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Incident HIV infection among pregnant women in Botswana has decreased over time

CONCLUSIONS

• The seroconversion rate during 

pregnancy declined by 38% 

between 2017-2021 and 2022-2024

• HIV incidence remains high among 

younger women

• Long-acting injectable PrEP, which 

can prevent both maternal and 

subsequent infant infection, could 

strengthen HIV prevention efforts in 

this critical population

• This analysis provides evidence on 

whom to prioritize given limited 

supply of injectable PrEP

RESULTS

• Of 106,619 women who delivered between May 

2017 to August 2021 with an initial 

negative/indeterminate HIV test, 86,282 (81%) 

had ≥2 test dates in the same pregnancy, with 

223 seroconversions (0.26%)

• Of 51,013 women who delivered between 

September 2022 and September 2024 with an 

initial negative/indeterminate HIV test, 45,110 

(88%) had ≥2 test dates in the same pregnancy, 

with 75 seroconversions (0.17%).
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BACKGROUND 

• Women who acquire HIV during 

pregnancy are at increased risk for 

vertical HIV transmission

• The Tsepamo Study captures data on 

~70% of all deliveries in Botswana and 

includes HIV testing dates and results 

during antenatal care

• We assessed whether HIV incidence 

among pregnant women in Botswana is 

declining by comparing data collected 

2017-2021 and 2022-2024

METHODS

• Data collected from women who gave 

birth at 16 public maternity wards

• HIV seroconversion was defined as 

having an initial negative/indeterminate 

HIV test in pregnancy followed by a 

positive test during the same 

pregnancy or at delivery

• Seroconversion date was approximated 

as the mid-point between the last 

negative or indeterminate test and first 

positive HIV test

• Univariable logistic regression was 

used to identify factors associated with 

incident HIV during pregnancy
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Table 2. Factors associated with incident HIV 

during pregnancy among women who delivered 

between (Sept 2022 – Sept 2024)
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Figure 2. Locations of first antenatal care 

registration for pregnant women who 

seroconverted (Sept 2022- Sept 2024)

Table 1. Incidence rate and number of seroconversions 

in 2017-2021 vs 2022-2024

May 2017 – 

August 2021

(n=82,282)

Sept 2022  –  

Sept 2024

Number of 

seroconversions per 1000 

pregnancies

2.58 (0.26%) 1.67 (0.17%)

Incidence rate per 100 

person-years (95% CI)
0.69 (0.60–0.78) 0.43 (0.33-0.53)
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Figure 1. Incidence rate by age, 45,110 women with initial 

negative test in pregnancy and at least 1 subsequent test 

in same pregnancy (deliveries Sept 2022–Sept 2024)

Acknowledgements: We wish to thank the the Tsepamo Study Research Assistants 

(Cynthia Dube, Keemenao Mosala, Tsaone Gaonakala, Gosego Legase, Onkabetse 

Mokgosi, Rosemary Moremi, Shally Morgan, Edith Moseki, Tshephang Motlotlegi, 

Mmapula Ofhentse, Daphne Lekorwe, Kebabonye Rabasiako, Naledi Tapologo, 

Bathoba Mabiletsa, Nametsegang Tshosa, Annah Kgannyeng, Patricia Mophuthegi, 

Thabologo Baitsemi, Tshegofatso Sebetso, Tsholofelo Maswabi, Pricilla Mashona, 

Seele Mafokate, Kealeboga Mmokele, Obakeng Makalane, Masego Kgafela, 

Caroline Mazongo, Tumisang Tshekiso,  Mpho Bonang), the Botswana Ministry of 

Health, and the maternity staff and hospital administrators at surveillance sites.

• The incidence rate (IR) declined by 38% 

between these periods (Table 1)

• Seroconversion was highest among the 20–

24-year age group (IR: 0.61/100 person-

years) but occurred across all age groups 

and in all geographic regions (Fig 1 and 2)

• Risk factors for seroconversion 

(unadjusted analysis): age 20-24, being 

unmarried, not having salaried/self-

employment, and having less than a 

tertiary level of education (Table 2)

Unadjusted odds ratio 

(95% CI)

Age (vs >35)

11-19 2.24 (0.76-7.17)

20-24 3.09 (1.08-8.78)

25-35 1.90 (0.67-5.41)

Marital status (vs married)

Single 4.32 (1.06-17.6)

Occupation (vs employed)

Unemployed/housewife/student 1.91 (1.11-3.29)

Education (vs tertiary/equivalent)

Secondary or below 2.16 (1.11-4.20)

Area/community (vs rural)

Urban 1.05 (0.64 – 1.70)

Region (vs Western district)

Southern/Southeast district 0.78 (0.49 – 1.26)

North-west district 0.76 (0.34 – 1.70)

Nationality (vs Motswana)

Non-Motswana 0.75 (0.24 – 2.40)

Gravida (vs multigravida)

Primigravida 1.18 (0.75 – 1.87)

Parity (vs nulliparous)

Primiparous 0.95 (0.56 – 1.63)

Multiparous 0.76 (0.43 – 1.34)
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