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Abstract 

Background: The aim of the study was to determine the associations between sexual identity, disability and HIV 
status and bullying victimisation, and a history of physical, emotional and sexual violence in Nigeria.

Methods: This was a secondary analysis of a primary dataset generated through an online survey conducted 
between February 7 and 19, 2021. The 3197 participants for the primary study were recruited through snowballing. 
The dependent variables were physical, emotional and sexual violence. The independent variables were sexual iden‑
tity (heterosexual and sexual minority), HIV status (negative, positive and unknown), bullying victimisation (yes/no) 
and living with disability (yes/no). A multivariate logistic regression model was developed for each form of IPV. Each 
model was adjusted for age, sex assigned at birth, marital status and education level.

Results: Respondents living with HIV had higher odds for physical (AOR: 2.01; 95% CI: 1.46–2.76; p < 0.001), sexual 
(AOR: 2.17; 95%CI: 1.55–3.05; p < 0.001), and emotional (AOR: 1.59; 95%CI: 1.24–2.06; p < 0.001) violence. Also, those 
with history of bullying victimisation had higher odds for physical (AOR: 3.79; 95%CI: 2.86 – 5.68; p < 0.001), sexual 
(AOR: 3.05; 95%CI: 2.27 – 4.10; p < 0.001) and emotional (AOR: 2.66; 95%CI: 2.10 – 3.37; p < 0.001) violence. In addition, 
females had higher odds of physical (AOR: 1.52; 95%CI: 1.13–2.043; p < 0.001) and sexual (AOR: 1.83; 95%CI: 1.34 – 2.50; 
p < 0.001) violence; and respondents cohabiting (AOR: 1.95; 95%CI: 1.12 – 3.28; p = 0.012) had higher odds for emo‑
tional violence. Respondents who were married have significantly lower odds of experiencing physical (AOR: 0.66; 
95%CI: 0.45 – 9.60; p = 0.029), sexual (AOR: 0.40; 95%CI: 0.26 – 0.62; p < 0.001) and emotional (AOR: 0.68; 95%CI: 0.50 – 
0.93; p = 0.015) violence when compared to singles. Younger respondents also had lower odds of experiencing sexual 
violence (AOR: 0.97; 95%CI: 0.95–0.99; p = 0.016).

Conclusion: HIV positive status and bullying victimisation seem to increase the risk for all forms of IPV while the 
experience of IPV did not differ by sexual identity and disability status. The associations between age, sex, mari‑
tal status and IPV may suggest moderating roles of the factors taking cognisance of the cultural context of these 
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Introduction
Intimate partner violence (IPV) describes a pattern of 
physical (slapping, punching, shoving, or otherwise phys-
ically hurting on purpose), sexual (physical coercion into 
sexual intercourse or demeaning sexual acts), emotional 
(belittling, humiliating, intimidating, and threatening to 
harm a person or someone they care about), and psycho-
logical (verbal abuse, threats, withholding allowance, fear 
of spouse, and refusal of food for a person) violence that 
occurs between individuals who have a current or former 
dating, marital or cohabiting same-sex or opposite sex 
relationship [1]. IPV is used to gain or maintain power 
and control over an intimate partner [2]. This is usually 
perpetrated by men towards women, although it can 
occur in either direction [3]. It is a strategy for men to 
resolve a crisis of male identity caused by multiple factors 
many of which are context specific [4]. IPV negatively 
affect women’s physical, mental, sexual, and reproductive 
health, and may increase the risk of contracting HIV in 
some settings [5].

An estimated 27% of women aged 15–49 years world-
wide have ever experienced either physical and/or sex-
ual IPV or non-partner sexual violence since the age of 
15  years and 13% had experienced IPV in the last one 
year [5]. This lifetime prevalence rates range from 13 to 
61% for physical IPV, from 6 to 59% for sexual IPV [6]. 
The lifetime prevalence of physical and/or sexual IPV or 
non-partner sexual violence in Africa is 33% and 20% in 
the last one year [5]. This is higher than the lifetime prev-
alence of 22% and 6% in the last one-year estimates for 
high income countries [5]. The lifetime prevalence rates 
for emotional IPV ranges from 20 to 75% [6].

The prevalence of IPV is also high in patriarchal soci-
eties like Nigeria where community norms justify IPV 
against women [7], and there is cultural acceptance of 
wife-beating among men and women, and the right of 
the male discipline or control female behaviour [8–10]. 
Also, women’s engagement in cash work was positively 
associated with physical and sexual IPV victimisation [9]. 
The lifetime prevalence of physical and/or sexual IPV or 
non-partner sexual violence in Nigeria is 24% and 13% in 
the last one year [5]. Reports from the Nigerian national 
population commission estimated that women’s lifetime 
exposure to IPV from their current husband or partner 
is 19% for emotional violence, 14% for physical violence, 
and 5% for sexual violence [11]. The experience of IPV is 
moderated by age in Nigeria; it increases, peaks, and then 

declines with age [11]. Similarly, educational status also 
moderates the experience of IPV as the experience of IPV 
decreases as education status increases [11]. The protec-
tive effect of education is, however, lost in a society that 
justifies wife-beating as a woman’s non-approval of IPV 
may not be enough to reduce her risk of IPV [11].

The global prevalence of IPV is higher among people 
living with HIV. It is estimated that 39% of women living 
with HIV had experienced at least one type of IPV, with 
prevalence ranging from 26% with a history of physical 
IPV, 17% with a history of sexual IPV, 28% with a history 
of emotional IPV, and 23% with a history of psychological 
IPV [12]. Women living with HIV who disclose their HIV 
status are more likely to experience IPV than HIV nega-
tive women [13]. In Kano, Nigeria, a fifth of women living 
with HIV experienced domestic violence following HIV 
diagnosis with 59.3% of them experiencing emotional 
violence, 30.0% experiencing physical violence and 10.7% 
experiencing sexual violence [14]. The risk for IPV was 
higher for younger women, those who were divorced/
widows, those with lower education status and those who 
disclosed their HIV status [14].

Sexual minority individuals (lesbians, gays and bisexu-
als) also experience IPV [15] at equal to or greater rates 
than that observed among heterosexuals [16]. Risk fac-
tors for IPV among sexual minority individuals are 
comparable to those documented among heterosexual 
individuals. However, internalized homonegativity is 
an additional risk factor for IPV among sexual minori-
ties; and this may explain the higher rates of IPV among 
sexual minorities [16]. The level of minority stress is high 
for sexual minorities in Nigeria because of the unsup-
portive political, culture, religious and legal environment 
[17–19].

Just as gender, HIV status and sexual identity increases 
the risk for IPV, so also does disability status: women liv-
ing with a disability are more likely to experience IPV 
than their able-bodied counterparts [20]. The prevalence 
of sexual IPV among women with disabilities ranged 
from 13.5% to 17.1% and 36.0% experience physical vio-
lence in New Zealand [ref ]. The one-year prevalence 
estimates were 0.6% for rape, 2.3% for sexual violence 
other than rape, 4.0% for physical violence and 13.9% for 
psychological violence in the US. This prevalence was 
2.5% for sexual violence other than rape, 4.7% for physi-
cal violence, and 18.1% for psychological violence [20]. 
The prevalence of IPV among people with disability was 

relationships. Future relational analysis is necessary to further understand the pathways for the associations found 
between the variables in this study.
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1.18% with a non-significant increased odds when com-
pared with those without disability in Australia [21]; and 
3.8% of those with physical disabilities and 6.7% of those 
with mental disabilities experiencing IPV in Denmark 
in the past year [22]. Women with disability are at risk 
of IPV because of the potential for physical dependence 
on an intimate partner, higher levels of poverty, social 
isolation, and perceived vulnerability by perpetrators 
[23]. Though qualitative reports suggest that women and 
girls with disabilities in Nigeria experience high levels of 
IPV [24], there is limited evidence on their experiences.

IPV is also associated with bullying victimisation 
[25]. Individuals who experience IPV are likely to have 
a history of being bullied [26]. Like IPV, bullying is any 
unwanted aggressive physical or verbal behaviour rooted 
in power imbalance within an interpersonal relationship. 
It is however, perpetuated by peers who are neither sib-
lings nor dating partners [26]. The prevalence of bullying 
victimisation is about the same as that of IPV [26]. Adhia 
et al. [26] propose that individuals who experience bully-
ing victimisation may normalize this behaviour and then 
show increased tolerance for violence as they mature and 
enter dating relationships. This normalisation is enforced 
by societal norms that ignore and tolerate the bully-
ing behaviours. Thus, patterns of maladaptive behaviour 
develop and evolve from routine exposure and model-
ling in addition to the reinforcements that follow those 
behaviours [26].

The aim of the present study was therefore, to deter-
mine associations between sexual identity, living with 
disability, HIV infection, bullying victimisation, and his-
tory of physical, emotional and sexual violence in Nige-
ria. It was hypothesized that sexual minorities living with 
a disability and HIV infection whilst experiencing bully-
ing victimisation would be associated with physical, emo-
tional, and sexual violence in Nigeria.

Methods
Ethical consideration
Approval for the conduct of this study was obtained from 
the Institute of Public Health Obafemi Awolowo Univer-
sity Research Ethics Committee (IPHOAU/12/1606). The 
study instrument was shared with the steering commit-
tee. The primary study was preceded by an introduction 
about the study team, study objectives, and time needed 
to complete the questionnaire. This was followed by a 
consent form assuring participants of the confidentiality 
of their responses and emphasizing that their participa-
tion was voluntary. Only participants who consented to 
study participation by ticking a checkbox could proceed 
to the survey. The survey instrument was self- adminis-
tered and filled anonymously online. The questions were 
close-ended. The study provided a waiver of parental 

consent for this non-invasive online HIV and sexual and 
reproductive health study in line with national ethics reg-
ulation [27]. The study was carried out in line with inter-
national guidelines and guidelines of the national health 
research ethics committee.

Study design
This was a secondary analysis of a primary data [28] gen-
erated through an online survey (Survey Monkey®) to 
seek the perspectives of respondents on the ease of access 
and quality of HIV prevention, treatment and ancillary 
care services, respect for rights, payment for services, 
and stigma. A secondary analysis was conducted because 
the study was not powered to determine the associations 
identified for this study. The online survey was launched 
on February 7, 2021 and remained open until Febru-
ary 19, 2021. The study recruited respondents who were 
13  years and above, who were able to read, with access 
to the internet, and who consented to participate in the 
study. Restrictions were applied to the IP settings of elec-
tronic devices so that each participant could take the 
survey only once. Participants could edit their responses 
freely until they chose to submit. Email addresses were 
not collected to ensure anonymity.

Sample size
The pre-survey minimum sample size for this study 
was set at 350 valid respondents each of the nine states, 
corresponding to a minimum sample size of 3150 par-
ticipants. From the statistical modelling perspective, we 
tried to have at the national level, a minimum of 576 valid 
participants per State, enabling us to perform regressions 
with up to eight predictors with a minimum probability 
level (p-value) of 0.05.

Study participants’ recruitment
Participants were recruited through snowballing. First, 
through a community consultation process led by the 
Coalition of Civil Society Networks on HIV and AIDS 
in Nigeria, nine States were identified for the survey. The 
nine States were spread across the six geopolitical zones 
in Nigeria and were the States with high prevalence of 
HIV in Nigeria. The selected States were Anambra and 
Imo States from the South East, Akwa Ibom, Delta and 
Rivers from the South-South, Benue from the North-
Central, Kaduna from the North-West, and Lagos from 
the South-West, and Taraba from the North-East.

In each of the nine States, a State focal person coordi-
nated the activities of five community representatives of 
the target population for the survey. The community rep-
resentatives were recruited from the target populations 
for the survey namely: mothers (pregnant and within 
one-year post-partum), adolescents and young persons, 
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and key populations (female sex workers, transgender, 
injecting drug users and men who have sex with other 
men) and members of the general population irrespective 
of their HIV status. Targeted recruitment of study par-
ticipants from populations that were likely to use health 
care facilities in Nigeria helped ensure the diversity of the 
study population, improved the robustness of sub-group 
analysis [29] and improved the validity of the study find-
ings. The State focal persons and community representa-
tives undertook three days of online training on the study 
protocol, ethical considerations for conducting online 
surveys, and effective communication with peers.

The State focal persons conducted a pilot survey of the 
study tools to ensure language and cultural appropriate-
ness. The nine State focal persons each administered the 
study questionnaire to 2–3 persons and identified ques-
tions that were ambiguous. The feedback was used to 
revise the study questionnaire by reaching a consensus 
with the team of State focal persons and the study leads. 
Next, the State community representatives piloted the 
revised questionnaire with 2–3 persons to ensure clar-
ity. The finalised questionnaire when then uploaded unto 
SurveyMonkey® for use. The community representa-
tives provided their peers information about the sur-
vey to establish their interest to join the research study 
and encourage them to participate. The links to the sur-
vey questionnaire where shared with those who showed 
interest, and they were encouraged to share the link with 
their networks. Each community representative was 
encouraged to recruit at least, 100 community members 
to take the online survey.

The survey tool was also shared with community mem-
bers using Facebook, sent via WhatsApp and email and 
shared through other social media platforms to eligible 
participants. The State focal persons provided logistic 
and administrative support to the community represent-
atives. They however, were not involved with study par-
ticipants’ recruitment. Data collection was limited to the 
use of online platforms because of the COVID-19 pan-
demic and the need for social distancing. The use of self-
completed online questionnaires, shared through social 
media platforms has been described as appropriate for 
data collection during the pandemic [30].

Dependent variable
Intimate partner violence
The history of emotional violence (psychological abuse 
including humiliation, insults and intimidation), physi-
cal violence (the intentional use of physical force with 
the potential to cause injury or harm) and sexual violence 
(any experience of unwanted or forced sexual activity 
and sexual coercion) were elicited from the study partici-
pants [31]. Self-reported 12 months’ exposure to intimate 

partner violence was separated into three categories: 
(i)  physical violence; (ii)  sexual violence; and (iii) emo-
tional violence. Respondents were asked to give a yes or 
a no response to any of these three questions. Have you 
been kicked, hit, slapped or otherwise physically hurt by 
your partner or ex-partner (physical violence)? Have you 
been raped or forced to have any kind of sexual activity 
by your partner (sexual violence)? Have you been humili-
ated or emotionally abused in other ways by your partner 
or ex-partner (emotional violence)? The three questions 
were adapted from the four-items HARK questionnaire 
each screening for past-year physical, sexual and emo-
tional violence [32]. Each item was scored 0 (No) or 1 
(Yes). The instrument had been previously used in Nige-
ria with a Cronbach’s alpha of 0.73 [33]. The Cronbach’s 
alpha in the present study was 0.80.

Independent variables
Sexual identity
Information on the sexual identity (heterosexual/straight, 
gay, lesbian, bisexual, intersexual queer, prefer not to say) 
were extracted for this study analysis. Respondents were 
asked to identify their sexual identity by ticking a check-
box. For this study, individuals who identified themselves 
as being gay, lesbian, bisexual, intersexual or queer were 
categorized as “sexual minority”.

HIV status
This was assessed by a single question on self-reported 
HIV status with responses including opting to identify 
as “positive”, “negative”, “do not know” and “prefer not 
to report”). For the logistic regression analysis, respond-
ent who preferred not to report their HIV status were 
excluded from the regression analysis. Respondents who 
identified that they did not know their HIV status were 
treated as a distinct HIV status entity because a prior 
study had demonstrated that men with unknown HIV 
status have distinct profile from that of HIV-negative and 
HIV-positive men [34].

Bullying victimisation
This was assessed with the victim subscale of the Illinois 
Bully Scale [35]. The subscale consists of four questions 
that measure both physical and verbal victimization that 
individuals experience from or by peers. The responses to 
each question ranged from never (scored 0) to 1–2 times 
(1), 3–4 times (2), 5–6 times (3), and 7 or more times (4). 
The responses were summed to derive a total score which 
ranged from 0 to 16. For this study, the scale was dichot-
omised into no (0) and yes (1–16). The scale had been 
validated for use in Nigeria with a Cronbach’s alpha score 
of 0.78 [36]. The Cronbach’s alpha in the present study 
was 0.91.
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Living with disability
Respondents were asked to identify if they were living 
with a disability or not by checking a box (yes/no).

Confounders
Sociodemographic variables
Data on age at last birthday (in years), education level 
completed (no formal education, primary, secondary, 
tertiary), sex at birth (male, female, no response) and 
marital status (single, married, separated/divorced or 
cohabiting) were collected. Cohabitation implies that 
a couple are living together but are not r in a civil part-
nership. This distinction is important for the population 
of sexual minority recruited in the study many of whom 
may cohabit rather than be married. Respondents had to 
check a box to indicate their sociodemographic profile.

Data analysis
Descriptive statistics were calculated as means and 
standard deviations or as frequencies and percentages. 
T-test or chi-square were conducted to test the asso-
ciations between the dependent (physical, sexual and 
emotional violence) and the independent and confound-
ing variables as appropriate. Three sets of multivariate 
regression models were developed: one for each form 
of IPV. The models were adjusted for age, sex assigned 
at birth, marital status and education level. Odd ratios/
regression coefficients and their 95% confidence intervals 
(CI) were calculated. Non-respondents were excluded 
from the bivariate and inferential statistical analysis. The 
IBM Statistical Package for Social Sciences, software ver-
sion 23 was used for statistical analysis. Significance was 
set at 5%.

Results
The 3197 respondents (92.5% of estimated sample size) 
had ages ranging from ranging from 13 to 72 with a mean 
(standard deviation) of 21.22 (15.28) years. The sam-
ple included 2374 (74.3%) sexual minorities, 117 (3.7%) 
persons living with disability, 620 (19.4%) HIV positive 
individuals and 879 (27.5%%) individuals who had expe-
rienced bullying victimisation.

As indicated in Table  1, there were significantly more 
heterosexual respondents (p < 0.001), living with disabil-
ity (p < 0.001), with HIV positive status (p < 0.001), and a 
history of bully victimisation (p< 0.001) who experienced 
physical violence (p < 0.001). More respondents who were 
heterosexual (p < 0.001), living with disability (p < 0.001), 
who did not know their HIV status (p < 0.001), and who 
had a history of bully victimisation (p < 0.001) had expe-
rienced sexual violence (p < 0.001). In addition, more 
respondent were heterosexual (p < 0.001), living with dis-
ability (p < 0.001), HIV negative (p < 0.001), with a history 

of bully victimisation (p < 0.001) had experienced emo-
tional violence (p < 0.001).

Respondents reporting physical, sexual and emotional 
violence were significantly older (p < 0.001); divorced/sep-
arated or cohabiting (p < 0.001). In addition, more women 
experienced physical (p < 0.001) and sexual (p < 0.001) 
violence while more men experienced emotional violence 
(p < 0.001). Finally, respondents with no formal education 
are less likely to experience IPV (p < 0.001).

Table  2 shows that respondents who identify as HIV 
positive (AOR: 2.01; 95% CI: 1.46–2.76; p < 0.001); who 
had a history of bullying victimisation (AOR: 3.79; 95% 
CI: 2.86 – 5.68; p < 0.001), and who were females (AOR: 
1.52; 95% CI: 1.13–2.043; p < 0.001) had significantly 
higher odds of physical violence when compared with 
respondents who were HIV negative had no history of 
bullying victimisation and who were males respectively. 
Respondents who were married have significantly lower 
odds of experiencing physical violence compared to 
respondents who were single (AOR: 0.66; 95% CI: 0.45 – 
0.96; p = 0.03).

Also, respondents who identify as HIV positive (AOR: 
2.17; 95% CI: 1.55–3.05; p < 0.001), who don’t know their 
HIV status (AOR: 3.03; 95%CI: 1.20–7.62; p = 0.019), who 
had a history of bullying victimisation (AOR: 3.05; 95% 
CI: 2.27 – 4.10; p < 0.001) and who were females (AOR: 
1.83; 95% CI: 1.34 – 2.50; p < 0.001) had higher odds of 
sexual violence when compared with respondents who 
were HIV negative, had no history of bullying victimi-
sation and who were males respectively. Older respond-
ents had significantly higher odds of experiencing 
sexual violence (AOR: 0.97; 95% CI: 0.95–0.99; p = 0.016). 
Respondents who were married have significantly lower 
odds of experiencing sexual violence compared to 
respondents who were single (AOR: 0.40; 95% CI: 0.26 – 
0.62; p < 0.001).

In addition, respondents who identify as HIV posi-
tive (AOR: 1.59; 95% CI: 1.24–2.06; p < 0.001), who had 
a history of bullying victimisation (AOR: 2.66; 95% CI: 
2.10 – 3.37; p < 0.001), who were divorced/separated 
(AOR: 2.05; 95% CI: 1.25 – 3.35; p < 0.001) or cohabiting 
violence (AOR: 1.95; 95% CI: 1.12 – 3.28; p = 0.012) had 
higher odds for emotional violence when compared with 
respondents who were HIV negative, had no history of 
bullying victimisation, and who were single respectively. 
Respondents who were married have significantly lower 
odds of experiencing emotional violence when compared 
with singles (AOR: 0.68; 95% CI: 0.50 – 0.93; p = 0.015).

Discussion
The present study findings suggests that that HIV posi-
tive individuals and those with a history of bullying vic-
timisation were more likely to experience physical, sexual 
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and emotional violence. Also, those living with a disabil-
ity and sexual minority individuals have no significant 
difference in their risk for IPV when compared with the 
individuals who were not living with disability and who 
are heterosexuals.

This study has a number of strengths. First, the large 
sample size offers the opportunity for robust sub-group 
analysis and thereby, enabling this study provide new 
information about IPV among sexual minority individu-
als in Africa. It is also one of the few studies to explore 
experiences of IPV among sexual minority individuals 
and people living with disability in Nigeria. Second, the 
study applied standardised instruments to measure the 
constructs under investigation thereby offering further 
validation of the study findings.

The study however, has some limitations with impli-
cations for cautious interpretation of the study findings. 

First, this is a cross sectional, study and a cause effect 
relationship cannot be confirmed. Second, a conveni-
ent sample with over-representative of sexual minority 
individuals. This prevents generalizability of study find-
ings beyond the population studied. Third, the online 
data collection process likely excluded participants 
with no smartphones or internet access. These are 
likely to be persons with lower education and income 
status. This limits the generalisability of the study find-
ings to all socioeconomic groups in Nigeria. Fourth, 
this is a secondary data analysis that comes with the 
inherent problem of analytical errors [37]. Finally, this 
self-reported data may be subject to misreporting of 
self-assessed measures of phenomena like HIV posi-
tivity status [38] and experience of IPV [39]; and there 
is a prospect for bias reporting with the measurement 
of bullying victimisation [40]. The use of validated 

Table 2 Binary logistic regression analysis of the associations between intimate partner violence and sexual identity, living with 
disability and HIV, and bully victimisation in Nigeria (N=3197)

Variables Ever experienced Intimate partner violence

Physical violence 
AOR (95%CI)

p-value Sexual violence 
AOR (95%CI)

p-value Emotional violence p-value

Sexual identity
  Heterosexual 1.00 ‑ 1.00 ‑ 1.00 ‑

  Sexual minorities 0.93 (0.69–1.23) 0.600 1.20 (0.88–1.64) 0.258 1.04 (0.82–1.32) 0.751

Living with disability
  No 1.00 ‑ 1.00 ‑ 1.00 ‑

  Yes 1.38 (0.79–2.41) 0.253 1.49 (0.83–2.65) 0.179 1.54 (0.95–2.49) 0.081

HIV status
  Negative 1.00 ‑ 1.00 ‑ 1.00 ‑

  Positive 2.01 (1.46–2.76)  < 0.001 2.17 (1.55–3.05)  < 0.001 1.59 (1.24–2.06)  < 0.001

  Don’t know 2.33 (0.96–5.68) 0.062 3.03 (1.20–7.62) 0.019 1.45 (0.65–3.20) 0.361

Bullying victimisation
  No 1.00 ‑ 1.00 ‑ 1.00 ‑

  Yes 3.79 (2.86–5.68)  < 0.001 3.05 (2.27–4.10)  < 0.001 2.66 (2.10–3.37)  < 0.001

Age 0.99 (0.97–1.01) 0.312 0.97 (0.95–0.99) 0.016 0.99 (0.97–1.00) 0.047

Educational status
  No formal education 1.00 ‑ 1.00 ‑ 1.00 ‑

  Primary 1.35 (0.33–5.61) 0.676 0.73 (0.19–2.84) 0.644 1.05 (0.37–2.98) 0.935

  Secondary 1.47 (0.41–5.28) 0.556 0.65 (0.20–2.09) 0.464 0.61 (0.24–1.55) 0.296

  Tertiary 1.66 (0.47–5.95) 0.435 1.16 (0.37–3.72) 0.798 1.12 (0.44–2.83) 0.816

  Others 2.40 (0.61–9.44) 0.212 1.45 (0.41–5.31) 0.548 1.24 (0.45–3.46) 0.676

Marital status
  Single 1.00 ‑ 1.00 ‑ 1.00 ‑

  Married 0.66 (0.45–0.96) 0.029 0.40 (0.26–0.62)  < 0.001 0.68 (0.50–0.93) 0.015

  Divorce/Separated 1.67 (0.96–2.90) 0.070 1.43 (0.79–2.59) 0.232 2.05 (1.25–3.35)  < 0.001

  Cohabiting 1.75 (0.98–3.11) 0.059 1.53 (0.84–2.79) 0.163 1.95 (1.12–3.28) 0.012

Sex at birth
  Male 1.00 ‑ 1.00 ‑ 1.00 ‑

  Female 1.52 (1.13–2.03)  < 0.001 1.83 (1.34–2.50)  < 0.001 1.02 (0.80–1.30) 0.866
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instruments however, helped ensure the responses 
provided measured the construct of interest while we 
are unable to reduce the risk for false reporting due to 
social desirability bias.

A worthwhile consideration observed here was the sig-
nificant association found between three types of IPV, 
bullying victimisation, and HIV positive status. Prior 
research has indicated that relationships exist between 
bullying and being a victim of IPV [26, 41–44], and 
between IPV and HIV positive status [45–50]. Bullying 
victimisation is also associated with increased risk for 
HIV infection [51, 52]. Adhia et  al. [26] suggested that 
the experience of bullying victimization can lead to the 
development of personality and behavioral trait nuances 
resulting in individuals becoming socially withdrawn. 
This impact of bullying may increase vulnerability, 
exclusion, future IPV and thereby, may increase risk 
of HIV infection. Future studies may explore the asso-
ciation between bullying victimisation and the risk for 
HIV infection; and develop a theoretical framework 
that defines the link paths between IPV, bullying 
victimisation, and HIV status. These links may likely 
be complex.

A pointer to this complexity is the observed association 
between unknown HIV status and increased risk for sex-
ual violence. Prior studies had demonstrated that sexual 
violence is associated with increased risk for HIV infec-
tion [53] and that gender-based violence impedes uptake 
of HIV testing [54] due to the fear of a violent reaction 
from one’s partner in the event of a positive test [55, 56]. 
These prior studies had associated physical violence with 
these highlighted risk [57–59] while the current study 
suggests that sexual violence may also reduce the likeli-
hood of getting tested for HIV infection. This postulation 
needs to be further investigated.

Bullying victimisation and IPV have a negative impact 
on the mental and physical health of affected individu-
als. For Nigeria facing an epidemic of bullying victimisa-
tion, IPV and HIV infection—the experience of bullying 
in schools’ ranges from 33 to 85% [60]; the experience 
of IPV ranges from 29%—79% [61], and Nigeria has the 
second highest rate of new HIV and highest burden of 
HIV in the world [62] – these findings may suggest that 
the country may be predisposed to a huge crisis of future 
of mental health problems. This crisis may be worse for 
females who, in the light of the finding of our study, may 
be more at risk of IPV and who are more at risk of expe-
riencing mental health problems [63]. Our study findings 
suggest that there is the potential for a vicious cycle of 
bullying victimisations, HIV infection and IPV to emerge. 
This makes it critical for the country to institute pro-
grams that can mitigate the risk for bullying victimisa-
tions, HIV infection and IPV.

A prior report from the community of women living 
with disability in Nigeria indicated that women with dis-
ability are twice as likely to experience gender-based vio-
lence (IPV is a form of gender-based violence [64]) than 
other women [65]. Disability related social stigma trig-
gers effects for the perpetuation of emotional violence 
[66] and the vulnerability of people living with disability 
to IPV increases with the severity of the disability [67]. 
We found no evidence to suggest that people living with 
a disability had significant higher odds of experiencing 
any of the three forms of IPV that we studied when com-
pared with respondents who do not live with disability. 
The data however, did indicate that people with disability 
may be at higher risk for all three forms of IPV even if the 
findings were not significant. More studies are required 
to understand the findings of this study, and to explore 
how the culture context may moderate the associations 
between disability and IPV.

Also, sexual minority individuals may have a high risk 
of experiencing IPV [68–70] due to the stress resulting 
from stigma, which then breeds or exacerbates partner 
violence [71] or from partner jealousy [69]. We found that 
the risk of IPV by sexual minority individuals did not sig-
nificantly differ from that of heterosexuals. This present 
study is the first report the experience of IPV by sexual 
minority individuals in Nigeria. In Nigeria, many sexual 
minority individuals fail to disclose their sexual or gender 
identity because of the harsh political, legal, cultural, and 
religious environment [72]. While non-disclosure of sex-
ual identity may protect sexual minority individuals from 
IPV, it may cause undue mental distress and a negative 
impact on physical health and psychological wellbeing, 
which can be similar to the ill-effects of IPV [73]. It may 
be important to conduct studies exploring how non-dis-
closures of sexual identify by sexual minority individuals 
may increase the risk for poor physical and psychologi-
cal health. It is also possible that an awareness of the risk 
for minority stress may potentially increase a sense of 
responsibility of sexual minority sexual partners to one 
another thereby limiting to the experience of IPV among 
co-habiting sexual minority individuals. This postulation 
also needs to be explored through future studies.

Finally, this study highlighted that individuals who 
were divorced or separated have significantly higher 
odds of experiencing emotional violence when com-
pared with singles. Also, females have a higher risk of 
experiencing physical and sexual violence and younger 
participants have a higher risk of experiencing sex-
ual violence. Past research has indicated that females 
[74] and younger individuals [75] are at significantly 
increased risk for IPV. The present findings provide 
additional evidence to support prior findings, sug-
gests the universality of the experience of IPV [76], 
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and also the commonalities in the risk factors for IPV 
in different cultures. IPV is an expression of relational 
power, dominance and control and thus, where there 
is the endorsement of traditional masculinity ideol-
ogy, the risk for IPV is high where such dominance 
can be expressed like in male/female relationships 
and younger/older person relationships [77]. How-
ever, unlike past studies that indicated that formal/co-
habiting relationships [78] increases the risk for IPV as 
marital relationships is a place where dominance can be 
expressed in communities with traditional masculinity 
ideology like Nigeria, we found that marital relation-
ships seem to be protective from IPV. Still ironical is 
that those who cohabit have higher odds of experienc-
ing, emotional violence than singles. It is not clear why 
cohabiting may increase the risk for emotional violence 
and being married reduces the risk for same; or why 
divorcee and those who had separated will experience 
more emotional violence than those who are married. 
These study findings suggest that there is a complex 
relationship between IPV and marital status and fur-
ther studies are needed to explore the study findings.

As society change, the rebuttal of traditional mascu-
linity ideology increases thereby reducing the risk for 
continuing in relationships that predisposes to vio-
lence. Thus, more people may embrace being divorced/
separated to reduce their risk of trauma from IPV. This 
postulation may inform the observed higher odds of a 
history of IPV among those that are divorced/separated 
and lower odds of IPV observed among those who con-
tinue in a marital relationship. The results should be 
taken with caution as there is a risk that those who are 
in marital relationships may under-report their expe-
rience of IPV while those who are divorced/separated 
may have exaggerated perceptions of their experiences 
including the experience of IPV. All the same, socie-
ties change with time and so do demographics related 
to marriage [79, 80]. These changes in global demo-
graphics may reflect a potential for the diminution of 
the experience of IPV and bullying victimisation in 
the future. Nevertheless, in the current space of time, 
actions need to be taken to further reduce the risk of 
populations vulnerable to all forms of IPV.

In conclusion, there are complex relationships 
between different types of IPV, sexual identity, HIV 
infection status, disability status and bullying victimisa-
tion. Age, sex at birth, marital status, and educational 
status may moderate these relationships taking cog-
nisance of the cultural context in which these com-
plex relationships occur. Future relational analysis is 
necessary to further unravel the direction of pathways 
between these variables.
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