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Abstract

Introduction: Intimate partner sexual violence (IPSV) is sexual violence against women by a current or former sexual
partner. Sexual violence among pregnant women is higher in low-income countries, particularly in sub-Saharan Africa
(SSA), which has numerous negative impacts for both the mother and the growing fetus. There is no recent and distinct
information on the magnitude and factors associated with IPSV among pregnant women in SSA.

Objective: This study aimed to assess the prevalence of IPSV and its determinants among pregnant women in SSA.
Design: A cross-sectional study design using demographic health survey data from 2015 to 2022 in 20 sub-Saharan
African countries was used.

Methods: The analysis was conducted using a weighted sample of 10,775 women who were pregnant during the
survey period (2015-2022). A multilevel logistic regression model was used to identify the determinants of IPSV among
pregnant women. The adjusted odds ratio at 95% confidence interval (95% CI) was computed to assess the strength and
significance of the association between explanatory and outcome variables. Factors with a p-value of <<0.05 are declared
statistically significant.

Result: In this study, the pooled prevalence of IPSV among pregnant women in SSA was 11.06% (95% CI: 10.48—11.67).
Respondents currently working, male-headed households, presence of justified beating, respondent mother’s history of
abuse, respondent having no media access, respondent having self-reported sexually transmitted diseases (STls), partner
alcohol use, and residing in East Africa had increased odds of IPSV during pregnancy. On the other hand, nulliparous
respondents, respondents involved in healthcare decision-making, households with a high wealth index, and residents of
West Africa had decreased odds of IPSV among pregnant women.

Conclusion: This study revealed that a significant proportion (1 1%) of pregnant women experienced intimate partner
sexual violence during pregnancy in SSA. Hence, the government, policymakers, and other relevant authorities should give
special attention to women’s at-risk of sexual violence, including women who live in households with justified beatings,
women with STls, working women’s, women with drunken partners, and non-autonomous women'’s. Prioritization of
the east African region, increasing media access, and promoting a healthy lifestyle in the community shall be done to
reduce the burden of the problem.
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Introduction

Intimate partner sexual violence (IPSV) is any form of
sexual violence that occurs within a current or former
intimate partner by forcing or attempting to force a part-
ner to take part in a sex act, sexual touching, or non-phys-
ical sexual event (e.g., sexting) when the partner does not
or cannot consent.! Sexual violence also includes pres-
suring one for sex or attempting to persuade one for sex
when they do not want to. The pressure or continuous
persuasion could contribute to mental health problems
such as anxiety.>

IPSV is a common public health problem and a human
rights violation against women, including pregnant
women,> which almost one in three women has experi-
enced during their lifetime.*> Globally, high-income coun-
tries such as Japan have the lowest prevalence of intimate
partner violence during pregnancy, whereas low-income
countries, especially those in the sub-Saharan Africa
(SSA) such as Ethiopia and Uganda, have the highest
rate.*® Almost two out of every three women in Africa
have suffered severe abuse at the hands of an intimate part-
ner at some point in their lives.® One-third of adolescent
girls report their first sexual experience as being forced.'%!!

Since victims of violence are reluctant to disclose their
experiences because of numerous obstacles, it is frequently
thought of as the tip of the iceberg or a silent epidemic.'?
Fear of humiliation and stigma, financial difficulties, igno-
rance of legal frameworks, fear of retaliation, fear of
divorce, considering inadequate implementation of laws,
and a mindset that views violence as a normal part of life
are some of the obstacles.">™'> As a result, underreporting
occurs, and correctly assessing the prevalence of violence
against women becomes difficult.'>!® Approximately one-
third of women are thought to have been victims of vio-
lence at least once since they were 15years old.!” The
majority of the issue, according to the evidence, is found in
developing nations with low socioeconomic positions and
inadequate access to education, particularly in sub-Saha-
ran African countries.'®!” Compared to other locations,
SSA is continuously exposed to violence.?’ The region’s
intricate social, political, and economic barriers frequently
expose women to abuse, which makes managing and pre-
venting sexual violence more challenging.?!??

Pregnant women who experienced IPSV faced a pleth-
ora of negative consequences, including miscarriages,
antepartum hemorrhages, preeclampsia, gestational diabe-
tes, sexually transmitted diseases (STIs), unsafe sexual

practices, mental health disorders such as eating disorders
and sleep disorders, stigma, family breakups, depression,
substance abuse, anxiety, posttraumatic stress disorder,
suicide, and perinatal problems including perinatal mortal-
ity, intrauterine growth restriction, low birth weight, pre-
term delivery, cesarean delivery, and vertical transmission
of HIV.2726 Nonetheless, because pregnant women are
more vulnerable, the aforementioned consequences are
more noticeable.?’

Various factors were associated with IPSV in earlier
research. In light of this, factors such as women’s decision-
making ability, age, spouse education, women’s education,
and alcohol consumption by partners,?® place of residence,
women’s education, wealth index, unemployment, expo-
sure to violence in childhood, weak criminal sanction
against perpetuators, and male personality disorder.>*>-3!
Sexual violence against women can begin or worsen as a
result of lost sexual relationships, erroneous beliefs about
pregnancy, and unusual feelings the spouse experiences
related to the pregnancy.®

The United Nations Sustainable Development Goal 5
(SDG-5), which calls for the abolition of all forms of vio-
lence against women and girls, promotes gender equality
and women’s empowerment.** In addition to being a basic
human right, gender equality is also a precondition for a
world that is affluent, peaceful, and sustainable. Though
there has been some progress in recent years, gender equal-
ity is not expected to be achieved by 2030 across the world.
The incidence of IPSV is still too high in SSA, despite
worldwide attempts to reduce it.** For responsible bodies
to address the problem and meet SDG-5 by 2030, timely
information is crucial.

Pregnant women who are at risk should receive spe-
cial care to guard against the risks of violence against
herself and her developing fetus. Even though there is a
review on sexual violence against pregnant women
around the globe, there is a paucity of up-to-date infor-
mation on sexual violence against pregnant women in
SSA in particular. In order to provide adequate informa-
tion on IPSV against pregnant women in the high-risk
SSA region, current multi-country data is thus required.
This information will enable concerned parties and rele-
vant authorities to address the issue in a way that takes
into account each country’s unique socio-demographic
and cultural background. Therefore, this study aimed to
assess the prevalence of IPSV and its associated factors
among pregnant women in SSA using the most recent
Demographic and Health Survey (DHS) data.
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Methods

Study design, setting, and period

This is a multi-country cross-sectional study using the most
recent DHS data of 20 sub-Saharan African countries. The
source populations were pregnant women from 20 sub-
Saharan African countries who had DHS data between
2015 and 2022. The countries included in this study were
Angola, Burkina Faso, Benin, Burundi, Cameron, Ethiopia,
Gabon, Ghana, Gambia, Guiana, Kenya, Liberia, Mali,
Malawi, Rwanda, Serra Leon, Tanzania, Uganda, Zambia,
and Zimbabwe.

Data source and sampling procedure

DHS was a nationwide survey conducted in low- and
middle-income countries using standardized, pretested,
and validated. The DHS employ a two-stage, stratified
cluster sampling technique. The initial stage involved
the random selection of all-encompassing clusters, or
enumeration areas, from the sampling frame obtained
from the last publicly available national survey. In the
second phase, systematic sampling was used to inter-
view a subset of the target population’s households, cov-
ering all the households listed in each cluster. A weighted
sample of 10,775 pregnant women prior to the survey
who responded to sexual violence questioners was
included in the study. For women having more than one
history of self-reported sexual violence by their immedi-
ate partner, the most recent abuse history was used.
Pregnant women’s who had a missing value for outcome
were excluded from the study. We have followed the
STROBE guidelines when preparing our manuscript
(Supplemental Table 1).

Source and study population

All reproductive-age women who faced sexual violence
during their pregnancy were the source population, and
those women who gave responses to questions asking sex-
ual violence during the survey were the study population.

Study variable

Outcome variable. The outcome variable was sexual vio-
lence among pregnant women by intimate partners. The
outcome measures the exposure to sexual violence among
pregnant women 5 years prior to the DHS. It was classified
as yes=1 for “women who experienced sexual violence”
and no=0 for “women who had no exposure to sexual vio-
lence.” The outcome variables were determined by asking
pregnant women in DHS data using the following ques-
tionnaires’: (a) being physically forced to have sexual
intercourse with him when she did not want to; (b) being
physically forced to perform any other sexual acts she did

not want to; and (c) being forced to perform sexual acts she
did not want to.

Independent variables

Individual-level variables. Individual-level factors were
reviewed from previous literature, and these include
respondent and their partner education level, respondent
work status, household head sex, beating justified in the
household, respondents mother had experienced intimate
partner violence, media exposure, presence of self-reported
STI in respondent, respondent age at first sex, respondent
partner polygamy, respondent partner alcohol use, the
number of under-five children in the household, parity of
respondent, respondent involvement in healthcare deci-
sion-making, and household wealth index.

Community-level variables. Community-level media expo-
sure, community-level women’s illiteracy, and commu-
nity-level poverty were aggregated from individual
women'’s characteristics of media exposure, education, and
wealth index, respectively. Since the aggregate values for
all generated variables have no meaning at the individual
level, they were categorized into groups based on median
values. Median values were used to categorize as high and
low because all aggregated variables were not normally
distributed. Similar procedures were applied to all aggre-
gate variables.

Regarding the analysis of aggregation, first the indi-
vidual-level variables were re-categorized and cross-tab-
ulated with the cluster variables using Stata version 17
(Texas, USA). Then, the proportions of media exposure,
no education, and poor wealth index categories for each
variable proportion were computed using Microsoft
Excel 2010. Then, the proportion of each variable result
was imported into Stata and combined with the original
Stata using a one-to-many variable combination. Finally,
we categorized the proportion of each variable as high or
low based on the mean proportion.

Operational definition

Respondent: refers to reproductive age women aged 15—
49 who were pregnant during the survey

Respondent mother: the mother of reproductive age
women.

Statistical analysis

After being extracted from the EDHS portal, Stata version 14
(Texas, USA) was used to enter, code, clean, record, and ana-
lyze the data. In DHS, data variables are nested by clusters,
and those within the same cluster show more similarities than
those with separate clusters. Thus, using the traditional logis-
tic regression model violates the assumptions of independent
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observation and equal variance across clusters. Therefore, a
more sophisticated model is required to account for cluster
characteristics. A multilevel, multivariable logistic regression
model was employed in the study to identify the variables
associated with intimate sexual violence among pregnant
women. In the analysis, four models were fitted. The first
(null) model, which contains only the outcome variables,
assesses the degree of intra-cluster variation in IPSV. The sec-
ond model contains individual-level variables; the third
model contains only community-level variables; and the
fourth model contains both individual-level and community-
level variables. The following is the equation for the multi-
level mixed effect model.

i
log(l—g{”) = Bo+ Blxlij +---+ Bnxnij + uoj + eij
— 1y

where 7ij is the likelihood of experiencing sexual violence
from an intimate partner, (1—mij) is the likelihood of not
being sexually abused by intimate partner, o is log odds
of the intercept, B1, . . . Bn are effect sizes of individual
and community-level factors, and x1ij. . . xnij are inde-
pendent variables of individuals and communities. The
quantities uoj and eij are random errors at cluster levels
and individual levels, respectively.

Both the fixed and random parts of the mixed effect
were assessed. The random effect was assessed using the
following parameters: intra-class correlation coefficient
(ICC), median odds ratio, and proportional change in
variation (PCV). The concept and ways to determine
these parameters were stated elsewhere. The fixed effect
was assessed by using the adjusted odds ratio (AOR) at
a 95% confidence interval (95% CI). The significance of
the association between explanatory variables and out-
comes was declared when the p-value was less than the
level of significance (0.05). So, multilevel is a nested
model, and log likelihood and deviance were used for
model comparison. The multi-collinearity between
explanatory variables was controlled by using the soft-
ware itself (the nature of Stata omitting variables with
multi-collinearity) and multivariable.

Ethical consideration

The DHS data from 20 sub-Saharan African countries was
gathered in compliance with national and international
ethical standards. Ethical clearance was provided by the
Institutional Review Board of ICF International and the
United States Centers for Disease Control and Prevention.
At the time of data collection for the DHS, all study par-
ticipants were asked for informed oral consent, and data
were collected anonymously. Data collectors explained the
purpose of the study and that participation in the study was
voluntary. Privacy and confidentiality were ensured by

Table I. Country included, sample used, and survey year of
study.

Country Sample Survey year
Angola 485 2015/2016
Benin 433 2017/2018
Burkina Faso 114 2021
Burundi 1239 2016/2017
Cameroon 485 2018
Ethiopia 433 2016
Gabon 542 2021
Gambia 324 2019/2020
Ghana 324 2022
Kenya 273 2022
Liberia 542 2019/2020
Malawi 862 2015/2016
Mali 596 2018
Nigeria 433 2018
Rwanda 701 2019/2020
Sierra Leone 273 2019
Tanzania 216 2022
Uganda 1076 2016
Zambia 808 2018
Zimbabwe 596 2015
Overall 10, 775 2015-2022

following the ethical requirements of the research. The
study involved minimal risk for study participants. More
details regarding DHS data and ethical standards are avail-
able online at http://www.dhsprogram.com.

Results

In this study, 20 sub-Saharan African countries were
included. To come up with existing evidence, we included
countries that had recent standard DHS data from 2015 to
2022 (Table 1).

Prevalence of IPSV among pregnant women in
SSA

The pooled prevalence of IPSV among pregnant women in
SSA was 11.06% (95% CI: 10.48—11.67). The lowest prev-
alence was observed in Burkina Faso 2.0% (95% CI: 1.68—
2.67), and the highest prevalence was observed in Burundi
23.13% (95% CI: 22.57-23.73) (Figure 1).

Socio-demographic characteristics of study
participants

A total weighted sample of 10,775 pregnant women who
responded to sexual violence questioners in the survey was
included in the study. The prevalence of sexual violence by
intimate partners was 11.06% (95% CI: 10.48%—11.67%).
Nearly three-fourths (73.3%) of pregnant mothers were
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Figure |. The prevalence of IPSV among pregnant women in SSA.

aged 20-34. More than two-thirds (68.03%) of mothers
were not working. The majority (83.3%) of households
were headed by men. Nearly one-third (30%) of partners
(husbands) had no formal education. Nearly half (47.5%)
of households were categorized in the poor wealth quin-
tile. Nearly one-fourth (24.54%) of women’s had a history
of justified violence by their immediate partner. More than
half (59.67%) of mothers were involved in decision-mak-
ing regarding healthcare. More than two-thirds (63.98%)
of participants had more than 5 years of cohabitation. More
than two-thirds (67.87%) of participants reside in rural
areas. More than one-third of participants (36.72%) had
access to the media. Nearly one-fourth (24.65%) of
respondent mothers had a history of beating their husbands
(Table 2).

Random effect model fit statics

The null model was run to determine whether the data
supported assessing randomness at the community level.
The ICC value in the null model indicates 18.3% of inti-
mate sexual violence was due to the difference between
clusters. In the null model, the odds of intimate sexual
violence were 2.26 times variable between high and low
clusters (heterogeneous among clusters). Regarding the
final model PCV, about 71.75% of the variability in inti-
mate sexual violence was attributed to both individual
and community-level factors. Model IV was selected as
the best-fitting model since it had the lowest deviance
(Table 3).

Factors associated with intimate sexual violence
among pregnant mothers

In the final multilevel multi-variable regression analysis,
respondent working status, sex of household head, beating
justified in the household, wealth index, media exposure,
respondent involvement in decision-making, partner alco-
hol use, respondent history of self-reported STI, respond-
ent mother abused ever, parity of respondent, and region
were significantly associated with IPSV among pregnant
women’s.

Compared to not-working respondents, currently work-
ing respondents had 34% increased odds of intimate sexual
violence (AOR=1.34; 95% CI: 1.13—1.58). Being in a
male-headed household increases the odds of intimate sex-
ual violence by 28% (AOR=1.28; 95% CI: 1.04—1.58).
Respondents with a history of justified beating increased the
likelihood of IPSV by 83% (AOR=1.83; 95% CI: 1.58-
2.13). Having no access to media increases the likelihood of
IPSV by 33% (AOR=1.33; 95% CI: 1.13-1.56). Having
self-reported STIs by respondents increases the odds of
IPSV by 1.92 (AOR=1.92;95% CI: 1.62-2.27). Respondent
partner drinking alcohol increases the likelihood of IPSV by
twice (AOR=2.33; 95% CI: 2.02-2.42) as compared to
non-alcoholic partner. Compared to respondents involved in
healthcare decision-making, respondents having no involve-
ment in healthcare decision-making in households increase
the odds of IPSV by 54% (AOR=1.54; 95% CI: 1.13-1.56).
Being in the Easter part of SSA increases the odds of [IPSV
(AOR=1.93; 95% CI: 1.54-2.42) as compared to central
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Table 2. Socio-demographic factors of IPSV among pregnant women in SSA.

Individual and community-level factors Responses Frequency (n) Percentage (%)
Respondent level of education No education 3600 33.58
Primary 3756 35.04
Secondary and above 3363 31.38
Respondent age <20year 1188 11.08
20-34 7849 73.22
>35 1682 15.70
Respondent working status Working 3297 31.97
Not working 7016 68.03
Household head sex Male 8921 83.23
Female 1798 16.77
Respondent partner education level No education 3194 30.86
Primary 3113 30.08
Secondary and above 4043 39.06
No.-under-five children in the household <3 9865 92.03
=3 854 7.97
Respondent husband work status Working 9369 90.50
Not working 984 9.50
Respondent experienced justified beating No 8088 75.45
Yes 2631 24.54
Respondents mother had experienced abuse ever Yes 2610 24.35
No 8109 75.65
Wealth index Poor 5086 47.45
Middle 2115 19.73
Rich 3518 32.82
Media exposure Yes 3888 36.72
No 6831 63.72
Respondent involved in household decision Yes 6179 59.67
No 4177 40.33
Respondent partner drink alcohol Yes 3379 31.52
No 7340 68.48
Respondent had self-reported STI Yes 1651 16.93
No 8100 83.07
Respondent partner polygamy Yes 4033 41.36
No 5718 58.64
Respondent age at first sex <I4 1720 16.05
15-17 5018 46.81
=18 3981 37.14
Duration of cohabitation <5 3861 36.02
=5 6858 63.98
Respondent parity Uniparous 1707 15.93
Multi-parous 6955 64.88
Grand-parous 2057 19.19
Community-level factors
Place of residence Urban 3444 32.13
Rural 7275 67.87
Community media exposure Low 5560 51.87
High 5159 48.13
Community illiteracy High 5307 49.53
Low 5407 50.47
Community poverty level High 5160 48.14
Low 5559 51.86
Region Central 1720 14.0
West 4600 3743
East 5805 47.23
South 166 1.35

STI: sexually transmitted disease.
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Table 3. Random effects and model fit statics of IPSV among
pregnant women in SSA.

Parameter Null model Model Il Model Il Model IV
Variance 0.74 0.18 0.84 0.21
ICC 18.3 5.11 20.28 5.95
MOR 2.26 1.49 2.38 1.54
PCV Reference 75.96 13.5 71.75
LLR -3726.81 -2929.71 3638.62 -—2873.61
Deviance 7453.63 5859.42 727724 5747.22

SSA: sub-Saharan Africa; ICC: intra-class correlation coefficient; LLR:
log-likelihood ratio; MOR: median odds ratio; PCV: proportional
change in variation.

SSA. Respondent mothers with a history of abuse by their
husband increase the odds of IPSV by 34% (AOR=1.66;
95% CI: 1.43-1.92) as compared to their counterparts. On
the other hand, as compared to poorer households being in
the richer wealth index, 31% (AOR=0.69; 95% CI: 0.56—
0.85) decreased of IPSV. Similarly, being in the Western
part of SSA decreases the likelihood of IPSV by 28%
(AOR=0.72; 95% CI: 0.55-0.93) as compared to central
SSA. Compared to grand-parous women’s, uniparous woms-
en’s had 32% lower odds (AOR=0.68; 95% CI: 0.53-0.89)
of IPSV (Table 4).

Discussion

Violence against women, committed by intimate partners,
is an important public health and human rights issue.’
Despite sexual violence legislation in Africa, a significant
number of pregnant women in SSA faced sexual vio-
lence.® This study also discloses that 11.06% (95% CI:
10.48-11.67) pregnant women in SSA had sexual violence
during their pregnancy by their intimate partner. Thus,
responsible bodies and stakeholders shall work together to
lower and eliminate the problem in SSA.

Although the study was not limited to pregnant women,
another study conducted in SSA revealed a similar finding
(11.5%).3¢ This indicates that Africa is still under the bur-
den of IPSV and that responsible authorities should enforce
strong rules and regulations against any forms of sexual
violence against vulnerable pregnant women.

However, this study finding is higher than the study
done in Europe, which was 8.3%-21.1%.%" In addition, the
finding of this study is lower than the study done in Brazil,
which was 39.1%, Iran, which was 11%3 and one global
study, which was 32%.3>*° The possible explanation for
the discrepancy might be due to differences in socio-cul-
tural practice, law enforcement, and individual and com-
munity attitudes toward intimate partner violence.

This study found respondents who had witnessed their
father beat their mother were more likely to be subjected to
IPSV as compared to non-abused mothers. This is in line
with the studies in Kenya and Bangladesh.*'*> This could

be because women who observe their fathers abusing their
moms may, consciously or unconsciously, accept such vio-
lence as a normal and necessary part of marriage, develop-
ing attitudes and behaviors that make them more vulnerable
to abuse in the future.**** Furthermore, violence is a learned
behavior that may be adapted.®’

According to this study, respondents having self-reported
STIs increases the likelihood of IPSV by twice as much as
women’s having no self-reported STIs. A woman who has
self-reported STIs, including HIV, in the past 12 months is
more likely to have experienced IPSV than their counter-
parts. This is supported by studies done in South Africa and
Uganda.***® This may happen because the victim lacks the
self-esteem to deny the need for a spouse, as well as the
motivation and authority to bargain with her partner for safe
sex.* In addition, women who had a history of self-reported
STIs might also have experienced forced sex, fallen out of
treatment, and missed opportunities.*® Furthermore, women
may be pushed into having unwanted and forced sex, most
frequently out of fear of painful mating. As a result, it is
advisable to screen women with STI for sexual violence to
identify further factors behind the attack against these vul-
nerable women’s.

The odds of sexual violence were higher among respond-
ents whose partners drank alcohol than among respondents
whose partners did not use alcohol. This is supported by
studies done in Canadian and African countries.’'>> This is
because alcohol has a neurotoxic effect that causes interper-
sonal communication to break down and can result in vio-
lence. For a man, having a pregnant partner can be a
challenging and stressful period of his life, so in order to
cope with the stress, he may turn to alcohol, which can
increase their risk of engaging in sexual violence.’ It is
obvious that a person who believes someone has used alco-
hol may react more violently; therefore, some husbands pur-
posefully “hide” behind alcohol to engage in antisocial
activities such as sexual assault.’*> Furthermore, alcohol
use leads to a higher occurrence, severity, and frequency of
sexual violence.> Therefore, it is essential to advise partners
to lower or limit alcohol use to lead a healthy and happier
life and to reduce unwanted violence in the household.

Nulliparous respondents had reduced odds of IPSV as
compared to multiparous women. This is supported by the
study done in Uganda.’” This is because multiparous
women are more prone to having mood swings and other
pregnancy-related problems that could lower their libido.*®
Older married women also had more time to develop a his-
tory of sexual assault? that might increase the episode of
sexual violence.

Respondents in the wealthier quintile were less likely to
experience IPSV as compared to respondents in the poor
household wealth quintile. This is supported by studies
done in Brazil, a WHO multi-country study, and low- and
middle-income countries studies.>¢' This is because eco-
nomically independent women’s are shielded from gender
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Table 4. Factors associated with intimate sexual violence among pregnant women in SSA.

Individual and community level Responses Model I AOR Model Il AOR Model IV AOR
factors (95% Cl) (95% Cl) (95% Cl)
Respondent education level No education I |
Primary 0.74 (0.62-0.89) 1.13 (0.93-1.36)
Secondary and above 0.80 (0.66—0.98) 1.06 (0.84-1.35)
Respondent age <20year 1.26 (0.96—1.65) 1.25 (0.95-1.65)
20-34 I |
>35 1.01 (0.82—1.25) 1.06 (0.85-1.31)
Respondent working Yes 1.24 (1.05-1.46) 1.34 (1.13-1.58)*
No I |
Household head sex Male 1.28 (1.04-1.57) 1.28 (1.04-1.58)*
Female I |
Respondent partner education level No education 1.26 (1.05-1.52) 1.13 (0.93-1.36)
Primary I |
Secondary and above 0.94 (0.76—1.16) 1.06 (0.84-1.35)
No.-under-five children in the <3 0.71 (0.52-0.95) 0.80 (0.59-1.09)
household =3 I |
Respondent partner working Yes 0.88 (0.69-1.13) 0.89 (0.69-1.14)
No I |
Beating justified in the household Yes 1.95 (1.68-2.25) 1.83 (1.58-2.13)*
No I |
Respondents mother abused ever Yes 1.82 (1.57-2.1) 1.66 (1.43-1.92)*
No I |
Wealth index Poor I |
Middle 0.93 (0.78-1.11) 0.96 (0.80-1.15)
Rich 0.72 (0.60-0.86) 0.69 (0.56-0.85)*
Media exposure Yes I |
No 1.22 (1.05-1.43) 1.33 (1.13-1.56)*
Respondent involved in household Yes I |
decision No .31 (1.13-1.51) 1.54 (1.33-1.78)*
Respondent partner drink alcohol Yes 2.57 (2.23-2.96) 2.33 (2.02-2.69)*
No I |
Respondent had self-reported STI Yes 1.70 (1.45-2.00) 1.92 (1.62-2.27)*
No I |
Respondent partner polygamy Yes 1.12 (0.97-1.28) 1.05 (0.91-1.21)
No I |
Respondent age at first sex <I4 1.0l (0.82—-1.25) 1.17 (0.94-1.46)
15-17 0.97 (0.83-1.14) 1.07 (0.91-1.25)
=18 I |
Duration of cohabitation <5 1.15 (0.96—1.38) 1.15 (0.96-1.38)
=5 I |
Respondent parity Uni-parous 0.70 (0.54-0.90) 0.68 (0.53-0.89)*
Multi-parous I |
Grand-parous 1.20 (0.98-1.47) 1.20 (0.98-1.47)
Community level factors
Place of residence Urban 1.32 (1.14-1.53) 0.96 (0.78-1.17)
Rural | |
Community media exposure Low | |
High 1.00 (0.87-1.14) 1.03 (0.89-1.20)
Community illiteracy High 0.99 (0.86-1.14) 1.0 (0.87-1.16)
Low I |
Community poverty level High 0.89 (0.77-1.02) 0.88 (0.75-1.02)
Low | |
Region Central | |
West 0.68 (0.56-0.84) 0.72 (0.55-0.93)*
East 1.58 (1.31-1.90) 1.93 (1.54-2.42)*
South 1.23 (0.86—1.48) 1.40 (0.93-2.26)

SSA: sub-Saharan Africa; AOR: adjusted odds ratio; STI: sexually transmitted disease.

*Statistically significant-value < 0.05.
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inequity and sexual assault®’; on the contrary, women from
poorer wealth index households experience more sexual
violence.®® Furthermore, women who are financially inde-
pendent of their partner find it easier to leave an abusive
marriage and are less likely to condone violence.* Hence,
it is essential to improve households’ incomes to reduce
the burden of violence against women and other unwanted
social behaviors in SSA.

Respondents from households where beating is consid-
ered justified are more likely to experience IPSV com-
pared to those from households where it is not. This is
supported by studies done in Ghana, Rwanda, and
Uganda.>®” This is because societies in low-resource
countries had a widespread practice of justifiable beatings
against women, which included paying for brides and
instructing women to be obedient and submissive. This is
closely related to social standards that give husbands the
authority to abuse their wives and women who prioritize
maintaining the family image over their health issues.
Sexual violence is typically not seen as a violation in com-
munities with such unfavorable cultural views, which
deprives women of their self-confidence and leaves them
open to other sorts of abuse at the hands of males.®*®
These factors collectively deprive women of the ability to
make sexual decisions and grant men complete auton-
omy.” Thus, it is appropriate to denounce detrimental cus-
toms that lower the quality of life for women.

Working respondents were more likely to experience
IPSV as compared to their counterparts. This is supported
by studies done in Rwanda, Mexico, and America.”'"73
This may be because women who work because of finan-
cial hardship or a regular job work longer hours, experi-
ence stress at work that reduces time spent with their
spouse, and may not tell their colleagues about violent epi-
sodes that they experienced, which in turn causes their
partner to feel forced and unwanted to have sex with
them.”! The notion of relative resources and social
exchange also explains this: women who are more eco-
nomically empowered may threaten men’s position and so
be more vulnerable to violence. However, compared to
working mothers, other research found that jobless women
were more likely to experience domestic violence from
their spouse.” The theory of marital dependency may also
provide further insight into this. It postulates that women
who have less financial means may be more reliant on
their male partner and less able to end or modify relation-
ships, which increases the likelihood of violence.”

Compared to their counterparts, respondents who par-
ticipated in household healthcare decision-making were
less likely to experience sexual violence. This is supported
by a study done in the Philippines.’® This may be because
mothers who are capable of making decisions about the
healthcare of their families on their own may also be free
to choose and discuss with their partner how they want to
have a sexual relationship and that they would such as

open communication and understanding.”” Thus, encour-
aging women’s autonomy is essential to lessening the
prevalence of violence against women in general.

Residing in a male-headed household increases the
odds of IPSV as compared to female-headed households.
This is supported by a study done in Ethiopia.® This is due
to the fact that male-headed households had autonomy and
control over the entire household activity, including com-
muting violence.”® Although female-headed households
are less likely to experience sexual violence since they
have authority and autonomy to decide what they want in
all dimensions of their lives, there might be physical and
other violence related to disagreement and other social fac-
tors in the community.®

Respondents in east African countries were more likely
to experience sexual violence against them than in central
Africa, whereas being in West Africa reduced the likeli-
hood of intimate partner sexual assault. This is supported
by studies done in East Africa.””””’ According to a study,
the highest proportion of violence in Africa was observed
in Uganda and Ethiopia.®*® In comparison to other sub-
regions of Africa, East African women faced a compara-
tively higher rate of sexual violence.®! Furthermore, there
are conflicts, political unrest, gender-based violence, cli-
mate change, and migration in eastern Africa that expose
women to violence.®?

Respondents who were not exposed to the media were
more likely to experience IPSV as compared to respondents
who had media exposure.®® This is supported by a study
done in Ethiopia.®* One possible explanation is that media
coverage contributes to raising awareness of women’s men-
tal and physical health in order to encourage good lifestyle
choices, dispel taboos, and stop harmful conduct, such as
sexual abuse.?>% It stops violence against women by mak-
ing spouses responsible and knowledgeable about the law. It
is also a crucial tool for enhancing women’s self-determina-
tion, empowerment, and accessibility to healthcare.®’%8

Strength and limitation

This study’s strength was based on 20 countries with dif-
ferent social, cultural, and economic levels. Thus, the
study has the potential to assist programmers and policy-
makers in developing effective national interventions
because it is based on data from a countrywide survey.
Due to the cross-sectional nature of the study design, the
results of this study could not infer a causal relationship
between outcome and independent variables. Furthermore,
because DHS is a cross-sectional survey and depends on
respondents’ self-reports, recall bias may be present.
Second, information bias may also have an impact on
women’s decisions to disclose their sexual violence, since
disclosure of violence is highly influenced by the inter-
viewer. In addition, we have not used power analysis for
sample size calculation.
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Conclusion

The study found that among pregnant women in SSA, fac-
tors at the individual and community levels were signifi-
cantly associated with IPSV. The main factors that
determined IPSV in our study were respondent work sta-
tus, household head sex, having history of beating,
respondent mother history of abuse by husband, access to
media, self-reported STI, partner alcohol use, parity,
respondent involvement in healthcare decision-making,
wealth index, and region. Policymakers, the government,
health planners, and implementers must therefore under-
stand the burden of the problem, create awareness in the
media, empower women, promote healthy lifestyles, and
women’s with justified beatings in the east African region
and non-autonomous women’s need special attention.

Declaration

Ethics approval and consent to participate

Not applicable.

Consent for publication

Not applicable.

Author contribution(s)

Berhan Tekeba: Conceptualization; Writing — original draft;
Writing — review & editing.

Tadesse Tarik Tamir: Methodology; Supervision.

Gebreeysus Abera Zeleke: Data curation; Validation; Writing
— original draft.

Alebachew Ferede Zegeye: Data curation; Formal analysis;
Supervision; Writing — review & editing.

Acknowledgements

We expressed our gratitude to the DHS program for allowing us
to access the data online.

Funding

The authors received no financial support for the research,
authorship, and/or publication of this article.

Competing interests

The authors declared no potential conflicts of interest with respect
to the research, authorship, and/or publication of this article.

Availability of data and materials

The most recent data from the Demographic and Health Survey
were used in this study, and it is publicly available online at
http://www.dhsprogram.com. The datasets used and/or analyzed
during the current study are available from the corresponding
author on reasonable request.

ORCID iD

Berhan Tekeba https://orcid.org/0000-0002-6608-8880

Supplemental material

Supplemental material for this article is available online.

References

1. Haileamlak A. The triple challenges of low and middle-
income countries. Ethiop J Health Sci 2018; 28(1): 1-2.

2. Questions and Answers about Sexual Violence. Available
at: https://www.unicef.org/eca/media/10251/file/QA%20
Sexual%20Violence%20EN.pdf, January 25

3. Donovan B, Spracklen C, Schweizer M, et al. Intimate
partner violence during pregnancy and the risk for adverse
infant outcomes: a systematic review and meta-analysis.
BJOG 2016; 123(8): 1289-1299.

4. Jewkes R. Violence against women: an emerging health
problem. Int Clin Psychopharmacol 2000; 15:S37-S45.

5. Krug EG, Mercy JA, Dahlberg LL, et al. The world report on
violence and health. Lancet 2002; 360(9339): 1083—1088.

6. Azene ZN, Merid MW, Taddese AA, et al. Intimate partner
sexual violence during pregnancy and its associated factors
in Northwest Ethiop Women 2023; 8: 797098.

7. WHO. Information sheet, ‘Intimate partner violence dur-
ing pregnancy, Available at: https://iris.who.int/bitstream/
10665/70764/1/

8. Kebede SA, Weldesenbet AB and Tusa BS. Magnitude and
determinants of intimate partner violence against women in
East Africa: multilevel analysis of recent demographic and
health survey. BMC Womens Health 2022; 22(1): 74.

9. Mitchell J, Wight M, Van Heerden A, et al. Intimate partner
violence, HIV, and mental health: a triple epidemic of global
proportions. Int Rev Psychiatry 2016; 28(5): 452-463.

10. Saleem Y, Ahmed S and Noushad S. Sexual abuse among
married females; a threat to mental and emotional health.
IJWE 2017; 3: 12—18.

11. Matasha E, Ntembelea T, Mayaud P, et al. Sexual and repro-
ductive health among primary and secondary school pupils
in Mwanza, Tanzania: need for intervention. AIDS Care
1998; 10(5): 571-582.

12. Palermo T, Bleck J and Peterman A. Tip of the iceberg:
reporting and gender-based violence in developing coun-
tries. Am J Epidemiol 2014; 179(5): 602—612.

13. Hindin MJ, Kishor S and Ansara DL. Intimate partner
violence among couples in 10 DHS countries: predictors
and health outcomes. Calverton, MD: Macro International
Incorporated, 2008.

14. Koenig MA, Ahmed S, Hossain MB, et al. Women’s status
and domestic violence in rural Bangladesh: individual-and
community-level effects. Demography 2003; 40: 269-288.

15. Dutton MA, Green BL, Kaltman SI, et al. Intimate partner
violence, PTSD, and adverse health outcomes. J Interpers
Violence 2006; 21(7): 955-968.

16. Casey SE, Gallagher MC, Makanda BR, et al. Care-seeking
behavior by survivors of sexual assault in the Democratic
Republic of the Congo. Am J Public Health 2011; 101(6):
1054-1055.

17. Garcia-Moreno C, Pallitto C, Devries K, et al. Global and
regional estimates of violence against women: prevalence
and health effects of intimate partner violence and non-part-
ner sexual violence. Geneva: World Health Organization,
2013.


http://www.dhsprogram.com
https://orcid.org/0000-0002-6608-8880
https://www.unicef.org/eca/media/10251/file/QA%20Sexual%20Violence%20EN.pdf
https://www.unicef.org/eca/media/10251/file/QA%20Sexual%20Violence%20EN.pdf
https://iris.who.int/bitstream/10665/70764/1/
https://iris.who.int/bitstream/10665/70764/1/

Tekeba et al.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

Abrahams N, Jewkes R, Laubscher R, et al. Intimate partner
violence: prevalence and risk factors for men in Cape Town,
South Africa. Violence Vict 2006; 21(2): 247-264.

Team RC. The R project for statistical computing. https://
www.R-projectorg/ (2019, accessed 8 April 2020).
Garcia-Moreno C and Amin A. The sustainable develop-
ment goals, violence and women’s and children’s health.
Bull World Health Organ 2016; 94(5): 396.

Beyene AS, Chojenta C, Roba HS, et al. Gender-based vio-
lence among female youths in educational institutions of
Sub-Saharan Africa: a systematic review and meta-analysis.
Syst Rev 2019; 8: 1-14.

Mattes R and Moreno A. Social and political trust in devel-
oping countries: Sub-Saharan Africa and Latin America.
2017. Oxford university press.

Alan Dikmen H and Cankaya S. The effect of exposure to
sexual violence on sexual dysfunction and sexual distress in
pregnant women. J Sex Med 2020; 17(12): 2394-2407.
Liyew AM, Alem AZ and Ayalew HG. Magnitude and
factors associated with intimate partner violence against
pregnant women in Ethiopia: a multilevel analysis of 2016
Ethiopian demographic and health survey. BMC Public
Health 2022; 22(1): 284.

Barker LC, Stewart DE and Vigod SN. Intimate partner
sexual violence: an often overlooked problem. J Womens
Health (Larchmt) 2019; 28(3): 363-374.

Cerveny L, Murthi P and Staud F. HIV in pregnancy:
mother-to-child transmission, pharmacotherapy, and toxic-
ity. Biochim Biophys Acta Mol Basis Dis 2021; 1867(10):
166206.

Lukasse M, Henriksen L, Vangen S, et al. Sexual violence
and pregnancy-related physical symptoms. BMC Pregnancy
Childbirth 2012; 12: 830.

Taillieu TL and Brownridge DA. Violence against preg-
nant women: prevalence, patterns, risk factors, theories, and
directions for future research. Aggress Violent Behav 2010;
15(1): 14-35.

Nasir K and Hyder AA. Violence against pregnant women
in developing countries: review of evidence. Eur J Public
Health 2003; 13(2): 105-107.

Ahinkorah BO, Dickson KS and Seidu A-A. Women deci-
sion-making capacity and intimate partner violence among
women in sub-Saharan Africa. Arch Public Health 2018;
76(1): 1-10.

Cools S and Kotsadam A. Resources and intimate partner vio-
lence in Sub-Saharan Africa. World Dev. 2017; 95: 211-230.
Hasheminasab L. Assessment of prevalence, outcome and
factors related to domestic physical violence in pregnant
women referring to delivery departments of Sanandaj hos-
pitals. Sci J Kurdistan Univ Med Sci 2007; 11(4): 32-41.
Sachs JD. From millennium development goals to sustainable
development goals. Lancet 2012; 379(9832): 2206-2211.
Berhanie E, Gebregziabher D, Berihu H, et al. Intimate part-
ner violence during pregnancy and adverse birth outcomes:
a case-control study. Reprod Health 2019; 16(1): 22.
Angela B. Gender-based violence: focus on Africa. 2012.
SAI-from vision to results.

Seidu A-A, Aboagye RG, Ahinkorah BO, et al. Intimate
partner violence as a predictor of marital disruption in sub-
Saharan Africa: A multilevel analysis of demographic and
health surveys. SSM Popul Health 2021; 15: 100877.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

S1.

52.

Lukasse M, Schroll AM, Ryding EL, et al. Prevalence of
emotional, physical and sexual abuse among pregnant
women in six European countries. Acta Obstet Gynecol
Scand 2014; 93(7): 669-677.

Bazyar J, Safarpour H, Daliri S, et al. The prevalence of
sexual violence during pregnancy in Iran and the world: a
systematic review and meta-analysis. J Inj Violence Res
2018; 10(2): 63.

Aquino NMRD, Sun SY, Oliveira EMd, et al. Sexual
violence and its association with health self-perception
among pregnant women. Rev Saude Publica 2009; 43:
954-960.

Shen X, Dong H, Jiang H, et al. The global prevalence
of sexual violence against pregnant women: a systematic
review and meta-analysis. Women Health 2022; 62(1):
37-45.

Stiller M, Bérnighausen T and Wilson ML. Intimate part-
ner violence among pregnant women in Kenya: forms,
perpetrators and associations. BMC Womens Health 2022;
22(1): 210.

Naved RT. Sexual violence towards married women in
Bangladesh. Arch Sex Behav 2013; 42: 595-602.

Jewkes R, Levin J and Penn-Kekana L. Risk factors for
domestic violence: findings from a South African cross-
sectional study. Soc Sci Med 2002; 55(9): 1603-1617.
Makayoto LA, Omolo J, Kamweya AM, et al. Prevalence
and associated factors of intimate partner violence among
pregnant women attending Kisumu District Hospital,
Kenya. Matern Child Health J2013; 17: 441-447.

Koenig MA, Stephenson R, Ahmed S, et al. Individual
and contextual determinants of domestic violence in North
India. Am J Public Health 2006; 96(1): 132—138.

Dunkle KL, Jewkes RK, Brown HC, et al. Gender-based
violence, relationship power, and risk of HIV infection in
women attending antenatal clinics in South Africa. Lancet
2004; 363(9419): 1415-1421.

Wandera SO, Ntozi JP and Kwagala B. Spousal sexual vio-
lence, sexual behavior and sexually transmitted infections
among ever-married women in Uganda. Afrr Popul Stud
2010; 24(1-2): 1-18.

Nig M, Irynazablotska T, Alo L, et al. Coerced first inter-
course and reproductive health among adolescent women
in Rakai, Uganda. Sex without consent: young people in
developing countries. Int Perspect Sex Reprod Health 2013;
109: 156.

Waszak Geary C, Wedderburn M, McCarraher D, et al.
Sexual violence and reproductive health among young peo-
ple in three communities in Jamaica. J Interpers Violence
2006; 21(11): 1512—-1533.

Brookmeyer KA, Beltran O and Abad N. Understanding
the effects of forced sex on sexually transmitted disease
acquisition and sexually transmitted disease care: Findings
from the national survey of family growth (2011-2013). Sex
Transm Dis 2017; 44(10): 613—-618.

Hellmuth JC, Gordon KC, Stuart GL, et al. Risk factors for
intimate partner violence during pregnancy and postpartum.
Arch Womens Ment Health 2013; 16: 19-27.

Shamu S, Abrahams N, Temmerman M, et al. A system-
atic review of African studies on intimate partner violence
against pregnant women: prevalence and risk factors. PLoS
One 2011; 6(3): e17591.


https://www.R-projectorg/
https://www.R-projectorg/

Women’s Health

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

Wang T, Liu Y, Li Z, et al. Prevalence of intimate part-
ner violence (IPV) during pregnancy in China: a system-
atic review and meta-analysis. PLoS One 2017; 12(10):
¢0175108.

Gustafson R. Alcohol and agression. J Offend Rehabil 1994;
21(3-4): 41-80.

Bushman BJ. Effects of alcohol on human aggression: valid-
ity of proposed explanations. Recent Dev Alcohol 2002; 13:
227-243.

Sontate KV, Rahim Kamaluddin M, Naina Mohamed I,
et al. Alcohol, aggression, and violence: from public health
to neuroscience. Front Psychol 2021; 12: 699726.

Amodoi GP, Taremwa IM, Nakakande J, et al. Prevalence
and correlates of intimate partner sexual violence among
pregnant women in Napak district, Northeastern Uganda.
PLoS Glob Public Health 2024; 4(2): ¢0002286.

Mehari M-A, Maeruf H, Robles CC, et al. Advanced mater-
nal age pregnancy and its adverse obstetrical and perina-
tal outcomes in Ayder comprehensive specialized hospital,
Northern Ethiopia, 2017: a comparative cross-sectional
study. BMC Pregnancy Childbirth 2020; 20(1): 60.

Bessa MMM, Drezett J, Adami F, et al. Physical and sexual
violence during pregnancy in the northeastern backlands of
Brazil: a cross-sectional study. Hum Reprod Arch 2022; 37:
e000321.

Kebede S, Van Harmelen A-L and Roman-Urrestarazu
A. Wealth inequality and intimate partner violence: an
individual and ecological level analysis across 20 coun-
tries. J Interpers Violence 2022; 37(17-18): NP15568—
NP15593.

Abramsky T, Watts CH, Garcia-Moreno C, et al. What fac-
tors are associated with recent intimate partner violence?
Findings from the WHO multi-country study on women’s
health and domestic violence. BMC Public Health 2011;
11(1): 109.

Garcia-Moreno C, Jansen HA, Ellsberg M, et al. Prevalence
of intimate partner violence: findings from the WHO multi-
country study on women’s health and domestic violence.
Lancet 2006; 368(9543): 1260—-1269.

Bamiwuye SO and Odimegwu C. Spousal violence in sub-
Saharan Africa: does houschold poverty-wealth matter?
Reprod Health 2014; 11(1): 45.

Hatcher AM, Romito P, Odero M, et al. Social context and
drivers of intimate partner violence in rural Kenya: impli-
cations for the health of pregnant women. Cult Health Sex
2013; 15(4): 404-419.

Nuwabaine L, Kawuki J, Amwiine E, et al. Sexual violence
and associated factors among women of reproductive age
in Rwanda: a 2020 nationwide cross-sectional survey. Arch
Public Health 2023; 81(1): 112.

Apatinga GA and Tenkorang EY. Determinants of sexual
violence against married women: qualitative evidence from
Ghana. Sex Abuse 2021; 33(4): 434-454.

Kawuki J, Sserwanja Q, Mukunya D, et al. Prevalence and
factors associated with sexual violence among women aged
1549 years in rural Uganda: evidence from the Uganda
Demographic and Health Survey 2016. Public Health 2021;
196: 35-42.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

Perrin N, Marsh M, Clough A, et al. Social norms and
beliefs about gender based violence scale: a measure for
use with gender based violence prevention programs in
low-resource and humanitarian settings. Confl Health
2019; 13: 1-12.

Larsen LW, Aye WT and Bjertness E. Prevalence of intimate
partner violence and association with wealth in Myanmar. J
Fam Violence 2021; 36: 417-428.

Acharya DR, Bell JS, Simkhada P, et al. Women’s auton-
omy in household decision-making: a demographic study in
Nepal. Reprod Health 2010; 7: 15.

Rickert VI, Wiemann CM, Harrykissoon SD, et al. The rela-
tionship among demographics, reproductive characteristics,
and intimate partner violence. Am J Obstet Gynecol 2002;
187(4): 1002-1007.

Finnoff K. Intimate partner violence, female employment,
and male backlash in Rwanda. Econ Peace Secur J 2012;
7(2): 14.

Canedo AP and Morse SM. An estimation of the effect of
women’s employment on the prevalence of intimate partner
violence in Mexico. J Interpers Violence 2021; 36(19-20):
NP10594-NP10618.

Garcia-Moreno C, Jansen HA, Ellsberg M, et al. WHO
multi-country study on women’s health and domestic vio-
lence against women. Geneva: World Health Organization,
2005.

Vyas S and Watts C. How does economic empowerment
affect women’s risk of intimate partner violence in low and
middle income countries? A systematic review of published
evidence. J Int Dev 2009; 21(5): 577-602.

Hindin MJ and Adair LS. Who’s at risk? Factors associated
with intimate partner violence in the Philippines. Soc Sci
Med 2002; 55(8): 1385-1399.

Dadi D, Bogale D, Minda Z, et al. Decision-making power
of married women on family planning use and associated
factors in Dinsho Woreda, South East Ethiopia. Open
Access J Contracept 2020; 11: 15-23.

Deschénes S, Dumas C and Lambert SJWD. Household
resources and individual strategies. World Dev 2020; 135:
105075.

Asmamaw DB, Negash WD, Bitew DA, et al. Multilevel
analysis of intimate partner violence and associated fac-
tors among pregnant women in East Africa: evidence from
recent (2012-2018) demographic and health surveys. Arch
Public Health 2023; 81(1): 67.

Memiah P, Bond T, Opanga Y, et al. Neonatal, infant, and
child mortality among women exposed to intimate partner
violence in East Africa: a multi-country analysis. BMC
Women'’s Health 2020; 20: 10.

Muluneh MD, Stulz V, Francis L, et al. Gender based vio-
lence against women in sub-Saharan Africa: a systematic
review and meta-analysis of cross-sectional studies. /nt J
Environ Res Public Health 2020; 17(3): 903.

Abebe MA. Climate change, gender inequality and migra-
tion in East Africa. Wash J Environ Law Policy 2014; 4:
104.

Bhowmik J and Biswas RK. Married women’s attitude
toward intimate partner violence is influenced by exposure



Tekeba et al.

13

84.

85.

to media: a population-based spatial study in Bangladesh.
Int J Environ Res Public Health 2022; 19(6): 3447.

Mulatu T, Dessie Y and Abera M. Multi-level analysis
of intimate partner violence and its determinants among
reproductive age group women in Ethiopia: evidence from
Ethiopian Demographic Health Survey, 2016. BMC Public
Health 2024; 24(1): 1391.

Kumar S and Preetha G. Health promotion: an effective tool
for global health. Indian J Community Med 2012; 37(1): 5.

86.

87.

88.

Wakefield MA, Loken B and Hornik RC. Use of mass
media campaigns to change health behaviour. Lancer 2010;
376(9748): 1261-1271.

Kohlman S, Baig A, Balice G, et al. Contribution of media
to the normalization and perpetuation of domestic violence.
Austin J Psychiatry Behav Sci 2014; 1(4): ¢6.

Kelly J and Payton E. A content analysis of local media
framing of intimate partner violence. Violence Gend 2019;
6(1): 47-52.



