multiple

partners should they complete the survey in the presence of

other family members. Furthermore, household surveys,

unless very large, may not capture a sufficient number of

HRH men from which to draw conclusions about them.

Snowball sampling and time location sampling (TLS) have

been successful in capturing difficult to access populations

[29], but they either do not provide representative samples

or are not appropriate for sampling HRH men. The former

is biased by the choice of initial recruiters and the latter by

the danger of missing some venues where HRH men may

be found [29]. Another sampling method that has been

successful in capturing difficult to access populations is

Respondent Driven Sampling (RDS) [30]. This method

combines a modified form of snowball sampling with a

mathematical model that weights the sample in such a way

as to counteract bias introduced by the non-random way in

which participants recruit each other [30]. A recent review

of 123 studies conducted internationally concluded that

RDS was an effective strategy to sample high-risk, hard to

reach and socially networked populations for HIV biolog-

ical and behavioural surveillance [31].

The foregoing demonstrates that HIV risk behaviours

are interwoven with multiple sexual partnering as well as

IPV. This paper therefore describes the prevalence of

physical and sexual IPV, and the association between HIV

risk behaviours and IPV among HRH men recruited

through RDS in a peri-urban setting on the outskirts of

Cape Town. We hypothesised that past year perpetration of

three IPV outcomes—physical, sexual, and physical or

sexual IPV—would be higher among men who have mul-

tiple female sexual partners compared to that reported by

other populations from the general population. We also

hypothesised that past year perpetration of IPV would be

associated with a range of HIV risk behaviours such as

inconsistent condom use, having a STI, engaging in

transactional sex, excessive alcohol consumption, having
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large numbers of female sexual partners, and unfaithfulness

among the female partners of HRH.

Method

Survey Design

From June to September 2008 we used RDS [32, 33] to

recruit men into an HIV biological and behavioural sur-

veillance survey. RDS starts with a pre-determined number

of initial contacts or ‘‘seeds’’ who are eligible for the study.

After the seeds are interviewed, they become recruiters and

are given a set number of coupons to use for inviting eli-

gible male peers from their social network to participate in

the survey. Once each seed’s recruits have participated in

the survey, they in turn are given a set number of coupons

with which to invite peers from their social networks to

participate. Seeds and recruits are provided an incentive to

participate and for each recruit who enrols in and who

completes the survey. This recruitment process continues

through a number of recruitment waves until the required

sample size is reached.

Eligibility and Survey Setting

Eligible men were those who reported having two or more

female sexual partners in the 3 months prior to the study.

Eligible men were living in a peri-urban community 50 km

north-east of Cape Town, South Africa; were 25–55 years

of age; had sex with two or more female partners in the 3

months prior to the study, one of whom was five or more

years younger than the participant. The age restriction for

female partners was based on research that describes the

significant HIV risk for young women who have older male

sexual partners resulting in mixing populations with dif-

ferent HIV prevalence levels [16, 18, 34]. Per capita

monthly income in this study setting is R600 (approxi-

mately US$60) per month [35]. Almost 31% of dwellings

are described as ‘‘informal dwelling’’ and 30% of people

are unemployed [36].

Procedure

We implemented RDS using standard RDS recruitment and

analytical methods [37]. Recruitment began with eight non-

randomly selected seeds recruited by field staff. Seeds and

all subsequent recruits completed a behavioural assessment

questionnaire, provided a blood sample for HIV testing,

received a cellular telephone voucher valued at R60

(±US$7.50) for participating in the survey, and three

recruitment coupons with which to recruit eligible peers

into the study. Recruitment coupons provided an

explanation of the study, directions to the study site, con-

tact details for enquiries and a unique recruitment number

which was used to link recruiters to their recruits. Eligible

recruits received information about the study and provided

written informed consent before being interviewed. Dried

blood spots were collected and sent to a referral laboratory

for analysis. Participants were offered free voluntary

counselling and testing and those who accepted were able

to obtain their HIV test results on site. Seeds and recruits

received an additional telephone voucher valued at R20

(±US$2.50) for each person they recruited who success-

fully completed the survey.

Sample Size

The required sample size for the study was estimated to be

430. In the absence of HIV prevalence data for HRH in the

study setting, the sample size was based on an estimated

HIV prevalence of 25% among pregnant women in a

geographic area in close proximity to the study setting [38],

with a precision of ±5% and a design effect of 1.5. Ethics

approval for the study was granted by the Research Ethics

Committee of the Faculty of Health Sciences, University of

Cape Town.

Measures

Several demographic variables used to describe the study

population are shown in Table 2. Levels of socio-economic

status (SES) were categorized as: ‘Low,’ reported by par-

ticipants as, ‘‘We don’t have enough money for food,’’ or

‘‘We have enough money for food but not for other basic

items such as clothes;’’ ‘Medium,’ reported by participants

as, ‘‘We have enough money for food and clothing but are

short of many other things,’’ or ‘‘We have the most

important things but few luxury goods;’’ and ‘high,’

reported by participants as, ‘‘We have money for luxury

goods and extra things.’’ All other variables used in the

analysis are described in Table 1.

Interviews asked questions about three types of female

sexual partners: main (steady sexual partner or wife, also

known as ‘fasti’ or ‘5–60’), regular (clandestine partners

outside of the main relationship, known as ‘khwapeni’),

and one-time partners (with whom men had sex with just

once and never again). For this paper, ‘‘any partner’’ refers

to any of these three types of partners.

Data Analysis

The number of recruitment waves required to reach equi-

librium was generated by RDSAT 6.0. Equilibrium is

the point at which the sample distribution changes within

no more than 2% of the corresponding equilibrium
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Table 1 Definitions and coding of variables used in the analysis of intimate partner violence (IPV) and sexual risk

Variables Survey questions and responses Coded for analysis

Physical IPV: any physical IPV

with any sexual partner in the

past 12 months

In the last 12 months, did you

(1) slap your [main partner, casual partner, or sexual partner you had sex

with just once and never again] or throw something at her?

0 No to all of these IPV

behaviours for all partners

(2) hit your [main partner, casual partner, or sexual partner you had sex

with just once and never again] with a fist or something else?

1 Yes to one or more of these IPV

behaviours for any partner

(3) threaten to use or actually use a gun, knife or other weapon against

your [main partner, casual partner, or sexual partner you had sex with

just once and never again]?

Response options: yes/no.

Sexual IPV: any sexual IPV

with any sexual partner in the

past 12 months

(1) In the last 12 months, did you force your [main partner, casual

partner, or sexual partner you had sex with just once and never again] to

have sex with you when she did not want to?

0 No to both of these IPV

behaviours for all partners

(2) Do you think your [main partner, casual partner, or sexual partner you

had sex with just once and never again] had sex with you when she did

not want to because she was afraid of what you might do?

1 Yes to one or more of these IPV

behaviours for any partner

Any IPV: any physical or

sexual IPV with any partner

in the past 12 months

0 No IPV

1 Yes to any one or more of the

physical or sexual items above

Problem alcohol use CAGEa questionnaire items:

(1) Have you ever felt you should CUT DOWN on your drinking? 0 CAGE score \ 3

(2) Have people ANNOYED you by criticizing your drinking? 1 CAGE score 3 or 4

(3) Have you ever felt bad or GUILTY about your drinking?

(4) Have you ever had a drink first thing in the morning to steady your

nerves or get rid of a hangover (EYE-OPENER)?

Response options: yes/no. Total score range: 0–4.

Transactional sex (TS) with

any most recent sexual

partner

Thinking about your most recent [main partner, casual partner, or sexual

partner you had sex with just once and never again], do you think she

may have become involved with you because she expected you to

provide her with, or because you provided her with the following.

Response options: yes/no to food, clothes, transport, school fees, cash,

cosmetics, pre-paid telephone vouchers, items for her children or

family, drinks/a good time

0 No to all these items for all

partners

1 Yes to one or more of these

items for any partner

Number of sexual partners in

past 3 months

How many [main partner, casual partner, or sexual partner you had sex

with just once and never again] have you had sex with in the last

3 months?

0 2–5

1 [5

Perception of faithfulness of

any most recent sexual

partner

Do you think your [main partner, casual partner, or sexual partner you

had sex with just once and never again] has other sexual partners?

Response options: yes/no.

0 No for all partners

1 Yes for one or more partners

Concurrent sexual partners Think about the last 3 months, have you been in a sexual relationship

with a woman whilst still having a sexual relationship with another?

Response options: yes/no.

0 No

1 Yes

Condom use with any sexual

partner in the past 3 months

How often have you used condoms with your [main partner, casual

partner, or sexual partner you had sex with just once and never again] in

the last 3 months? Would you say never, sometimes, often or always?

0 Always

1 Inconsistent (often, sometimes

or never)

Symptoms of a sexually

transmitted infection (STI) in

past 3 months

In the last 3 months have you had any of the following: pain when

urinating, discharge (drop) from your penis; sores on your private parts?

Response options: yes/no.

0 No symptoms

1 One or more symptoms

HIV status Serum was eluted from samples and tested with a 4th generation HIV

ELISA (Vironostika Uniform II plus 0). Initially reactive samples were

re-tested with a 3rd generation (antibody only) HIV ELISA (SD

Bioline). Samples that were reactive in both assays were reported as

positive. Discordant samples were tested by western blot (HIV1/2

Biorad).

0 Uninfected

1 Infected

a CAGE: a quick screening tool used to identify problem drinking from four questions [39]. It has been shown to demonstrate reliability and

validity across a variety of populations [40]
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distribution, even though more individuals enter into the

sample. Assuming that all theoretical assumptions are met,

equilibrium is an indication that the sample composition is

independent of the seeds and therefore independent of the

biases introduced by their non-random selection.

We first calculated estimates of population proportions

for all socio-demographics and IPV outcomes and HIV risk

behaviours using RDS Analysis Tool 6.0 (RDSAT)

(www.respondentdrivensampling.org). Then we tested a

range of potential confounders for inclusion in multivariate

logistic regression models. These confounders included

socio-demographic variables and HIV risk behaviours.

Variables that altered the point estimate of the association

between HIV risk behaviours and IPV outcomes by 10% or

more were deemed significant confounders [41] and thus

included in the models. We also included those HIV risk

variables that were theoretically associated with the IPV

outcomes in the models. Outcome variable weights were

generated and imported into STATA 10.0 from RDSAT for

the multivariate models. Rather than using a sampling

frame, RDS uses participants’ reported social network sizes

to set up selection proportional to degree (network size).

This provides the selection probability whereby everyone

in someone’s social network has an equal probability of

selection. To account for biases associated with some

participants having larger social network sizes and, there-

fore, more opportunities to recruit, weighting is set up as

the inverse of participants’ reported social network sizes

(those with larger network sizes are given less weight

and vice versa) [30]. Participants’ network size was mea-

sured by asking about the number of men they knew and

who knew them, that were 25 years or older; and had sex

with at least one women in the last 3 months who was five

or more years younger than they.

Results

Four hundred and twenty-eight of the required 430 men

were recruited into the study. The sample produced up to

15 waves of recruitment, and equilibrium was reached

within 2–4 waves of recruitment on the demographic, and

the four IPV variables reported in Table 2.

Table 2 shows that men had a median age of 28 years.

On the whole, men in the sample were relatively well-

educated, and enjoyed relatively good socio-economic

standing most likely as a function of the high numbers who

were employed. Very few men were married and the

majority reported having concurrent sexual partners, and

that they thought at least one of these partners had other

sexual partners. Almost three quarters of men (72.4%)

agreed that a man may have ‘‘good reason to hit his girl-

friend’’, while 61% of men agreed that a ‘‘wife should be

expected to be punished by her husband’’. Physical IPV

was more commonly reported than sexual IPV (36.2 vs.

18.9%), 41.5% reported perpetrating any IPV in the past

12 months with more than a quarter (27.6%) reporting

multiple episodes of any IPV in the same time period.

The association between HIV risk behaviours and IPV

outcomes are shown in Table 3. Inconsistent condom use

was significantly related to any IPV (OR 1.80; CI 1.06,

3.06; P = 0.031) but not to the other two categories of

IPV. Having experienced at least one symptom of a STI

and having engaged in transactional sex with one or more

most recent partners were significantly related to physical

IPV (OR 2.08; CI 1.30, 3.32; P = 0.002 and OR 2.22; CI

1.28, 3.85; P = 0.005, respectively), sexual IPV (OR 2.16;

CI 1.22, 3.81; P = 0.008 and OR 2.67; CI 1.23, 5.80;

P = 0.013, respectively), and any IPV (OR 1.98; CI 1.24,

3.14; P = 0.004 and OR 2.23 CI 1.32, 3.79; P = 0.003,

respectively). Problem alcohol use was significantly related

to physical IPV (OR 1.85; CI 1.20, 2.86; P = 0.005), and

any IPV (OR 1.77; CI 1.16, 2.70; P = 0.008). Having five

or more partners in the previous 3 months was significantly

related to sexual IPV only (OR 1.73; CI 1.05, 2.86;

P = 0.031). Perceptions that any most recent sexual part-

ner had other sexual partners were related to physical IPV

(OR 2.25; CI 1.19, 4.24; P = 0.013), and any IPV (OR

1.82; CI 1.01, 3.28; P = 0.047).

Discussion

This study of HRH men who have multiple concurrent

partners found high levels of past year IPV perpetration

against female sexual partners. Physical IPV appeared to be

normative with the majority of men agreeing that a man

may have ‘‘good reason’’ to hit his girlfriend and/or punish

his wife. While men who have multiple female sexual

partners are at increased risk for HIV as a product of

having many partners, our results show that those men who

engaged in a range of behaviours that increase the risk for

HIV transmission to female partners had also been violent.

Very few Southern African studies measured IPV per-

petration in the past 12 months, and those that did, were

almost exclusively conducted among women victims. We

found that 36% of men in our study had perpetrated

physical IPV in the past 12 months. This is much higher

than that reported by women attending antenatal clinics

where it was 25.5% [6], women in three provinces in South

Africa (9.5%) [42], and women in Rakai, Uganda where it

was 26.9% [43]. IPV perpetration was also much higher

than that reported by working class men in Cape Town

(8.8%) [13]. Sexual IPV in the past year was reported by

19% of men in our study and was considerably higher than

that reported by women attending antenatal clinics where it

136 AIDS Behav (2011) 15:132–141
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was 9.7% [6], and women in Rakai, Uganda (13.4%) [43].

The rate of past year physical or sexual IPV perpetration

found in our study (41.5%) was higher than that reported

by women attending antenatal clinics (30.1%) [6]. These

findings suggest that men in our study setting who have

multiple sexual partners perpetrate past year IPV at much

higher rates compared to those reported elsewhere in

southern Africa. While recognising that women in the

studies cited above may have under-reported being victims

of IPV, our hypothesis that HRH men in our study would

report higher rates of past-year IPV was largely confirmed.

Among our sample of HRH men, inconsistent condom

use was related to any IPV but not to physical or sexual

IPV separately. This is contrary to other studies and may be

as a result of the decreased variability in our independent

variables when separating physical and sexual violence.

Other studies found an association between inconsistent

condom use among men and having ever raped a woman

[10], and lifetime physical and sexual IPV [43], and a

lifetime history of sexual assault among female victims [9]

were found. Our findings thus suggest that inconsistent

condom use may not be specific to either physically or

sexually violent relationships, but rather equally likely in

both. Taken together these findings confirm that inconsis-

tent condom use is a feature of violent relationships;

whether physical or sexual.

Having reported at least one symptom of a STI in the

last 3 months and having engaged in TS with a most recent

sexual partner among our study participants were signifi-

cantly related to all three IPV outcomes. These findings are

supported by other studies. For example, men who had

been sexually assaultive were more likely to have a history

of genital ulcers [20], and women who had a history of

sexual assault were more likely to have been diagnosed

with a STI and to have had genital ulcers [9]. Additionally,

a number of other studies found associations between

having engaged in TS and physical and/or sexual IPV [7, 9,

11, 18–20]. The significant association between a STI

Table 2 Population estimates

for socio-demographic, intimate

partner violence (IPV)

outcomes in the past year and

HIV risk behaviours among

high risk heterosexual men who

have multiple female sexual

partners

Variables N/n in sample % (95% confidence

interval)

Demographics

Age (median: 28 years)

25–29 years 303/428 68.4 (62.2, 74.3)

30? years 125/428 31.6 (25.7, 37.8)

Education

\Grade 8 39/425 8.1 (5.5, 11.2)

Grade 8–11 220/425 55.0 (49.4, 60.7)

Grade 12 166/425 36.9 (31.4, 42.1)

Unemployed 121/414 27.4 (21.2, 31.7)

Cohabiting/married 132/428 33.5 (28.2, 39.6)

Socio-economic status

Low 98/428 22.9 (17.9, 27.9)

Middle 299/428 69.9 (64.9, 75.2)

High 31/428 7.2 (4.2, 10.3)

HIV Infected 55/403 15.8 (11.1, 20.0)

Intimate partner violence: any partner, past 12 months

Physical IPV only 160/427 36.2 (30.6, 41.7)

Sexual IPV only 82/428 18.9 (14.5, 23.2)

Physical or sexual IPV 179/428 41.5 (35.7, 47.4)

Physical or sexual IPV [ once 123/428 27.6 (23.2, 32.9)

HIV risk behaviours

Inconsistent condom use: any partner, past 3 months 334/427 76.5 (71.5, 81.3)

Any STI symptom, past 3 months 144/426 33.2 (27.7, 39.1)

Problem alcohol use 233/423 55.0 (49.3, 60.2)

[5 partner numbers in past 3 months 180/428 39.4 (33.3, 45.1)

5? years older than any last partner 374/427 88.3 (84.8, 91.8)

Any last partner has other sexual partners 333/398 84.3 (78.8, 88.7)

Engages in concurrent partnerships 403/427 94.1 (90.4, 96.9)

Transactional sex with any last partner 340/427 76.8 (71.6, 82.2)
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symptom and physical IPV found in our sample of HRH

men has not been reported elsewhere and suggests that the

risk for STI transmission may extend to relationships

characterised by physical violence and should be investi-

gated further in future studies. Our findings confirm that

sexual relationships characterised by exchange pose a

significant risk for IPV for women that is most likely a

function of the greater power conveyed to the paying

(male) partner in such relationships [15].

Problem alcohol use among this study’s participants was

significantly related to physical IPV, and any IPV. Like-

wise, other studies found that alcohol use was significantly

associated with physical IPV among working class men,

any IPV towards women attending antenatal clinics and

Ugandan women [7, 13, 43]. Other studies found that

alcohol use was significantly associated with sexual IPV

[9, 11, 21], and having raped a non-partner [19]. Contrarily,

we did not find a relationship between alcohol use and

sexual IPV. It is likely that the different measures of

alcohol consumption used by these studies account for this

contradiction. Whereas other studies measured whether

alcohol was consumed currently and in the past [13], or in

conjunction with sex [21, 43] or ever in one’s lifetime [9],

we used a specific measure to assess problem levels of

alcohol use. It is also possible that, as was found among

sexually assaultive males [20], alcohol use may not be a

feature of sexual violence by men. The association between

alcohol use and sexual violence by males needs to be

explored in more depth by future studies.

The association between greater numbers of partners in

the past 3 months and sexual IPV has been found by a

number of other southern African studies that found a

significant relationship between numbers of partners and

IPV among male perpetrators [11–13, 19, 20], and women

who had experienced IPV [7, 9, 43]. Contrary to other

study findings, we did not find an association between

numbers of partners and physical IPV in our sample of

men. This is likely a function of the different ways in

which multiple partnerships were quantified: five or more

partners in the past 3 months in our study compared to

having casual sex among young rural men [11], more than

one current sexual partner among working class urban men

[13], and more than three sexual partners in the past year

among rural women [8]. While it is inexplicable as to why

the different quantification of partner numbers did not also

produce contradictory findings with respect to sexual IPV,

future studies should strive for a more consistent quantifi-

cation of partner numbers.

We also found an association between whether the men

in our study thought any one of their most recent female

partners also had other sexual partners and physical and

any IPV. This perceived behaviour has not been explored

directly in any studies known to the authors and should be

examined in future research as it is a high-risk bridging

behaviour that has important implications for the spread of

HIV to the general population.

These findings suggest that HRH men in our study set-

ting who have multiple sexual partners and who engage in

a range of high-risk behaviours are more likely to perpe-

trate IPV compared to that reported elsewhere in southern

Africa. Our hypothesis that a range of HIV risk behaviours

among HRH men in our study would be associated with

IPV perpetration was thus confirmed. Observing that these

behaviours cluster together in a predictable manner across

study settings, Jewkes et al. [8] and Dunkle et al. [11] argue

that the associations can be explained by IPV and risky sex

having a common origin in a dominant idea of masculinity

[8, 11, 19]. This model of masculinity, which emphasizes

power and control over women [18], and sexual ‘success’

with women, not only legitimises the pursuit of multiple

female sexual partners (facilitated by the practice of TS

[44]) as a means to enhance men’s esteem among peers,

but also control over sexual encounters and decisions

around safe sex practices. Heavy drinking and non-condom

use both stem from the same set of ideas, as this model of

masculinity that values courage and toughness, which

become equated with a lack of concern about health and

risks. When one adds the disinhibitive effect and impaired

judgement associated with alcohol consumption, we have a

context in which risky sexual behaviours are highly pre-

valent and risk for HIV is greatly enhanced.

This study has a number of limitations. First, the RDS

methodology provides representative estimates of people

with a particular set of characteristics based upon specific

eligibility criteria, and it is, therefore, difficult to estimate

what proportion of the total population this group of men

represent. Second, the weights are dependent on the degree

to which men would have knowledge of their peers’ sexual

behaviours. Although the validity of this assumption is

unknown, qualitative interviews with some of the men

found that they socialised in close-knit friendship groups

[45]. In these circumstances it is likely that the sexual

behaviour of their friends may well have been known.

Third, it is impossible to get a measure of reporting bias.

Given that our interviewers were all male, men may have

felt compelled to over-report behaviours deemed to reflect

successful masculinity. Equally, as behaviours that are

otherwise socially condemned and illegal, or simply

because men forgot, there may have been under-reporting.

However, all interviewers were carefully selected and

provided training to elicit honest and accurate recall, and to

conduct interviews in a non-judgemental manner. Fourth,

the provision of incentives may have encouraged men who

did not fit the eligibility criteria to misrepresent themselves

in order to gain entry into the study. However, we had a

staff member who specifically screened each participant for
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eligibility using a set of screening questions and we suspect

that very few men, if any, who did not fit eligibility were

able to enrol. Finally, the age restriction on the younger age

of female partners may have resulted in some men being

excluded from the study. As the restriction was limited to

only one of the female partners and men reported on

average five partners (range 2–35) in the previous 3

months, it is unlikely that a significant number of men

would have been excluded for this reason.

These study findings demonstrate that men who have

multiple female sexual partners are at high risk for HIV

infection and transmission. In epidemics characterised by

heterosexual transmission of the virus, these men comprise

an important bridge for transmitting HIV and should be a

focus of future sentinel surveillance. This study also sup-

ports the argument that HIV risk reduction interventions

for men, particularly those who have multiple female

sexual partners, should incorporate strategies to change the

underlying construction of masculinity that links the anti-

social and risky behaviours of IPV perpetration, inconsis-

tent condom use, multiple concurrent partnering, TS and

heavy alcohol consumption. There are evaluated interven-

tions with men, such as Stepping Stones, which have been

shown to be effective in addressing all these issues and

such interventions should be promoted [46].

References

1. Shisana O, Rehle T, Simbayi LC, et al. South African national

HIV prevalence, incidence, behaviour and communication survey

2008: a turning tide among teenagers? Cape Town (South Africa):

HSRC Press; 2009.

2. UNAIDS. Report on the global AIDS epidemic. Geneva (Swit-

zerland): UNAIDS; 2006.

3. Mitchell Fuentes CM. Pathways from interpersonal violence to

sexually transmitted infections: a mixed-method study of diverse

women. J Womens Health. 2008;17(10):1591–602.

4. Norman R, Bradshaw D, Schneider M, et al. Estimating the

burden of disease attributable to interpersonal violence in South

Africa 2000. S Afr Med J. 2007;97(8):653–5.

5. Garcia-Moreno C, Jansen HAFM, Ellsberg M, Heise L, Watts

CH. Prevalence of intimate partner violence: findings from the

WHO multi-country study on women’s health and domestic

violence. Lancet. 2006;368:1260–9.

6. Dunkle KL, Jewkes RK, Brown HC, et al. Prevalence and pat-

terns of gender-based violence and revictimization among women

attending antenatal clinics in Soweto, South Africa. Am J Epi-

demiol. 2004;160:230–9.

7. Dunkle KL, Jewkes RK, Brown HC, Gray GE, McIntyre JA,

Harlow SD. Gender-based violence, relationship power, and risk

of HIV infection in women attending antenatal clinics in South

Africa. Lancet. 2004;363:1415–20.

8. Jewkes R, Dunkle K, Nduna M, et al. Factors associated with

HIV sero-status in young rural South African women: connec-

tions between intimate partner violence and HIV. Int J Epidemiol.

2006;35:1461–8.

9. Kalichman SC, Simbayi LC. Sexual assault history and risks for

sexually transmitted infections among women in an African

township in Cape Town, South Africa. AIDS Care. 2004;16:681–

9.

10. Jewkes R, Sikweyiya Y, Morrell R, Dunkle K (2009) Under-

standing men’s health and use of violence: interface of rape and

HIV in South Africa [Technical Report]. Pretoria (South Africa):

Medical Research Council; 2009 [cited 2009 October 20].

Available from: http://www.mspsouthafrica.org/files/page/264

510/violence_hiv.pdf.

11. Dunkle KL, Jewkes RK, Nduna M, et al. Perpetration of partner

violence and HIV risk behaviour among young men in the rural

Eastern Cape, South Africa. AIDS. 2006;20:1–8.

12. Abrahams N, Jewkes R, Hoffman M, Laubscher R. Sexual vio-

lence against intimate partners in Cape Town: prevalence and risk

factors reported by men. Bull World Health Organ. 2004;82:330–

7.

13. Abrahams N, Jewkes R, Laubscher R, Hoffman M. Intimate

partner violence: prevalence and risk factors for men in Cape

Town, South Africa. Violence Vict. 2006;21:247–64.

14. Jewkes R. Intimate partner violence: causes and prevention.

Lancet. 2002;359:1423–9.

15. Wood K, Jewkes R. ‘‘Dangerous’’ love: reflections on violence

among Xhosa township youth. In: Cornwall A, editor. Readings

in gender in Africa. Bloomington (IN): Indiana University Press;

2005. p. 95–102.

16. Luke N. Age and economic asymmetries in the sexual relation-

ships of adolescent girls in sub-Saharan Africa. Stud Fam Plann.

2003;34(2):67–74.

17. Andersson N, Cockcroft A, Shea B. Gender-based violence and

HIV: relevance for HIV prevention in hyperendemic countries of

southern Africa. AIDS. 2008;22(Suppl 4):S73–86.

18. Dunkle KL, Jewkes R, Nduna M, et al. Transactional sex with

casual and main partners among young South African men in the

rural Eastern Cape: prevalence, predictors, and associations with

gender-based violence. Soc Sci Med. 2007;65:1235–48.

19. Jewkes R, Dunkle K, Koss MP, et al. Rape perpetration by young,

rural South African men: prevalence, patterns and risk factors.

Soc Sci Med. 2006;63:2949–61.

20. Simbayi LC, Kalichman SC, Jooste S, Mathiti V, Cain D,

Cherry C. HIV/AIDS risks among South African men who

report sexually assaulting men. Am J Health Behav. 2006;30(2):

158–66.

21. Hoffman S, O’Sullivan LF, Harrison A, Dolezal C, Monroe-Wise

A. HIV risk behaviors and the context of sexual coercion in

young adults’ sexual interactions: results from a diary study in

rural South Africa. Sex Transm Dis. 2006;33:52–8.

22. Chersich MF, Rees HV. Vulnerability of women in southern

Africa to infection with HIV: biological determinants and priority

health sector interventions. AIDS. 2008;22(Suppl 4):S27–40.

23. Shisana O, Simbayi L. Nelson Mandela/HSRC study of HIV/

AIDS: South African national HIV prevalence, behavioural risks

and mass media household survey. Cape Town (South Africa):

HSRC Press; 2002.

24. Parker W, Makhubele B, Nlabati P. Connolly C. Concurrent

sexual partnerships amongst young adults in South Africa.

Challenges for HIV prevention communication [e-report]. Gra-

hamstown (South Africa): CADRE; 2007 [cited 2009 October 9].

Available from: http://www.cadre.org.za/node/140.

25. Halperin DT, Epstein H. Concurrent sexual partnerships help to

explain Africa’s high HIV prevalence: implications for preven-

tion. Lancet. 2004;364:3–6.

26. Soul City. Multiple and concurrent sexual partnerships in

Southern Africa: a ten country research report. Johannesburg

(South Africa): Soul City; 2008.

27. Halperin DT, Epstein H. Concurrent sexual partnerships help to

explain Africa’s high HIV prevalence: implications for preven-

tion. Lancet. 2004;364:3–6.

140 AIDS Behav (2011) 15:132–141

123

http://www.mspsouthafrica.org/files/page/264510/violence_hiv.pdf
http://www.mspsouthafrica.org/files/page/264510/violence_hiv.pdf
http://www.cadre.org.za/node/140


28. Mah TL, Halperin DT. Concurrent sexual partnerships and the

HIV epidemics in Africa: Evidence to move forward. AIDS

Behav [serial online]. 2008 [cited 2009 October 3]; 2008 July 22.

Available from: http://www.springerlink.com/content/aq824426

2614q762/.

29. Kendall C, Kerr LRFS, Gondim RC, et al. An empirical com-

parison of respondent-driven sampling, time location sampling,

and snowball sampling for behavioral surveillance in men who

have sex with men, Fortaleza, Brazil. AIDS Behav. 2008;12:S97–

104.

30. Heckathorn DD. Extensions of respondent-driven sampling:

analyzing continuous variables and controlling for differential

recruitment. Sociol Methodol. 2007;37:151–207.

31. Malekinejad M, Johnston JG, Kendall C, Kerr LRFS, Rifkin M,

Rutherford GW. Using respondent-driven sampling methodology

for HIV biological and behavioral surveillance in international

settings: a systematic review. AIDS Behav. 2008;12:S105–30.

32. Heckathorn D. Respondent driven sampling: a new approach to

the study of hidden populations. Soc Probl. 1997;44:174–99.

33. Heckathorn D. Respondent driven sampling II: deriving valid

population estimates from chain-referral samples of hidden

populations. Soc Probl. 2002;49(1):11–34.

34. Leclerc-Madlala S. Age-disparate and intergenerational sex in

southern Africa: the dynamics of hypervulnerability. AIDS.

2008;22(supp. 4):S17–25.

35. Zietsman HL. Recent changes in the population structure of

Stellenbosch municipality. Stellenbosch (South Africa): Geo-

graphical Systems Research Bureau; 2007.

36. Common Ground Holdings and Neville Naidoo and Associates.

Social survey 2005: Stellenbosch Municipality (WC24). Unpub-

lished report compiled for Stellenbosch Municipality, Western

Cape Province, South Africa; 2006.

37. Johnston LG. Conducting respondent driven sampling (RDS)

Studies in diverse settings: a training manual for planning RDS

studies [e-manual]. Centers for Disease Control and Prevention:

Atlanta (GA) and Family Health International: Arlington (VA);

2007 [cited 2009 November 2]. Available from: http://global

healthsciences.ucsf.edu/PPHG/assets/docs/respondent-driven-

sampling-2008.pdf.

38. Shaikh N, Abdullah F, Lombard CJ, Smit L, Bradshaw D,

Makubalo L. Masking through averages—intraprovincial heter-

ogeneity in HIV prevalence within the Western Cape. S Afr Med

J. 2006;96:538–43.

39. Ewing JA. Detecting alcoholism. JAMA. 1968;252:1905–7.

40. Dhalla S, Kopee JA. The CAGE questionnaire for alcohol misuse.

A review of reliability and validity studies. Clin Invest Med.

2007;30:33–41.

41. Vittenghoff E, Glidden DV, Shiboski SC, McCullough CE.

Regression methods in biostatistics: liner, logistic, survival, and

repeated measures models. New York (NY): Springer; 2005.

42. Jewkes R, Levin J, Penn-Kekana L. Risk factors for domestic

violence: findings from a South African cross-sectional study.

Soc Sci Med. 2002;55:1603–17.

43. Zablotska IB, Gray RH, Koenig MA, et al. Alcohol use, intimate

partner violence, sexual coercion and HIV among women aged

15–24 in Rakai, Uganda. AIDS Behav. 2009;13:225–33.

44. Townsend L, Ragnarsson A, Mathews C, Johnston LG, Ekström

AM, Thorson A, Chopra M. ‘‘Taking Care of Business’’: alcohol

as currency in transactional sexual relationships among players in

Cape Town, South Africa. Qual Health Res. 2010 (in press).

45. Ragnarsson A, Townsend L, Thorson A, Chopra M, Ekström

AM. Social networks and concurrent sexual relationships—a

qualitative study among men in an urban South African com-

munity. AIDS Care. 2009;21(10):1253–8.

46. Jewkes R, Nduna M, Levin J, et al. Impact of Stepping Stones on

incidence of HIV and HSV-2 and sexual behaviour in rural South

Africa: cluster randomised controlled trial. BMJ. 2008;337:a506.

AIDS Behav (2011) 15:132–141 141

123

http://www.springerlink.com/content/aq8244262614q762/
http://www.springerlink.com/content/aq8244262614q762/
http://globalhealthsciences.ucsf.edu/PPHG/assets/docs/respondent-driven-sampling-2008.pdf
http://globalhealthsciences.ucsf.edu/PPHG/assets/docs/respondent-driven-sampling-2008.pdf
http://globalhealthsciences.ucsf.edu/PPHG/assets/docs/respondent-driven-sampling-2008.pdf

	HIV Risk Behaviours and their Relationship to Intimate Partner Violence (IPV) Among Men Who Have Multiple Female Sexual Partners in Cape Town, South Africa
	Abstract
	Introduction
	Method
	Survey Design
	Eligibility and Survey Setting
	Procedure
	Sample Size
	Measures
	Data Analysis

	Results
	Discussion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


