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Abstract

Objective: Evidence from developing countries on the association
between women’s endorsement of attitudes justifying partner abuse
and their use of reproductive health services is suggestive but in-
conclusive. This study uses a nationally representative dataset from
Lao PDR to provide strong evidence for the relationship between
women’s endorsement of attitudes justifying partner abuse and use
of reproductive health services.

Methods: This study used data from the 2011-2012 Lao Social
Indicator survey (LSIS). The analyses were performed on the re-
sponses of 4227 women. The exposure of interest in this study was
endorsement of attitudes justifying partner abuse. Antenatal care
(ANC) visits divided according to amount and quality, delivery
care by type and place, and utilization of postnatal care (PNC) for
mothers and newborn infants were used as representative outcome
variables of reproductive health service utilization.

Results: Approximately seven out of ten respondents (67.9%) be-
lieved that partner abuse was justified. Women who endorsed these
attitudes were significantly less likely to receive any ANC, to seek
institutional delivery, and to use trained medical personnel for de-
livery assistance. Endorsing attitudes were associated with reduced
probability of receiving PNC services for mothers and newborn in-
fants, reduced frequency of ANC visits, and receiving a fewer num-
ber of ANC components. Other sociodemographic factors likely to
affect the increased utilization of several of the indicators of repro-
ductive health care were living in the central region, belonging to
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the high bands of wealth, having higher level of education, being a
young adult (20-34 years) or older (35-49 years), residing in urban
areas, and being sexually empowered.

Conclusions: In addition to a broad range of sociodemographic
factors, our findings suggested that women’s endorsement of at-
titudes justifying partner abuse should be treated as an important
psychosocial determinant of reproductive health care service utili-
zation in Lao PDR.

Key words: antenatal care, delivery care, postnatal care, women’s
attitudes towards partner abuse, Lao PDR
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Introduction

Although Lao PDR has achieved the first target of Mil-
lennium Development Goal 5 (MDG 5) by reducing its ma-
ternal mortality ratio (MMR) by 75%, the MMR is still high
at 220 per 100000 live births according to 2013 data?, espe-
cially as compared to the global value as well as that in the
East Asia and Pacific region. Moreover, the second target of
MDG 5, regarding universal access to reproductive health
care, has not been reached”. A number of interventions, in-
cluding use of antenatal care (ANC), institutional delivery,
delivery by trained medical personnel, and use of postnatal
care (PNC) for mothers and their newborn infants have been
shown to reduce the MMR?. However, the usage rates of all
of these primary reproductive health services are low in Lao
PDR, with only an estimated 40% of pregnant women hav-
ing at least one ANC visit, only 14% births happening at a
health care facility, and rare PNC visits (2%)”.

The major determinants of the low rates of reproduc-
tive health service utilization among women in Lao PDR
as well as that in other low socioeconomic settings were
assumed to be related to lower level of education®®, lack
of knowledge”, being of young age®, high birth order®, un-
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employment”, low service accessibility'?, hidden costs of
treatment'?, remoteness!?, and poor socioeconomic status'?.
However, studies performed to date have typically not taken
into consideration the roles of psychosocial factors in wom-
en’s utilization of reproductive health services. Attitudes
justifying partner abuse are considered as a psychosocial
risk factor that may affect the use of reproductive health ser-
vices. There have been no studies regarding psychosocial
risk factors and their associations with reproductive health
care utilization in Southeast Asia. As an indication of the
patriarchal culture of Lao PDR, 58% of women endorse at-
titudes justifying partner abuse, and nearly one third of the
women are victims of some type of physical, emotional, or
sexual intimate partner violence (IPV)". A limited number
of studies ™ from diverse international settings outside
Southeast Asia have examined the link between women’s
endorsement of attitudes justifying partner abuse and their
use of reproductive health services. However, the findings
of these studies remain inconclusive. For example, a study
conducted in India'® indicated that women’s acceptance of
partner abuse was associated with a lower risk of utiliza-
tion of any form of ANC. However, there was no significant
association between women’s attitudes and the incidence
of institutional delivery. A study conducted in Ethiopia!®
indicated an association between women’s endorsement of
attitudes justifying partner abuse and lower likelihoods of
utilizing any form of ANC and having an institutional de-
livery, but there was no significant association with PNC.

A population-based study conducted in Nigeria'®
showed that women’s endorsement of attitudes justifying
partner abuse was associated with receiving delivery care
from skilled health personnel, but there was no significant
association between such attitudes and ANC. Another study
conducted in Tanzania!” concluded that attitudes toward
wife beating were not associated with any of the health
services utilization outcomes. In addition, a multi-country
study’® showed that women’s agreement toward partner
beating was associated with the utilization of delivery care
from skilled health personnel and ANC visits in Ghana,
and with number of ANC visits in Tanzania. However, no
significant association was observed in Kenya and Uganda.
The present study was performed to examine this important
topic by analyzing the associations between women’s en-
dorsement of attitudes justifying partner abuse and the use
of reproductive health services in a nationally representative
sample of Lao PDR.

Materials and Methods

Data sources
The present study used data from the 2011-2012 Lao So-
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cial Indicator Survey (LSIS), a countrywide representative
household-based survey covering both rural and urban ar-
eas'?, conducted between October 2011 and March 2012. A
two stage, stratified cluster sampling approach was applied
to select the survey sample. In the first stage, the required
number of primary sampling units (PSUs) was selected sys-
tematically using a square root allocation method. The PSUs
were ratified from the 2005 Lao census frame and were des-
ignated as enumeration areas (EAs)". In the second stage,
a fixed sample size of 20 households was tabbed from each
PSU using systematic, equal-probability sampling. There-
fore, a total of 19960 households were selected. Of these,
18843 were successfully interviewed, providing a household
response rate of 94.4%.

The 2011-2012 LSIS used the following four sets of ques-
tionnaires: 1) household questionnaire; 2) women’s question-
naire; 3) men’s questionnaire; and 4) under-5 questionnaire.
A total of 22476 of the 23937 women aged 15—49 years who
were assumed to be eligible for the women’s questionnaire
on maternal and child health outcomes participated in the
study (93.9% response rate). Only those women who had giv-
en birth (live or still birth) in the 2 years preceding the sur-
vey (n = 4444, 19.8% of all women interviewed) were asked
ANC-related questions; this was the base sample for the
present analysis. However, the analytical sample comprised
4227 women (95.1% of the base sample) because of missing
observations on key study variables or because the women
were not in a domestic union (for details see Figure 1).

Measures

Outcomes: We used the following seven outcome vari-
ables as indicators of reproductive health care utilization
in the present analysis: 1) any ANC visits; 2) frequency of
ANC received; 3) quality of ANC; 4) place of delivery; 5)
delivery assistance according to provider type; 6) utiliza-
tion of PNC among mothers at any time after birth; and 7)
utilization of PNC among newborn infants at any time after
birth. To gauge the use of ANC services, a binary variable
was generated to represent whether the women did or did not
obtain ANC. We also measured the number of ANC visits.

In this analysis, quality of ANC was defined as receipt
of the relevant ANC components during pregnancy, as used
in previous studies®®?). We constructed an additive index
of responses to the following five questions on ANC com-
ponents: blood pressure checked, urine sample taken, blood
sample taken, received iron supplements, and received
tetanus vaccination. Each question had a binary response
(1 =Yes; 2 = No). Tertiles were used to label the sum of the
five binary variables as the low, medium or high ANC qual-
ity score.

To judge delivery support by type of provider, a binary
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Assessed for Eligibility
(23937 women aged 15—49 years)

\4

( Refused to Participate
L (n=1461)

Successfully Interviewed
(n=22476)

\4

Complete Information

Excluded (n=18249)
Women with no child or child aged > 2 yrs
(n=18032)
Missing information for antenatal and
postnatal care (n=84)
Women not in a union (n=117)
Missing information for covariates (n=16)

(n=4227)
(Final Sample)

Figure 1 Flow chart on the process of selecting the study sample. From the total 23937 women aged
15-49 years, 4227 women with children aged below two years were selected, 2011-2012

Lao PDR.

variable was generated from responses to a question regard-
ing whether the respondent had accessed any “advice or
treatment” from a health professional (e.g., doctor, nurse,
midwife, or auxiliary midwife) or from a non-medical
health provider (e.g., traditional birth attendant, community
health worker, relative, other). A binary variable was also
constructed to gauge respondents’ place of delivery as in-
stitutional (government/ private health center) versus non-
institutional (respondent’s or other’s home).

Exposure: The exposure of interest in this study was en-
dorsement of attitudes justifying partner abuse. Women’s
attitudes toward justifying partner beating were computed
based on their answers to five questions regarding the con-
ditions under which it was acceptable for a man to beat or
rape his partner: 1) if she goes out without notifying her
husband; 2) if she argues with her husband; 3) if she neglects
the children; 4) if she refuses to have sex with her husband;
and 5) if she burns food. For each of these questions, re-
sponse options were yes (1) or no (2). We created a binary
measure that dichotomized those who did not feel that a man
would be justified in beating or raping his partner under any
circumstances (2) from those who endorsed the beating or
raping of his partner under one or more of the listed condi-
tions (1).

Control variables: We incorporated sociodemographic
variables theoretically and analytically related to the utili-
zation of reproductive health services*!? and acceptance
of partner abuse???Y. We codified the participants based
on their current age, into the following three broad groups
according to their fertility and reproductive behavior: ado-

lescence (1 = 15-19 years), young adult (2 =20-34 years),
and older (3 = 35—49 years). Husband’s age was categorized
as young adult (1 = 15-24 years), adult (2 = 25-39 years),
middle-aged (3 = 40-59 years), and older (4 = 60—79 years).
Women’s educational level was designated as follows, ac-
cording to the formal education system of Lao PDR: no
education (1 =0 year), primary (2 = 1-5 years), lower sec-
ondary (3 =6-9 years), upper secondary (4= 10 years),
postsecondary (5 = 11-12 years), or higher (6 = 13 years or
more). Place of residence was labeled as urban (1) versus
rural (2). Intention regarding pregnancy for the last birth
was categorized as intended (live birth wanted at the time
of conception) versus unintended (live birth wanted after
conception or not wanted at all). Region was categorized as
central (1), north (2), or south (3).

A household wealth index was constructed based on
interviewer-observed assets. Household wealth scores were
allocated using principal components analyses and they
were divided into quintiles from 1 (poorest) to 5 (wealthi-
est). A sexual empowerment variable was also created based
on the women'’s answers to the following four questions with
“yes” or “no” response options: 1) are you justified in asking
to use a condom if your husband has a disease?; 2) are you
justified in refusing sex if your husband has other partners?;
3) can you say “no” if you do not want to have sexual inter-
course?; and 4) can you ask your husband to use a condom?
Women were considered to be sexually empowered if they
answered “yes” to each of the questions. We created a bi-
variate measure to separate those who were sexually em-
powered (1) from those who were not sexually empowered
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[ Total Respondent (n=4227) ]

l

[ Having antenatal care consultation? ]

Binary Response ——»[ Binary Logistic Regression ]

| Yes (56.9%) |

No (43.1%)

[ How many number of antenatal care visit? ]

Count Response [ Negative Binomial Regression ]
1 2 3 4 5 6 7 8 9 >10
83% 94% 16.0% 151% 15.6% 14.6% 83% 4.6% 3.0% 5.0%

Figure 2 Two-stage model of decision making regarding antenatal care utilization, 2011-2012 Lao PDR.

under any conditions (2).

Statistical analysis

We used design-based descriptive and bivariate analyses
(unweighted frequencies, and weighted estimation of means
and proportions) to describe sociodemographic characteris-
tics, endorsement of attitudes justifying partner abuse, and
characteristics of health service utilization among individu-
als in the study sample. Survey commands (SVY) in STA-
TA Version 14 (Stata Corp, College Station, TX) were used
considering that the LSIS 2011-12 prescribed women’s indi-
vidual sampling weights. These commands used the Taylor
series linearization method to estimate confidence intervals
around prevalence estimates. The women’s individual sam-
pling weight in this survey was the inverse of their indi-
vidual response rate multiplied by the household sampling
weight. After adjusting for nonresponse, sampling weights
were normalized to obtain the total number of unweighted
cases, equal to the total number of weighted cases at the na-
tional level for the total number of women. Detailed descrip-
tions of the methods for sampling weight calculation can be
accessed online in the LSIS 2011-12 survey report'®. The
chi-square test was used to examine sociodemographic dif-
ferences in the endorsement of attitudes justifying partner
abuse. In all analyses, P < 0.05 (2-tailed) was considered to
indicate statistical significance. Pearson’s point bi-serial cor-
relation coefficients among the independent variables were
examined to determine possible collinearity. Husband’s age
was not included in any adjusted analyses due to the strong
correlation with the age of the respondent (r = 0.74).

We adopted a two-stage model to examine the determi-

nants of ANC service utilization. In the first stage, we esti-
mated the probability of women having any ANC visit, while
the second stage predicted the frequency of ANC visits. As
the dependent variable in the first stage was binary, we fitted
a binary logistic regression model. In the second stage, we
used a negative binomial regression because our dependent
variable was a count variable indicating the number of times
a woman received ANC (Figure 2). We estimated adjusted
odds ratios (AORs) in the binary logistic regression model
and incidence rate ratio (IRRs) in the negative binomial re-
gression model. The interpretation of IRRs and AORs are
different because IRR is the ratio between two incidence
rates (the number of times a woman received ANC, which,
by definition is a rate and a count variable), whereas AOR 1is
the ratio between two odds (where the response is binary).

We used four logistic regression adjusted models to ana-
lyze our binary outcome variables (institutional delivery,
delivery care by provider type, and PNC for mothers and
their newborn infants) with each model including our expo-
sure variable of endorsement of attitudes justifying partner
abuse. Because the outcome measure ANC quality score
was ordinal (low, medium, or high ANC quality score), we
used adjusted the ordered logistic regression to analyze the
association between endorsement of attitudes justifying
partner abuse and quality of ANC score. The Brant’s test
confirmed that the proportional odds assumption was not
violated. All covariates were entered simultaneously into
the multiple regression models.

Ethical considerations

The survey was approved by the Ethics Committee of
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At least one of the
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Figure 3 Percentage of women who believed that wife beating is justified if the husband is angered by
“the things the wife does,” 2011-12 Lao PDR.

Office of Research Compliance (ORC) Macro at Calverton
in the USA and by the National Ethics Committee of Lao
PDR. All study participants provided verbal informed con-
sent before taking part in the survey, and all information
was collected confidentially. Survey participants and inter-
viewers were gender-matched to increase disclosure. All
data used in this study have been completely de-identified
and are available for public use (download at http:/mics.uni-
cef.org/surveys).

Results

A substantial percentage of women (67.9%) believed that
it was justified for partners to beat their wives (Figure 3),
with the highest proportion agreeing that it was justifiable
for neglecting children (54.7%).

Table 1 shows the weighted and unweighted distribu-
tions of the key variables. The present sample included 4227
mothers, more than one third of whom did not receive any
ANC (43.1%). The average number of ANC visits of the
women included in the study was 4.80, with only 39.3%
receiving high quality ANC. The proportions of utilization
of institutional delivery and assisted delivery from trained
medical personnel were 40.5% and 40.5%, respectively. The
majority of mothers (92.3%) and newborn infants (86.5%)
did not have a PNC visit at any time after delivery.

Table 1 also shows the bivariate statistics for the key
study variables. Approximately 70% of the women living in
rural areas believed that wife beating is justifiable as com-
pared with 61% of those living in urban areas. Women from

wealthier households, those with postsecondary education
or higher, and those living in the northern region were less
likely to exhibit an accepting attitude toward wife beating.
Significantly, women with one child and those who were
sexually empowered were less likely to exhibit an accepting
attitude toward wife beating.

Consistent with our expectations, the prevalence of at-
titudes justifying partner abuse was lower among women
who had received ANC, those who had received a higher
number of ANC components, those who had undergone in-
stitutional delivery, and those who had delivery assisted by
trained medical personnel. Similarly, the prevalence of at-
titudes justifying spousal abuse was lower among women
who had received PNC themselves and for their newborn
infants as compared to their counterparts.

Association between endorsing attitudes justifying partner
abuse and utilization of reproductive health services

Table 2 shows the AORs and IRRs for various proxy mea-
sures of reproductive health service utilization according to
the endorsement of attitudes justifying partner abuse. Wom-
en who endorsed attitudes justifying partner abuse were
significantly less likely to receive any ANC (AOR = 0.65,
95% CI=0.55-0.76), institutional delivery (AOR = 0.80,
95% CI=0.68-0.94), and delivery assistance by trained
medical personnel (AOR = 0.84, 95% CI=0.70-0.99). In
the adjusted models, endorsement of attitudes justifying
partner abuse was associated with 32% and 30% reduction
in the probabilities of receiving PNC services for mothers
(AOR = 0.68, 95% CI=0.53-0.87) and their newborn in-



Table 1 Overall distribution and percentage of women who believed that partner abuse is justified: 2011-2012 Lao PDR (N=4227)

Endorsement of attitudes justifying partner violence

) 1
Characteristics n (%) % (95% CI)
Age, years 15-19 550 (12.2) 67.9 (63.5-72.0)
20-34 3099 (73.8) 67.8 (65.9-69.7)
35-49 578 (14.0) 68.2 (63.6-72.5)
P-value 0.988
Husband’s age, years 1524 972 (22.0) 67.9 (64.5-71.1)
25-39 2773 (66.1) 67.6(65.6-69.6)
40-59 467 (11.6) 69.9 (64.7-74.6)
60-79 15(0.3) 55.9(29.0-79.8)
P-value 0.693
Education No education 1298 (29.0) 74.9 (72.1-77.6)
Primary 1760 (40.8) 66.3 (63.7-68.7)
Lower secondary 657 (16.2) 70.1 (66.1-73.8)
Upper secondary 268 (7.7) 63.1 (56.6-69.2)
Postsecondary 136 (3.4) 45.1 (35.9-54.8)
Higher 108 (2.8) 47.8 (37.5-58.2)
P-value <0.001
Marital status Married 4136 (97.3) 68.0 (66.4—69.6)
Cohabiting 91 (2.7) 64.2 (51.9-74.9)
P-value 0.516
Area of residence Rural 3386 (78.0) 69.9 (68.1-71.6)
Urban 841 (22.0) 61.0 (57.1-64.7)
P-value <0.001
Region of residence Central 1460 (46.5) 70.5 (67.87-2.9)
North 1649 (32.2) 62.3 (59.8-64.7)
South 1118 (21.3) 70.9 (67.3-74.2)
P-value <0.001
Wealth Index Poorest 1300 (27.3) 73.0 (70.0-75.7)
Second 970 (21.8) 68.1 (64.6-71.4)
Third 801 (18.7) 66.0 (62.3-69.5)
Fourth 633 (16.4) 66.5 (62.4-70.4)
Richest 523 (15.8) 62.7 (58.0-67.1)
P-value 0.001
Parity 1 1208 (29.7) 65.5 (62.5-68.5)
2-3 1753 (41.4) 66.6 (64.0-69.0)
4+ 1266 (28.9) 72.3 (69.3-75.1)
P-value 0.003
Pregnancy intended No 442 (10.8) 65.9 (60.8-70.7)
Yes 3785 (89.2) 68.2 (66.4-69.8)
P-value 0.400
Sexually empowered No 1083 (23.3) 72.1 (68.7-73.2)
Yes 3144 (76.7) 67.7 (65.3-70.2)
P-value 0.006
ANC received No 1946 (43.1) 74.2 (71.7-76.4)
Yes 2281 (56.9) 63.2 (60.9-65.4)
P-value <0.001
Frequency of ANC visits® (Mean, 95% CI) 4.80 (4.68-4.92)* 4.69 (4.54-4.84)°
ANC quality score’ Low 751 (31.7) 68.4 (64.6-71.9)
Medium 739 (29.0) 65.3 (61.5-69.0)
High 791 (39.3) 57.4 (53.5-61.2)
P-value <0.001
Institutional delivery No 2651 (59.5) 70.9 (68.8-72.8)
Yes 1576 (40.5) 63.6 (60.9-66.2)
P-value <0.001
Assistance delivery by skilled personnel No 2667 (59.5) 70.8 (68.8-72.8)
Yes 1560 (40.5) 63.6 (60.9-66.2)
P-value <0.001
Postnatal care for newborn No 3734 (86.5) 69.4 (67.7-71.1)
Yes 493 (13.5) 58.4 (53.7-63.0)
P-value <0.001
Postnatal care for mothers No 3955 (92.3) 68.8 (67.2-70.4)
Yes 272 (1.7) 57.0 (50.5-63.3)
P-value <0.001

ANC=antenatal care; Cl=confidence interval. ' Numbers are unweighted and percentages are weighted. * Based on a sample size of 2281. ** Mean number of
ANC visits; the values in the parenthesis indicate the 95% CI of the mean.
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Table 2 Multivariate analysis of women’s utilization of reproductive health care services with their endorsement of attitudes that justify partner
abuse: 2011-2012 Lao PDR

Measure

Utilization of ANC

Delivery care

Post-natal care

. Frequency of X ) Institutional Assistance delivery
ANC received o ANC quality score . . Newborn Mother
ANC visits delivery by skilled personnel
(n=4227) (n=2281) (n=2281) (n=4227) (n=4227) (n=4227) (n=4227)
AOR (95% CI) IRR (95% CI) AOR (95% CI) AOR (95% CI) AOR (95% CI) AOR (95% CI) AOR (95% CI)
Endorsing attitudes justifying partner abuse
No 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Yes 0.65(0.55-0.76)*  0.88(0.84-0.93)*  0.71 (0.59-0.86)*  0.80 (0.68-0.94)"  0.84 (0.70-0.99)¢  0.70 (0.58-0.86)*  0.68 (0.53-0.87) "
Age, years
15-19 1.00 1.00 1.00 1.00 1.00 1.00 1.00
20-34 1.84 (1.44-235)*  1.18(1.09-1.27)*  1.48(1.10-2.00)" 1.09 (0.85-1.39) 1.17 (0.91-1.50) 1.15 (0.94-1.87) 1.28 (0.82-2.02)
35-49 1.50 (1.07-2.12) ¢ 1.20(1.05-1.37)° 1.32 (0.86-2.03) 1.21 (0.85-1.71) 1.61 (1.12-2.33)° 1.25(0.79-1.98) 2.07(1.14-3.73)°
Education

No education

1.00

1.00

1.00

Primary 224 (1.85-2.70)"  1.14(1.03-1.25)°  1.62(1.19-2.21)"

Lower secondary ~ 2.46 (1.89-3.21)° 1.25(1.12-1.38) ° 1.70 (1.21-2.41)°

Upper secondary ~ 4.63 (2.89-7.43)* 1.35(1.20-1.51)"  2.49(1.64-3.78) "

Postsecondary 7.51(2.75-20.5) ° 1.38 (1.19-1.58) * 1.75 (1.05-2.91) °

Higher 11.4 (2.91-44.7)° 1.45(1.28-1.64)"  2.33(1.32-4.12)°
Marital status

Married 1.00 1.00 1.00

Cohabiting 1.07 (0.66-1.73) 1.08 (0.90-1.28) 1.47 (0.69-3.14)
Residence

Rural 1.00 1.00 1.00

Urban 1.98 (1.54-2.54) 1.10 (1.04-1.16) ° 1.75(1.38-2.22) °
Region

Central 1.00 1.00 1.00

North 0.91 (0.76-1.09) 0.98 (0.92-1.03) 1.21 (0.98-1.50)

South 0.86 (0.71-1.05) 0.80 (0.75-0.86) * 0.98 (0.77-1.25)
Wealth index

Poorest 1.00 1.00 1.00

Second 1.70 (1.39-2.09) * 1.02 (0.92-1.03) 1.51(1.11-2.07) °

Middle 2.81(225-3.53)*  1.19(1.08-1.32)"  1.42(1.03-1.95)°¢

Fourth 3.99 (3.05-5.22) * 1.21 (1.09-1.33)* 177 (1.28-2.45)°

Richest 8.91(5.80-13.7)* 1.37 (1.22-1.53)*  3.91 (2.59-5.90) *
Parity

1 1.00 1.00 1.00

2-3 0.71 (0.58-0.87) " 1.02 (0.96-1.08) 0.75 (0.61-0.93) °

4+ 0.53 (0.42-0.68) * 0.94 (0.85-1.03) 0.88 (0.64-1.20)

Pregnancy intended
No

1.00

1.00

1.00

Yes 1.05 (0.82-1.35) 1.07 (0.97-1.18) 0.91 (0.66-1.26)
Sexually empowered

No 1.00 1.00 1.00

Yes 2.11 (1.74-2.55) ° 1.12 (1.01-1.24) 1.07 (0.80-1.42)

1.00
0.87 (0.71-1.08)
1.35(1.03-1.76)
2.34(1.59-3.45)°
3.60 (1.99-6.51)°
2.74 (1.31-5.76)

1.00
1.50 (0.95-2.38)

1.00
2.37(1.92-2.93)"

1.00
0.64 (0.54-0.77) *
0.70 (0.57-0.86) °

1.00
135 (1.07-1.71) ¢
2.24(1.76-2.87) °
325 (2.48-4.26)
9.79 (6.80-14.1) *

1.00
0.45 (0.37-0.55) *
0.38 (0.29-0.49) *

1.00
1.07 (0.83-1.39)

1.00
1.25 (1.01-1.54) ¢

1.00
1.19 (0.95-1.49)
1.85 (1.40-2.44) "
3.35(2.22-5.06) *
4.86 (2.57-9.16) *
421 (1.83-9.64)"

1.00
1.65 (1.01-2.72) ¢

1.00
2.65(2.12-3.31)"

1.00
0.76 (0.62-0.92) °
0.74 (0.60-0.91) ®

1.00
1.90 (1.46-2.46) *
3.53 (2.71-4.60) *
4.90 (3.67-6.54) *
13.92 (9.41-20.6) *

1.00
0.50 (0.41-0.61) *
0.31 (0.23-0.40) *

1.00
1.04 (0.79-1.37)

1.00
1.63 (1.29-2.05) *

1.00
1.17 (0.86-1.60)
1.06 (0.73-1.55)
1.28 (0.83-1.98)

2.14 (1.30-3.55)"

2.92 (1.70-5.01) *

1.00
1.22 (0.68-2.19)

1.00
1.43 (1.13-1.81)°

1.00
0.73 (0.58-0.93) ©
0.74 (0.57-0.96) ©

1.00
1.35 (0.94-1.94)
1.64 (1.14-2.37)"
2.58 (1.77-3.76) *
2.04 (1.32-3.15)"

1.00
0.97 (0.70-1.12)
0.72 (0.51-0.83) °

1.00
0.94 (0.69-1.29)

1.00
2.04 (1.45-2.89) "

1.00
1.25(0.81-1.92)
1.4 (0.88-2.38)
1.60 (0.90-2.83)

2.17(1.14-4.14) ¢

3.99 (2.06-7.72) *

1.00
2.08 (1.07-4.03) ¢

1.00
1.18 (0.87-1.59)

1.00
0.73 (0.54-0.99) ©
1.04 (0.76-1.43)

1.00

1.43 (0.86-2.39)
2.25(1.37-3.70)°
2.59 (1.54-4.34) "
2.53(1.41-4.53)"

1.00
1.35 (1.00-1.80)
0.69 (0.43-1.11)

1.00
1.26 (0.82-1.94)

1.00
1.97 (1.24-3.16)°

ANC= antenatal care; AOR= Adjusted odds ratio, IRR= Incidence rates ratio, CI= Confidence interval. "2 based on those who only received ANC. *: p<0.001, b, p<0.01, and °: p<0.05.

fants (AOR = 0.70, 95% CI = 0.58-0.86), respectively.

The negative binomial model for frequency of ANC uti-
lization indicated an association between women’s endorse-
ment of attitudes justifying partner abuse with reduced fre-
quency of ANC utilization (IRR = 0.88; 95% = 0.84—0.93).
In the ordinal logistic regression model, endorsement of
attitudes justifying partner abuse was a significant predic-
tor of receiving a lower quality of ANC (AOR = 0.71, 95%
CI=0.59-0.86).

Association between utilization of reproductive health ser-
vices with other covariates

Table 2 also shows the AORs and IRRs for utilization of
reproductive health services according to other sociodemo-
graphic covariates. Having postsecondary or higher educa-
tion and belonging to the middle to richest bands of wealth
were associated with greater use of all seven indicators of
reproductive health service utilization. Compared to women
aged 15-19, those aged 20-34 years or 35—49 years were



more likely to receive ANC and to have a higher frequency
of ANC visits. Regarding parity, compared to women with
one child, those with 2-3 or 4 or more children were less
likely to use ANC, to use ANC of lower quality, and to have
lower rates of institutional delivery, and they had a lower
likelihood of utilizing assisted delivery by skilled health
personnel. Women residing in urban areas were 1.98, 1.10,
1.75, 2.37, 2.65, and 1.43 times more likely to receive any
ANC, to have a higher frequency of ANC visits, to utilize
higher quality of ANC, to have institutional delivery, to
have delivery assisted by a medical professional, and to have
PNC for their newborn infants, respectively.

Compared to women residing in the central region, those
residing in the southern region of Lao PDR were 0.80, 0.70,
0.74, and 0.74 times less likely to have a higher frequency of
ANC visits, to have institutional delivery, to have delivery
assisted by a medical professional, and to have PNC for their
newborn infants, respectively. Compared to women residing
in the central region, those residing in the northern region
of Lao PDR were 0.64, 0.76, 0.73, and 0.73 times less likely
to have institutional delivery, to have delivery assisted by a
medical professional, and to have PNC for mothers and their
newborn infants, respectively. Sexually empowered mothers
were 2.11, 1.12, 1.25, 1.63, 2.04, and 1.97 times more likely
to receive any ANC, to have a greater number of ANC visits,
to have institutional delivery, to have delivery assisted by
a medical professional, and to receive PNC for themselves
and their newborn infants, respectively, as compared to non-
empowered mothers.

Discussion

The present study was the first to examine the associa-
tion between women’s endorsement of attitudes justifying
partner abuse and their use of reproductive health services
in Lao PDR. The results of this large representative survey
indicated that approximately seven in ten women believed
that partner beating was justified under some circumstanc-
es, although the proportion of women who approved of part-
ner beating differed between various scenarios. The rate
observed in the present study was higher than that reported
from other countries in Southeast Asia, including the Philip-
pines (13%)*, Vietnam (28%)>, Indonesia (42%)*®, Myan-
mar (51%)*, and Cambodia (55%)?”. The current levels of
approval of partner beating in Lao PDR represent a concern
for public health practitioners and researchers. Furthermore,
consistent with other studies in developing nations, the level
of acceptance of partner beating was the highest among the
most deprived strata of the society?*2* 29, Women who are
poor, reside in rural areas, are not sexually empowered, and
have lower levels of education are more likely to be accept-
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ing of partner abuse than other women are. Studies in other
countries?® 2 also indicated that higher level of education
and social empowerment provides women with a level of
protection against such abuse.

The findings of the present study provide evidence of
an association between women’s endorsement of attitudes
justifying partner beating and lack of ANC visits, lower fre-
quency of ANC visits, and reduced quality of ANC. Fur-
ther, the present findings indicate a significant association of
women’s endorsement of attitudes justifying partner abuse
with low levels of institutional delivery use and reduced
rates of delivery care by medical personnel. Such attitudes
were also associated with not receiving PNC for mothers
and newborn infants at any time after delivery. The findings
of our study of the association between women’s acceptance
of wife beating or rape and utilization of ANC and deliv-
ery care is consistent with few of the previous studies' 1619,
However, some previous studies did not find any association
between women’s acceptance of partner abuse'”. There are
several possible explanations of these inconsistencies, in-
cluding context diversity or differences in the available mea-
sures for assessing women’s endorsement of attitudes justi-
fying such abuse. In addition to the associations between
women’s endorsement of attitudes justifying wife beating
and both ANC and delivery care, our results indicated such
attitudes act as an important psychosocial determinant of
the use of postnatal care for mothers and their children.

Approving partner abuse can affect health service utiliza-
tion via several mechanisms. Evidence indicates that wom-
en who accept partner abuse have reduced decision making
autonomy, less freedom of movement, and greater economic
dependency??, all of which reduce their decision-making
capability regarding proper reproductive health care. It has
also been reported that women who condone partner abuse
are less likely to be sexually empowered?3%, and are there-
fore less likely to deny sex with their partner and may be
less likely to use condoms?®® for the fear of retaliation, thus
increasing the risk of unwanted or unplanned pregnancies
and the corresponding lower utilization of health services.
Furthermore, women’s endorsement of attitudes justifying
partner abuse can result in insufficient health seeking be-
havior through different forms of physical, mental, and emo-
tional health damage, such as trauma, walking complica-
tions, chronic pain, stress, depression, functional disorders,
and other mental health complications®3% by increasing the
risk of IPV?¥.

It is necessary to consider the limitations of this study
when interpreting our findings. First, our analyses were
cross-sectional, so it was not possible to determine the tem-
poral link between women’s acceptance of partner abuse
and their use of reproductive health care within the confined
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time frame of the survey. Further longitudinal studies re-
garding the relationship between women’s endorsement of
attitudes justifying partner abuse and their use of reproduc-
tive health services are required. Second, answers to sub-
jective questions may contribute to the underreporting of
such attitudes. However, the 2011-2012 LSIS indicated that
the occurrence of such types of bias were alleviated by re-
cruiting trained personnel and by guaranteeing anonymity
to the respondents. Third, we used quantitative measures;
however, the use of qualitative methods may be more effec-
tive in assessing women'’s attitudes regarding partner abuse.
Therefore, qualitative studies are needed to gain an in-depth
understanding of the contexts driving the association be-
tween women’s attitudes toward partner abuse and their re-
productive health care use. Fourth, the study outcomes, i.e.,
ANC use, delivery care, and PNC, were collected from the
mothers retrospectively, which may have resulted in recall
bias. To avoid such biases, however, we restricted our analy-
ses to women living with their children born in the 2 years
prior to the survey. Finally, the 2011-2012 LSIS did not pro-
vide any information regarding the availability and acces-
sibility of reproductive health care components in the study
regions. However, as the established association between
endorsement of attitudes justifying partner abuse and use of
reproductive health services was so strong, it is unlikely that
the incorporation of such confounders into the model would
have resulted in loss of significance in the link between such
attitudes and our outcome variables.

Despite these limitations, the use of LSIS data has con-
siderable advantages. Women in this survey were sampled
from the whole country, covering both urban and rural ar-
eas. Therefore, the results can be generalized to all women
aged 15—49 years in Lao PDR. In addition, the tools utilized
for data collection have been standardized, subjected to pi-
lot testing, and used in many different areas, thus expanding
the validity and comparability of the results.

Conclusions

In conclusion, women’s endorsement of attitudes justify-
ing partner abuse was a significant predictor of reproductive
health service utilization among women in Lao PDR. Wom-
en’s acceptance of partner abuse should be treated as a sig-
nificant psychosocial determinant when developing inter-
ventions to improve reproductive health service utilization.
Our results indicated that additional efforts are required
from both governmental and nongovernmental organiza-
tions to improve women’s rights and to develop appropriate
reproductive health programs. These findings may also be
applicable in other settings where gender inequities persist
and where the rates of reproductive health service utiliza-

tion are low. Further longitudinal investigations are needed
to assess the causal link between women’s endorsement of
attitudes justifying partner abuse and their use of reproduc-
tive health services as a public health research priority.

Conflict of Interests: The authors confirm that they
have no competing interests.

Acknowledgments

We are grateful to United Nations Children’s Fund (UNI-
CEF) for providing us the data. In addition, we acknowledge
the contributions of all the individuals and institutions in
Lao PDR involved in the implementation of the Lao PDR
Social Indicator Survey 2011-12.

References

1. ' WHO, UNICEF, UNFPA, World Bank, and the United Na-
tions Population Division. From Millennium Development
Goals to Sustainable Development Goals: Laying the base for
2030. The United Nations in Lao PDR, Vientiane; 2014.

2. Bale JR, Stoll BJ, Lucas AO. Improving birth outcomes:
meeting the challenge in the developing world. Institute of
Medicine (US) Committee on improving birth outcomes, Na-
tional Academies Press (US) Washington (DC); 2003.

3. Chantelle B, Ajay T, Wei AY. Maternal health, child health,
and nutrition in Lao PDR: evidence from a survey in six cen-
tral and southern provinces. World Bank, Washington DC:
World Bank Group; 2013.

4. Doku D, Neupane S, Doku PN. Factors associated with repro-
ductive health care utilization among Ghanaian women. BMC
Int Health Hum Rights 2012; 12: 29. [Medline] [CrossRef]

5. Rahman M, Nakamura K, Seino K, et al. Intimate partner vio-
lence and use of reproductive health services among married
women: evidence from a national Bangladeshi sample. BMC
Public Health 2012; 12: 913. [Medline] [CrossRef]

6. Abekah-Nkrumah G, Abor PA. Socioeconomic determinants
of use of reproductive health services in Ghana. Health Econ
Rev 2016; 6: 9. [Medline] [CrossRef]

7. Manithip C, Sihavong A, Edin K, et al. Factors associated
with antenatal care utilization among rural women in Lao
People’s Democratic Republic. Matern Child Health J 2011;
15: 1356-1362. [Medline] [CrossRef]

8. Haque SE, Rahman M, Mostofa MG, er al. Reproductive
health care utilization among young mothers in Bangladesh:
does autonomy matter? Womens Health Issues 2012; 22:
el71-e180. [Medline] [CrossRef]

9. Wado YD. Women’s autonomy and reproductive health-care-
seeking behavior in Ethiopia. Women Health 2017; 31: 1-15.
[Medline]

10. Nanda P. Gender dimensions of user fees: implications for
women’s utilization of health care. Reprod Health Matters
2002; 10: 127-134. [Medline] [CrossRef]


http://www.ncbi.nlm.nih.gov/pubmed/23130571?dopt=Abstract
http://dx.doi.org/10.1186/1472-698X-12-29
http://www.ncbi.nlm.nih.gov/pubmed/23102051?dopt=Abstract
http://dx.doi.org/10.1186/1471-2458-12-913
http://www.ncbi.nlm.nih.gov/pubmed/26920936?dopt=Abstract
http://dx.doi.org/10.1186/s13561-016-0085-7
http://www.ncbi.nlm.nih.gov/pubmed/20827503?dopt=Abstract
http://dx.doi.org/10.1007/s10995-010-0671-y
http://www.ncbi.nlm.nih.gov/pubmed/21968029?dopt=Abstract
http://dx.doi.org/10.1016/j.whi.2011.08.004
http://www.ncbi.nlm.nih.gov/pubmed/28759344?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12557649?dopt=Abstract
http://dx.doi.org/10.1016/S0968-8080(02)00083-6

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Kenny A, Basu G, Ballard M, et al. Remoteness and maternal
and child health service utilization in rural Liberia: A popula-
tion-based survey. J Glob Health 2015; 5: 020401. [Medline]
[CrossRef]

Makate M, Makate C. The evolution of socioeconomic status-
related inequalities in maternal health care utilization: evi-
dence from Zimbabwe, 1994-2011. Glob Health Res Policy
2017; 2: 1. [Medline] [CrossRef]

National Commission for the Advancement of Women. Lao
PDR. Lao National Survey on Women’s Health and Life Ex-
periences 2014. Vientiane; 2015.

Chattopadhyay A. Men in maternal care: evidence from India.
J Biosoc Sci 2012; 44: 129-153. [Medline] [CrossRef]
Tiruneh FN, Chuang KY, Chuang YC. Women’s autonomy
and maternal healthcare service utilization in Ethiopia. BMC
Health Serv Res 2017; 17: 718. [Medline] [CrossRef]
Fawole OI, Adeoye IA. Women’s status within the household
as a determinant of maternal health care use in Nigeria. Afr
Health Sci 2015; 15: 217-225. [Medline] [CrossRef]

Sia EM, Adinan J, Mosha N. Intimate partner violence and
empowerment among women in Tanzania: prevalence and ef-
fect on utilization of reproductive and maternal health servic-
es. DHS working paper, No. 106. ICF International Rockville,
Maryland, USA; 2014.

Adjiwanou V, LeGrand T. Gender inequality and the use of
maternal healthcare services in rural sub-Saharan Africa.
Health Place 2014; 29: 67—-78. [Medline] [CrossRef]
Ministry of Health and Lao Statistics Bureau. Lao Social Indi-
cator Survey (LSIS) 2011 -12 Vientiane, Lao PDR; 2012.
Titaley CR, Dibley MJ, Roberts CL. Factors associated with
underutilization of antenatal care services in Indonesia: results
of Indonesia Demographic and Health Survey 2002/2003 and
2007. BMC Public Health 2010; 10: 485. [Medline] [Cross-
Ref]

Fagbamigbe AF, Idemudia ES. Assessment of quality of an-
tenatal care services in Nigeria: evidence from a population-
based survey. Reprod Health 2015; 12: 88. [Medline] [Cross-
Ref]

Ebrahim NB, Atteraya MS. Women’s Decision-Making Au-
tonomy and their Attitude towards Wife-Beating: Findings
from the 2011 Ethiopia’s Demographic and Health Survey. J
Immigr Minor Health 2018; 20: 603-611. [Medline]

Scott J, Averbach S, Modest AM, et al. An assessment of at-
titudes toward gender inequitable sexual and reproductive
health norms in South Sudan: a community-based participa-
tory research approach. Confl Health 2013; 7: 24. [Medline]

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

133

[CrossRef]

Abramsky T, Watts CH, Garcia-Moreno C, et al. What factors
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: 109. [Med-
line] [CrossRef]

UNICEF Monitoring the situation of children and women:
Attitudes towards wife beating women database 2017. 2017,
https://data.unicef.org/topic/child-protection/violence/atti-
tudes-and-social-norms-on-violence/.

Tran TD, Nguyen H, Fisher J. Attitudes towards intimate
partner violence against women among women and men in
39 low-and middle-income countries. PLoS One 2016; 11:
e0167438. [Medline] [CrossRef]

National Institute of Statistics. Directorate General for
Health, and ICF International Cambodia Demographic and
Health Survey 2014. Phnom Penh, Cambodia, and Rockville,
Maryland, USA: National Institute of Statistics, Directorate
General for Health, and ICF International; 2015.

Schuler SR, Hashemi SM, Riley AP, et al. Credit programs,
patriarchy and men’s violence against women in rural Bangla-
desh. Soc Sci Med 1996; 43: 1729—-1742. [Medline] [Cross-
Ref]

Jewkes R. Intimate partner violence: causes and prevention.
Lancet 2002; 359: 1423-1429. [Medline] [CrossRef]
Nankinga O, Misinde C, Kwagala B. Gender relations, sexual
behaviour, and risk of contracting sexually transmitted infec-
tions among women in union in Uganda. BMC Public Health
2016; 16: 440. [Medline] [CrossRef]

Silverman JG, Decker MR, Kapur NA, et al. Violence against
wives, sexual risk and sexually transmitted infection among
Bangladeshi men. Sex Transm Infect 2007; 83: 211-215.
[Medline] [CrossRef]

Ellsberg M, Jansen HA, Heise L, et a/. WHO Multi-country
Study on Women’s Health and Domestic Violence against
Women Study Team. Intimate partner violence and women’s
physical and mental health in the WHO multi-country study
on women’s health and domestic violence: an observational
study. Lancet 2008; 371: 1165-1172. [Medline] [CrossRef]
Ellsberg MC. Violence against women: a global public health
crisis. Scand J Public Health 2006; 34: 1-4. [Medline] [Cross-
Ref]

Coker AL, Smith PH, Bethea L, ef al. Physical health conse-
quences of physical and psychological intimate partner vio-
lence. Arch Fam Med 2000; 9: 451-457. [Medline] [Cross-
Ref]


http://www.ncbi.nlm.nih.gov/pubmed/26207180?dopt=Abstract
http://dx.doi.org/10.7189/jogh.05.020401
http://www.ncbi.nlm.nih.gov/pubmed/29202069?dopt=Abstract
http://dx.doi.org/10.1186/s41256-016-0021-8
http://www.ncbi.nlm.nih.gov/pubmed/22004658?dopt=Abstract
http://dx.doi.org/10.1017/S0021932011000502
http://www.ncbi.nlm.nih.gov/pubmed/29132363?dopt=Abstract
http://dx.doi.org/10.1186/s12913-017-2670-9
http://www.ncbi.nlm.nih.gov/pubmed/25834551?dopt=Abstract
http://dx.doi.org/10.4314/ahs.v15i1.28
http://www.ncbi.nlm.nih.gov/pubmed/24994096?dopt=Abstract
http://dx.doi.org/10.1016/j.healthplace.2014.06.001
http://www.ncbi.nlm.nih.gov/pubmed/20712866?dopt=Abstract
http://dx.doi.org/10.1186/1471-2458-10-485
http://dx.doi.org/10.1186/1471-2458-10-485
http://www.ncbi.nlm.nih.gov/pubmed/26382228?dopt=Abstract
http://dx.doi.org/10.1186/s12978-015-0081-0
http://dx.doi.org/10.1186/s12978-015-0081-0
http://www.ncbi.nlm.nih.gov/pubmed/28455761?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24209789?dopt=Abstract
http://dx.doi.org/10.1186/1752-1505-7-24
http://www.ncbi.nlm.nih.gov/pubmed/21324186?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21324186?dopt=Abstract
http://dx.doi.org/10.1186/1471-2458-11-109
http://www.ncbi.nlm.nih.gov/pubmed/27893861?dopt=Abstract
http://dx.doi.org/10.1371/journal.pone.0167438
http://www.ncbi.nlm.nih.gov/pubmed/8961417?dopt=Abstract
http://dx.doi.org/10.1016/S0277-9536(96)00068-8
http://dx.doi.org/10.1016/S0277-9536(96)00068-8
http://www.ncbi.nlm.nih.gov/pubmed/11978358?dopt=Abstract
http://dx.doi.org/10.1016/S0140-6736(02)08357-5
http://www.ncbi.nlm.nih.gov/pubmed/27229928?dopt=Abstract
http://dx.doi.org/10.1186/s12889-016-3103-0
http://www.ncbi.nlm.nih.gov/pubmed/17301104?dopt=Abstract
http://dx.doi.org/10.1136/sti.2006.023366
http://www.ncbi.nlm.nih.gov/pubmed/18395577?dopt=Abstract
http://dx.doi.org/10.1016/S0140-6736(08)60522-X
http://www.ncbi.nlm.nih.gov/pubmed/16449037?dopt=Abstract
http://dx.doi.org/10.1080/14034940500494941
http://dx.doi.org/10.1080/14034940500494941
http://www.ncbi.nlm.nih.gov/pubmed/10810951?dopt=Abstract
http://dx.doi.org/10.1001/archfami.9.5.451
http://dx.doi.org/10.1001/archfami.9.5.451

