X4

Advances in Sexual Medicine, 2026, 16(2), 17-29

X/

Scientific . X )
"‘: Research https.//www.surp.0|.'g/Journal/asm
94% Publishing ISSN Online: 2164-5205
¢ ISSN Print: 2164-5191

Relational, Emotional, and Sexual
Vulnerabilities of Women Living with HIV
Receiving PMTCT Care at the Military Teaching
Hospital-University Hospital Center (HIA-CHU)
of Parakou, 2025

Roger Klikpézo12*©, Lydwina Charelle Maryse Nougbodé2~, Beaudouin Jean-de-Dieu Edayé23
Marius Mariano Tchédéké Efiol2, Eric Kochikpa Dettinz, Silas Sossouhounto3,

Elisabeth Vikpohouedez?, Sabine Amouzounz3®, Aliou Chabi3, Awadé Afoukou Achille Obossou?,
Fanny Maryline Nouesséwa Hounkponou Ahouingnan?, Kabibou Salifou?,

Justin Lewis Denakpo*

'Faculty of Medicine, University of Parakou, Parakou, Benin

*Parakou Army Training Hospital-University Hospital Center, Parakou, Benin
*Research Office in Epidemiology and Population Health (CaRESaP), Parakou, Benin
*Faculty of Health Sciences, University of Abomey-Calavi, Cotonou, Benin

Email: *kliroger@yahoo.fr

How to cite this paper: Klikpézo, R.,
Nougbodé¢, L.C.M., Edayé, B.J.D., Efio,
M.M.T., Dettin, E.K., Sossouhounto, S.,
Vikpohouede, E., Amouzoun, S., Chabi, A.,
Obossou, A.A.A., Ahouingnan, FM.N.H,,
Salifou, K. and Denakpo, J.L. (2026) Rela-
tional, Emotional, and Sexual Vulnerabili-
ties of Women Living with HIV Receiving
PMTCT Care at the Military Teaching Hos-
pital-University Hospital Center (HIA-
CHU) of Parakou, 2025. Advances in Sex-
ual Medicine, 16, 17-29.

https://doi.org/10.4236/asm.2026.162002

Received: November 21, 2025
Accepted: March 24, 2026
Published: March 27, 2026

Abstract

Introduction: Women living with HIV who are enrolled in Prevention of
Mother-to-Child Transmission (PMTCT) programs face relational, emo-
tional, and sexual vulnerabilities that remain poorly documented. These vul-
nerabilities influence their well-being, sexual lives, and reproductive plans.
Study Method: A descriptive cross-sectional study using a mixed-methods
approach was conducted between 2024 and 2025 among women living with
HIV receiving PMTCT care at the Military Teaching Hospital-University Hos-
pital Center (HIA-CHU) of Parakou. Data were collected through structured
questionnaires and semi-structured interviews with 32 participants recruited
exhaustively. Quantitative analyses were performed using STATA version 15,
while qualitative data were analyzed thematically using NVivo. Ethical princi-
ples and informed consent were strictly respected throughout the research
process. Results: The participants had a median age of 32 years and were pre-
dominantly married and educated. A decrease in libido during pregnancy was
reported by 71.9% of participants, particularly during the third trimester, with
infrequent sexual intercourse. In the postpartum period, 75% resumed sexual
activity within an average period of five months. HIV affected marital rela-
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tionships in 65.6% of cases, characterized by frequent non-disclosure of HIV
status and emotional distancing. Fear of transmission generated anxiety, guilt,
and reduced sexual desire, despite PMTCT follow-up being generally per-
ceived as not having a negative impact and a persistent desire for motherhood
among women. Conclusion: These findings highlight the need to integrate
strengthened psychosocial support into PMTCT services in order to improve
women’s quality of life.
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1. Introduction

The lived experiences of women living with HIV during pregnancy and the post-
partum period represent a major public health concern [1]-[3], at the intersection
of biomedical, psychological, sexual, and relational dimensions. Despite substan-
tial improvements in obstetric outcomes and a marked reduction in the risk of
mother-to-child transmission due to antiretroviral therapy, pregnancy remains for
many women a period marked by persistent fears, internalized stigma, and pro-
found reproductive ambivalence. Studies conducted in diverse settings indicate
that HIV seropositivity continues to disrupt perceptions of motherhood, risk ap-
praisal, and women’s ability to envision a fulfilling sexual life [4].

Beyond medical considerations, the sexual and reproductive health priorities of
women living with HIV remain insufficiently addressed. As demonstrated by a
Canadian analysis, only a proportion of women feel that their sexual and repro-
ductive health needs are genuinely acknowledged within HIV care, particularly
those who have been exposed to stigma or experiences of violence [5]. This stigma—
whether social, institutional, or internalized—constitutes a major determinant of
healthcare utilization and may extend into everyday interactions with sexual part-
ners and healthcare services [6].

Within this context, the relationship between sexuality, reproductive desire,
and emotional well-being is inseparable from relational dynamics. Fear of stigma,
the management of secrecy, and pressures surrounding disclosure expose women
to significant conjugal tensions, sometimes exacerbated by unequal power rela-
tions or histories of early sexual violence [7]. These factors profoundly shape how
women experience pregnancy, envision motherhood, and navigate intimacy with
their partners.

It is within this framework that the present study is situated. The study aims to
explore the interactions between sexuality, emotional experiences, conjugal dy-
namics, and reproductive intentions among women living with HIV receiving
PMTCT care, in order to elucidate the mechanisms that shape their intimate and

relational experiences.
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2. Materials and Methods

This was a descriptive cross-sectional study using a mixed-methods approach
(quantitative and qualitative), conducted between 2024 and 2025 among mothers
living with HIV who were receiving Prevention of Mother-to-Child Transmission
(PMTCT) services at the Military Teaching Hospital-University Hospital Center
of Parakou, Benin. The mixed-methods design was adopted to capture both meas-
urable dimensions and subjective experiences related to sexuality, conjugal rela-
tionships, and emotional well-being in the context of HIV and motherhood.

The study population consisted of women aged 18 years or older who had given
birth between 2022 and 2024, whose children aged 1 to 24 months were enrolled
in PMTCT follow-up, and who provided free and informed consent. Women who
were minors, had severe cognitive impairments, or withdrew their consent were
excluded. An exhaustive recruitment strategy led to the inclusion of 32 partici-
pants, with thematic saturation achieved.

Quantitative and qualitative data were collected using a structured question-
naire and individual semi-structured interviews. Quantitative variables included
sociodemographic, obstetric, and clinical characteristics, as well as selected as-
pects of sexual life. The qualitative component specifically explored emotional,
relational, and sexual experiences, based on predefined thematic areas (fear of
transmission, guilt, psychological distress, conjugal pressure, and desire for moth-
erhood), while allowing for the emergence of new themes throughout the inter-
views.

Interviews were conducted in a confidential and supportive environment by
healthcare workers and community mediators who were routinely involved in the
care of people living with HIV and were familiar to the participants through their
antiretroviral follow-up, in order to foster trust and facilitate open discussion of
sensitive topics such as HIV and sexuality. At the participants’ request, the option
to participate anonymously or without audiovisual recording was strictly respected.
Qualitative data collection continued until data saturation, defined as the absence
of the emergence of new relevant themes.

Quantitative data analysis was performed using STATA version 15, with con-
tinuous variables presented as means and standard deviations, and categorical
variables as frequencies and percentages. Qualitative data were analyzed using
thematic content analysis based on verbatim transcripts, which were fully tran-
scribed and coded using computer-assisted qualitative data analysis software
(NVivo). An iterative analytical process was applied, combining open coding, ax-
ial grouping, and thematic interpretation.

From an ethical standpoint, the study was conducted in accordance with the prin-
ciples of the Declaration of Helsinki'. Ethical approval was obtained from the Clin-
ical Research Ethics Council in the Military Setting. Confidentiality, participant an-

"The Declaration of Helsinki, adopted by the World Medical Association (WMA) in 1964, is the global
ethical reference for medical research involving human subjects. It is available at:
https://iris.who.int/bitstreams/01556cb2-cc4d-4bef-al2a-fcc2e8f9065d/download
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onymity, data protection, respect for dignity, and the right to withdraw at any time

without prejudice to ongoing care were ensured throughout the research process.

3. Results

The study population was characterized by a median maternal age of 32 years and
a median infant age of 16 months. The majority of participants had attained sec-
ondary or tertiary education (68.8%), were married (84.5%), and were primarily
engaged in income-generating activities, particularly trading (31.3%). In addition,
81.3% of the women were aware of their HIV status prior to pregnancy.

From an obstetric perspective, 71.9% of participants were classified as having a
low risk of mother-to-child transmission, and modes of delivery were evenly dis-

tributed between vaginal delivery and cesarean section (50% each), Table 1.

Table 1. Distribution of sociodemographic and obstetric characteristics of mothers living
with HIV receiving PMTCT care at the Military Teaching Hospital-University Hospital
Center of Parakou, 2025 (N = 32).

n (%)
Educational level
= No formal education 09 28.1
= Primary education 01 03.1
= Secondary education 14 43.8
= Tertiary education 08 25.0
Marital status
= Married 27 84.5
= Unmarried? 05 15.5
Occupation
= Trader 10 31.3
= Housewife 08 25.0
= Hajrdresser 03 09.4
= Civil servant 03 09.4
= Secretary 02 06.2
= Other® 06 18.7
Timing of HIV diagnosis
= Before pregnancy 26 81.3
= During pregnancy 06 18.7
Risk of mother-to-child transmission
= Low 23 71.9
= High 09 28.1
Mode of delivery
= Vaginal delivery 16 50.0
= Cesarean section 16 50.0

’Marital status - other categories: Divorced (2); Cohabiting (2); Widowed (1).
*Occupation - other categories: Site manager (1); Seamstress (2); Medical representative (1); Nurse
(1); Audiovisual technician (1).
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Sexual life during pregnancy

A decrease in libido attributed to HIV status was reported by 23 women (71.9%).
Sixteen participants (50.0%) stated that they had actually experienced a reduction
in sexual desire during pregnancy. This decrease in libido was more frequently
reported during the third trimester by 14 women (43.7%) (Figure 1).

50 1 43.7
40 o

25

30 +

20 -

10 A

1st trimester 2nd trimester 3rd trimester

Figure 1. Distribution of decreased libido by pregnancy trimester among women living
with HIV receiving PMTCT care in Parakou, 2025.

During pregnancy, four women (12.5%) reported having regular sexual inter-
course, whereas 28 (87.5%) reported infrequent sexual activity. In addition, 17
participants (53.1%) indicated that their sexual satisfaction had been influenced
by their HIV serostatus.

Sexual life in the postpartum period

During PMTCT follow-up, 24 women (75.0%) resumed sexual activity within
nine months after delivery. The mean time to resumption of sexual activity was
five months postpartum. Eight women (25.0%) had not resumed sexual activity at
the time of the survey.

Emotional and relational experiences

An influence of HIV on the conjugal relationship was reported by 21 partici-
pants (65.6%). Two cases of divorce were recorded during the follow-up period.
Fourteen women (43.7%) reported not having disclosed their HIV status to their
partner. Some participants described the gradual emergence of emotional distanc-
ing within the couple.

Impact of PMTCT follow-up

Twenty-eight women (87.5%) reported that PMTCT follow-up had no negative
impact on their sexual life, whereas four participants (12.5%) reported an adverse
effect during this period.

Reproductive intentions

Nineteen women (59.4%) expressed a desire for future motherhood, while 13
participants (40.6%) did not plan another pregnancy at the time of the survey.

Emergent interrelated dimensions

The analysis highlighted an integrated process in which persistent fear of HIV
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transmission forms the central core, generating chronic anxiety that disrupts
women’s emotional balance, weakens conjugal relationships, and transforms sex-
uality into an experience that is often constrained and devoid of desire. Cognitive,
emotional, relational, and sexual dimensions do not operate in isolation but in-

teract in a reinforcing cycle of guilt, secrecy, and affective disengagement.

S

(- Persistent fear of
transmitting HIV to
the partner and/or
the child
accompanied by
uncertainty despite
medical follow-up

« Psychological distress,
guilt, low mood, and
impaired self-esteem.

Emotional
dimension

Cognitive
dimension

Relational
dimension

Sexual
dimension
* Loss of sexual desire,
emotionally disengaged
sexual activity, and sexual
intercourse experienced as
an obligation or constraint.

+ Power asymmetry within
the couple, silence
regarding HIV status, and
fear of suspicion or
rejection.

4. Discussion

Sociodemographic and obstetric profile of participants

The study population was characterized by a median maternal age of 32 years,
a median infant age of 16 months, a high level of education in nearly 70% of women,
a large proportion of married participants (84.5%), and a majority of women who
were economically active, particularly in trade. Moreover, over 80% of women
were aware of their HIV status prior to pregnancy, and most were classified as
having a low risk of mother-to-child transmission. This profile, marked by rela-
tively high educational attainment and a degree of conjugal stability, contrasts
with other contexts in which women living with HIV accumulate greater socio-
economic vulnerabilities. Several studies have shown that social and economic
trajectories profoundly influence how women experience seropositivity, their sex-
uality, and reproductive health [8] [9]. Similarly, the influence of relational and
familial factors, particularly in managing obstetric risk and disclosure, has been
documented in diverse settings [10]. However, even when socio-educational indi-
cators appear favorable, emotional dynamics, perceived stigma, and risk percep-
tions persist and strongly influence sexual and relational behaviors, as highlighted
by the qualitative data collected.

Decrease in libido during pregnancy

The majority of participants reported a reduction in sexual desire during preg-
nancy, often attributed to their HIV status, with the effect being particularly pro-
nounced in the third trimester. This phenomenon aligns with studies showing that
fear of transmission to the partner, guilt, and the psychological burden associated
with HIV profoundly affect sexual desire [11]. Some participants expressed this

» «

explicitly: “I feel discouraged because of my status during intercourse,” “I have no
desire at all.” These experiences are consistent with the observations of Comfort

et al, who reported that seropositivity can act as an almost complete barrier to
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intimacy, especially among women who associate sexuality with potential risk to
others [8]. Furthermore, several studies suggest that relational context, fear of dis-
closure, and concern about stigma also contribute to reduced libido [12]. The con-
vergence of quantitative and qualitative findings underscores the importance of
addressing emotional factors and risk perception in the care and counseling of
women during pregnancy.

Infrequent sexual activity during pregnancy

The low frequency of sexual activity during pregnancy reported by the majority
of women aligns with dynamics previously described in the literature. Pervasive
fears—“I am afraid of infecting him...”—reflect a sense of relational insecurity,
also observed among women living with HIV in other contexts, where sexuality
becomes a space of constant vigilance [11]. Analyses by Kabir et al indicate that
the sexual health of women living with HIV is frequently constrained by stigma
and fear of judgment [13]. Similarly, the study by Hamilton et a/ highlights the
limited attention given to women’s sexual needs, leading to heightened risk per-
ception and voluntary restriction of sexual activity [14]. These convergences illus-
trate a dynamic in which sexuality during pregnancy loses its affective function
and becomes primarily a strategy to manage perceived risk.

Impact of HIV on sexual satisfaction

More than half of the participants reported that HIV had negatively influenced
their sexual satisfaction. Verbatim accounts reveal ongoing intimate distress: “I
can’t think about it anymore; only if he wants...” These observations are con-
sistent with several studies documenting a forced redefinition of sexuality, char-
acterized by guilt, fear of rejection, and loss of pleasure [4] [11]. In some contexts,
sexual activity may even be experienced as a conjugal duty, particularly when
women fear the consequences of refusal—a dynamic also described by Kriisi et
al, who highlight how HIV status reshapes power relations within the couple
[12]. Taken together, these findings suggest that sexual satisfaction is inextrica-
bly linked to the emotional climate, internalized stigma, and gendered power dy-
namics.

Resumption of sexual activity in the postpartum period

The relatively early resumption of sexual activity—on average five months post-
partum—reflects multiple realities. Some women resume sexual activity to meet
conjugal expectations, as expressed in statements such as: “I had to do it so he
wouldn’t suspect anything.” This form of pressure is also described in the work of
Kriisi et al, highlighting that relational pressures continue to affect women living
with HIV, particularly when they have not disclosed their status [12]. Conversely,
other studies indicate that for some women, resuming sexual activity serves as a
means of reaffirming their feminine identity after childbirth [8]. This contrast un-
derscores the plurality of trajectories shaped by risk perception, conjugal relation-
ships, and access to appropriate counseling.

A quarter of participants had not resumed sexual activity at the time of the sur-

vey. This phenomenon appears to reflect persistent anxiety related to transmis-
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sion, as expressed in: “T often tell myself that I will infect him...” The literature
extensively documents this enduring fear as a major barrier to intimacy, even after
delivery [8] [11]. Qualitative syntheses further indicate that women with prior ex-
periences of stigma or rejection are particularly likely to delay resumption of sex-
ual activity [10]. Thus, the absence of postpartum sexual activity often reflects an
emotional space marked by doubt, fear, and a lack of integrated psychological
support within follow-up care.

Impact of HIV on the conjugal relationship

The majority of participants reported a negative impact of HIV on their rela-
tionship, with some cases resulting in divorce. Verbatim accounts such as “I was
psychologically destroyed...” or “An emotional distance set in” reflect experiences
similar to those described in other contexts, where HIV undermines affective re-
lationships due to secrecy, stigma, and tensions surrounding risk [11]. Figueroa-
Cosme highlights that even in parental relationships, communication about sex-
uality and HIV remains difficult, reinforcing silences and emotional distancing
[4]. Moreover, social pressures and expectations surrounding female sexuality
may exacerbate relational fragility, particularly when women attempt to reconcile
conjugal expectations with fear of transmission [14].

Non-disclosure of HIV status to the partner

Nearly half of the women had not disclosed their HIV status, a phenomenon
widely documented in the literature. Multiple studies show that fear of rejection,
violence, or relationship dissolution constitutes a major barrier to disclosure [12].
Verbatim statements confirm this: “I had to do it so he wouldn’t suspect any-
thing.” Non-disclosure is also associated with unwanted or coerced sexual activity,
a phenomenon observed in studies of relational dynamics in serodiscordant cou-
ples [15]. Huertas-Zurriaga ef al. note that disclosure represents a socially risky and
emotionally costly act, often avoided to preserve the conjugal bond [10]. These con-
verging findings highlight that non-disclosure is not an isolated choice, but an
expression of structural and relational vulnerability.

Psychological sexual pressure and constrained sexuality

Sexual activity experienced as an obligation—“Yes, but it means nothing to
me”—reflects a disjunction between desire, consent, and conjugal expectations.
This issue aligns with findings from several studies describing the sexuality of
women living with HIV as largely shaped by gender norms, power dynamics, and
male control [12]. Hampton ef al. also highlight how internalized stigma leads
some women to engage in sexual activity despite emotional distress, for fear of
losing the relationship [11]. Wielding et a/. further demonstrate that gender-based
violence and relational pressures are common among women living with HIV,
directly impacting their sexual health and autonomy [9]. Thus, constrained sexu-
ality appears as an indirect but profound consequence of the interaction between
HIV, social norms, and stigma.

Perception of PMTCT follow-up

The vast majority of participants did not perceive a negative impact of PMTCT
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follow-up on their sexuality. This positive perception may be explained by a sense
of security provided by medical follow-up, as illustrated in the statement: “If I
follow the program correctly, he will not be infected, right?” Several studies indi-
cate that access to information and counseling reduces anxiety related to trans-
mission and enhances confidence in risk management [8]. The integration of sex-
ual health services, described as beneficial, also improves the quality of follow-up
and women’s sense of control over their reproductive health [16]. These findings
suggest that PMTCT programs play a stabilizing role, even though emotional and
relational dimensions remain sensitive.

Desire for future motherhood

The majority of participants expressed a desire for future motherhood, despite
concerns regarding transmission. This desire is consistent with studies showing
that motherhood remains a central element of feminine identity, particularly among
women living with HIV [10]. Comfort emphasizes that motherhood can be per-
ceived as a way to reclaim a positive identity despite stigma [8]. Qualitative syn-
theses confirm that reproductive intentions are shaped by a tension between de-
sire, fear, available information, and conjugal or medical support [10]. These find-
ings also align with studies documenting the diversity of post-diagnosis reproduc-
tive trajectories [17].

Conversely, a substantial proportion of women did not wish for another preg-
nancy, primarily due to persistent fears of transmission and the psychological bur-
den associated with living with HIV. This observation is consistent with studies
showing that HIV can lead to reproductive renunciation driven by fear, stigma,
and emotional uncertainty [11]. In several contexts, women report that lack of
conjugal support or relational instability reduces their desire for pregnancy [15].
Qualitative syntheses further indicate that reproductive ambivalence is common
and depends as much on structural as on psychological factors [10].

A clear model emerges from the thematic analysis of our study. The theoretical
model highlights fear of HIV transmission to the partner or child as the central
core, situated within a context of HIV-related stigma, limited discourse on female

sexuality, conjugal pressure, and predominantly biomedical PMTCT follow-up.

Fear of HIV
transmission

0
|

Silent intimate
suffering

Anxiety and
quilt

Constrained
sexuality
without
desire

Psychological
despair

Emotional
disengagement
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This fear generates chronic anxiety and persistent guilt, leading to psychological
despair, emotional disengagement, and weakening of conjugal relationships. Sex-
uality consequently becomes constrained and devoid of desire, embedded in en-
during and often silent intimate suffering.

Interventions to restore postpartum sexuality and conjugal well-being
among women living with HIV: identification of key determinants

The study highlights that postpartum sexuality among women living with HIV
is frequently characterized by fear, anxiety, and constraint, despite effective bio-
medical PMTCT follow-up. A detailed analysis identifies three major, interacting
categories of factors contributing to this issue: psychosocial factors (fear of trans-
mission, guilt and internalized stigma, emotional stress and psychological dis-
tress), relational and gender-related factors (non-disclosure of HIV status, un-
equal power dynamics within the couple, social and conjugal pressures), and
PMTCT follow-up-related factors (biomedically focused follow-up and lack of in-
tegrated interventions addressing sexual health and conjugal well-being) Figure
2.

Fear of HIV transmission

Anxiety and guilt

. Unequal power i
Non-disclosure of dyna(r]nicspwithi . S::r'l?l ;:Id Lack of integrated
HIA Status yu sexual health follow-u
the couple pressures .

Figure 2. Problem tree illustrating the psychosocial, relational, and PMTCT follow-up fac-
tors contributing to constrained postpartum sexuality among women living with HIV.

Integrated approach: Constrained sexuality among postpartum women living
with HIV results from a complex interaction between transmission-related anxi-
ety, power dynamics within the couple, and limitations in biomedical follow-up.
Effective intervention requires an integrated approach combining:

» psychological support,
» couple counseling and the promotion of gender equity,
> integration of sexual health into PMTCT follow-up.

Such an approach directly targets the key factors identified in the problem tree
and has the potential to break the cycle of constrained sexuality, improve quality
of life, and enhance the overall effectiveness of PMTCT programs.

Limitations

Although this study provides valuable insights into postpartum sexuality and
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conjugal well-being among women living with HIV, certain limitations should be
acknowledged for scientific transparency. In particular, much of the data relies on
self-reporting, which may introduce recall or social desirability biases, especially
regarding sexual frequency, libido, and sexual satisfaction. Nevertheless, the com-
bined use of quantitative data and qualitative verbatim strengthens the credibility
of the findings and allows for the identification of meaningful trends that remain

informative for guiding PMTCT interventions.

5. Conclusions

This study highlights a complex reality in which, despite the biomedical effective-
ness of PMTCT, women living with HIV experience a profoundly challenging
journey marked by fear of transmission, emotional distress, and frequently imbal-
anced conjugal relationships. Sexuality, far from being a space for fulfillment, is
often experienced as a silent obligation, shaped by anxiety, guilt, and social pres-
sure, while emotional experiences remain largely invisible in clinical follow-up.
These findings indicate that the success of PMTCT cannot be fully achieved
without an integrated approach that recognizes, listens to, and supports the rela-
tional, emotional, and sexual dimensions of women’s lives—a critical requirement

for sustainable and truly person-centered prevention.
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