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ABSTRACT

Background: Intimate partner violence (IPV) is the most pervasive breach of human rights
worldwide and a serious public health concern that affects millions of women, particularly those
of reproductive age. Women of all ages may experience IPV, but it is magnified when the
victims are pregnant or postpartum because of its detrimental effects on the mother, fetus, and
newborn. Violence around the time of pregnancy is critical and is associated with poor physical
and psychosocial health, some of which may impact future childbearing and contraceptive use.
Women in violent relationships may have difficulty in making contraceptive decisions, which
contradicts family planning as a human right. Thus, a deep understanding of the association
between IPV during the perinatal period and contraceptive use would help in shaping future

plans for women’s health and public health in general.

Objectives: The objectives of this dissertation were to explore postpartum women’s lived
experiences of perinatal intimate partner violence (PIPV), assess the prevalence and associated
factors of PIPV, and its effect on postpartum modern contraception in the Wolaita zone, southern
Ethiopia.

Method: The study was conducted between October 2019 and January 2021 in the Wolaita
Zone, southern Ethiopia. A convergent mixed-methods study design was employed, using both
qualitative (phenomenological study design) and quantitative methods (cross-sectional and
classical cohort study designs). A total of 1,342 postpartum women identified from 38 clusters (*
Kebeles”) were selected using a multistage-cluster sampling method. A qualitative study was
conducted to explore postpartum women's lived experiences of PIPV and the perspectives of
healthcare providers as key informants. It was employed with a conveniently selected sample of
22 in-depth interviewees and five health extension workers. Each audio recording was
transcribed verbatim, coded and analyzed using thematic content analysis. Structured,
interviewer-administered questionnaires were used to collect the gquantitative data. Descriptive
analysis was performed by computing summary statistics and proportions. Univariate, bivariate,
and multivariate analyses were performed based on the objectives of the study. Multilevel
regression models were used to identify explanatory variables that affect the outcomes of interest
at different levels to estimate the clustering effect. Odds, time, risk ratios, and B-coefficients,

along with the 95% CI, were used to show the strengths of associations.
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Results: The qualitative results revealed that several of the interviewed women had been
subjected to partner violence before, during, and after pregnancy, and frequently talked about the
regularity of partner violence during the perinatal period. Multiple interviewees noted that
violence during pregnancy was exacerbated and increased during the postpartum period.
Additionally, a sizeable proportion of the interviewed women delineated that some partners were
a serious threat to their wives and infants during the postpartum period. Participants linked PIPV
with suspicion about the paternity of the newborn, male-child preference, partner infidelity and
jealousy, contraceptive usage, husband’s alcohol consumption, indifference to shortages of

household necessities, improper parenting, and financial problems.

The overall prevalence of PIPV was estimated to be 40% (95% CI: 36.9%-44.6%). About 18%
of women reported experiencing continuous abuse over the perinatal period. The odds of PIPV
was more than two times higher among women living in rural areas (adjusted odds ratio (aOR) =
2.46, 95% CI: 1.21-5.01). Women living in neighborhoods with higher IPV favoring norms
(aOR=1.49, 95% CI:1.01-2.20), higher female literacy (aOR = 2.84, 95% CI: 1.62-5.01), higher
female autonomy (aOR = 2.06, 95% CI:1.36-3.12), and neighborhoods with lower wealth status
(@OR =1.74, 95% CI: 1.14-2.66) had higher odds of encountering PIPV.

Of the study participants, 62% (95% CI: 59.1%-64.5%) started the first modern contraceptive
method within the first year postpartum. The most commonly used modern methods were
injectables (44.1%), pills (16.9%), and implants (15.3%). Women who reported PIPV (aRR =
0.69; 95% CI: 0.50-0.97) and women who reported no menstrual resumption (aRR = 0.54; 95%
Cl: 0.48-0.62) had a lower risk of adopting contraceptive methods after childbirth than their
counterparts. The risk of using postpartum modern methods among women who delivered in
health facilities was 1.58 times as high as the risk of using postpartum modern methods among
those who delivered at home (aRR = 1.58; 95% CI: 1.41-1.78.).

The median survival time to the adoption of the first postpartum modern contraceptive method
was six months. Living in a rural area (adjusted time ratio, or aTR, = 1.44, 95% CI. 1.06-1.99),
in the middle household wealth quintile (aTR = 1.10, 95% CI: 1.02-1.19), or in a community
with a high rate of early marriage (aTR = 1.14, 95% CI: 1.01-1.28) predicted a longer time to

adopt modern contraception. Moreover, women with no history of perinatal abuse took less time
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than those with a history of abuse to start postpartum contraception (aTR = 0.71, 95% CI: 0.66-
0.78).

Conclusion: This study highlights that postpartum women in the study area are experiencing
continuous and severe forms of PIPV. The circumstances that lead to PIPV are multifactorial. A
considerable proportion of postpartum women reported PIPV, with nearly a fifth experiencing
continuous violence before, during, and after pregnancy. The study also found that PIPV
victimization was strongly influenced by individual and contextual factors, with significant
heterogeneity between clusters. In effect, the complex patterns of interplaying factors operating
at different levels could put pregnant or postpartum women at a higher risk of perinatal abuse.

Furthermore, more than half of the women in the study area adopted postpartum contraceptive
methods, but those who reported PIPV were less likely to use contraceptives compared to the
women who did not experience it. Similarly, being employed, living in a middle-income
household, and giving birth in a health facility are predicted to enhance postpartum modern
contraceptive adoption, whereas having a husband with a secondary or higher education and
reporting no menstrual resumption are thought to lower modern method use after childbirth.

In the study area, women took a long time to adopt modern methods after childbirth. The longer
time to start modern postpartum contraception was significantly associated with rural residence,
poor household wealth status, a history of perinatal abuse, and a high rate of early marriage in

the community.

Thus, strengthening community-based interventions to alleviate women’s IPV-favourable
norms, improving women's socio-economic and educational status, reducing early marriage, and
promoting skilled care utilization in the community, particularly among rural women, are
recommended. Moreover, integrating intimate partner violence screening and psychosocial
support programs into family planning services in the continuum of care will likely improve

postpartum contraceptive use behaviors.

Keywords: postpartum women, perinatal, intimate partner, violence, modern

contraception, prospective study, Ethiopia
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1. INTRODUCTION
1.1 Background of the study

Violence Against Women—intimate partner violence (IPV)—is the most pervasive breach of
human rights worldwide and a serious public health concern that affects millions of women
worldwide, particularly those of reproductive age (1). IPV is a “silent epidemic” that often
occurs between two people in a close relationship. It is a broad concept that often occurs in many
forms, including physical violence, sexual violence, stalking, psychological violence, and
economic coercion (2). Physical violence can include scratching, slapping, hitting, kicking,
beating, shoving, throwing, grabbing, choking, shaking, hair-pulling, burning, and the use of
weapons, which can result in minor to severe injuries. Psychological violence comprises, but is
not limited to, insulting, belittling, and constant humiliation, intimidation, verbal threats, and
threats to take away children. Sexual violence incorporates rape, forced sexual intercourse, and
other forms of sexual coercion (2, 3). Worldwide, 1 in 3 women experience violence in their
lifetime from someone they know; mainly from an intimate partner (4). Rates of IPV are
unacceptable high in the sub-Saharan region, particularly in Ethiopia (5-7). Approximately half
of the women in Ethiopia experience at least one form of IPV in their lifetime (8). According to
World Health Organization (WHO) report, Ethiopia ranks first in reporting physical and/or
sexual violence against women (4). However, one in three women in Ethiopia did not disclose

partner abuse (9).

Violence occurs in all spheres of life, but its extent and severity are particularly pernicious
during pregnancy and childbirth (10, 11). Perinatal IPV (PIPV) refers to violence committed by a
partner either in the year before or during pregnancy, or/and up to one year after childbirth (12,
13). Richard J. Gelles was the first to report violence during pregnancy and postpartum in 1975
(14). Ballard et.al identified four patterns of perinatal partner violence that measure persistence:
violence begins (starts in pregnancy), violence continues (before and during pregnancy),
violence ceases (before but not during pregnancy), and no violence (no violence at any stage)
(15). Women of all ages may experience IPV, but it is magnified when the victims are pregnant
or postpartum because of its detrimental effects on the mother, fetus, and newborn (16).
Pregnancy, childbirth, and early parenthood can be stressful periods due to higher demands on

individual capacities, couple relationships, household economic resources, reductions in leisure
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time and socializing opportunities. When coping with such stressful situations becomes difficult,

the risk of psychological and physical aggression increases (12, 17, 18).

Women in violent relationships have poor reproductive control, limiting their ability to use
contraception, which contradicts family planning as a human right (19-21). In addition, a multi-
county study conducted in sub-Saharan African regions found that IPV is associated with the
non-use of modern contraceptive methods (22). Despite this, the link between PIPV and
postpartum contraceptive practices has received less attention in developing countries, including
Ethiopia. Some studies have highlighted that women's ability to control their reproductive health
choices significantly impacts control over pregnancy and pregnancy timing (23, 24). In this
regard, effective contraceptive use is an important component for empowering women to achieve
their desired fertility and has the potential to prevent unintended pregnancy and short birth
intervals (25, 26). However, this distinctive period could make it difficult for women to make
family planning decisions, especially if they are in violent relationships. To that end, evidence
on the specific effect of women’s PIPV victimization on postpartum modern contraception in

Ethiopia in general and in the study setting in particular has been much more limited.



1.2 Statement of the problem

Intimate partner violence is a pervasive phenomenon that affects women’s lives and health,
accounting for 197 per 1,000 deaths in 2013 alone (27). A recent WHO report estimated that
over one-third of women (641753 million) worldwide have experienced IPV at some point in
their lifetime, with the highest prevalence observed among women of reproductive age. Of the
surveyed women, the majority reported being victimized by a current or former spouse or
cohabiting partner. IPV contributes to 38% of all women murders worldwide (1), and kills more
pregnant women each year than any other cause (28). In recognition of its multiple effects on
physical and psychosocial health, the UN's Sustainable Development Goals (SDGs) have
prioritized the elimination of VAW in both public and private spheres, with SDG 5 (Target 5.2)
specifically striving to achieve gender equality and empowerment of all women and girls by
2030 (29). Similarly, WHO developed a framework for preventing VAW in 2019 aimed at
policymakers (30). Despite international efforts to reduce IPV, it negatively affects people in all
spheres of life, including pregnancy and childbirth, and remains a severe threat to attaining the
SDGs, particularly those targeting health and well-being, gender equality, peace, and justice
(32).

Violence of any type is unacceptable. However, violence around the time of pregnancy has
serious implications for public health and the welfare of women and their children (32). PIPV is
more common than gestational diabetes, neural tube defects, and preeclampsia (33) and has been
linked to adverse neonatal outcomes such as preterm birth, small for gestational age, and low
birth weight (34-36). It has also been linked to many reproductive health problems, such as
unintended pregnancies, fetal loss, induced abortions, and a higher incidence of infertility (37-
40). In low- and middle-income countries (LMICs), including Ethiopia, approximately half of all
pregnancies are unintended, yet the effective use of modern contraceptive methods could prevent
two-thirds of unintended pregnancies in these countries (41). Similarly, preventing both
unintended pregnancies and short birth intervals after childbirth plays a vital role in women’s
autonomy and health (42, 43). However, PIPV is associated with poor physical and psychosocial

health, some of which may impact future childbearing and contraceptive use (35, 44).

The period after childbirth is a critical time to address high unmet modern contraceptive needs

and to avoid unintended pregnancy and closed birth intervals (25, 26), which lead to adverse

3



maternal, perinatal, and infant outcomes (45). Although more than 90% of postpartum women
want to avoid or delay pregnancy postpartum, two-thirds do not use modern contraception (46).
Women in abusive relationships are at high risk of unintended pregnancy due to limited
reproductive health control (34-36). Evidence from 29 LMICs has shown that women's exposure
to IPV is significantly associated with short birth intervals and contributes to 30% of unintended
pregnancies that result in a live birth (47). Based on the literature, the association between PIPV
and postpartum modern contraception is likely complex (48). Some studies from high-income
settings have highlighted that PIPV has been linked to lower or non-postpartum contraceptive
use (49-52), while other findings (53, 54) have shown that PIPV exposure is associated with
increased postpartum contraceptive adoption. However, the interplay between PIPV and
postpartum modern contraception has not been adequately researched, especially in low-income
settings, including Ethiopia. Even if found, prior studies only assessed the link between physical
abuse and postpartum contraception, yet did not address psychological or sexual abuse effects on
the adoption of modern methods after childbirth. Most evidence has been obtained from cross-
sectional studies (39, 48, 50, 53).

Ethiopia has made significant progress in meeting the FP2020 agenda, but the contraceptive
prevalence rate remains low, with a minimum increase from 35% to 41% between 2016 and
2019 (55, 56). Nationally, nearly 30% of all pregnancies are unintended (57), and the unmet need
for modern contraception ranges from 27% to 36% among sexually active women of
reproductive age, which is higher than the UN standard (58). The WHO recommends that
women start modern methods of contraception immediately or within 42 days of childbirth, with
the option of continuous contraception or effective switching for the next two years, depending
on a woman's desire to space or limit future pregnancies (59, 60). In Ethiopia, approximately 46—
66% of women started their contraceptive method within a year after delivery (61-63), of which
only 10-30% initiated it within two months postpartum (62, 63), with a median survival time of
7-11 months, far from the WHO recommended time (62, 63). The timing of postpartum method
initiation differs according to individual, partner, and relationship characteristics as well as
community-level characteristics such as age, place of residence (64, 65), maternal education (62,
65), household wealth status (64), appropriate and timely maternal health care utilization (62,
63), breastfeeding status (64), menstrual and sexual intercourse resumption and spousal

communication (66).



A range of socioeconomic and demographic factors have been found to be associated with
postpartum contraceptive use behaviours. However, the association between postpartum
contraceptive adoption and timing among women experiencing violence during the perinatal
period is very limited, particularly in place where the rates of both IPV and the unmet need for
modern contraceptive methods are among the highest in the world (4) (58). These extreme gaps
may obscure the true nature of the problem that makes women poor contraceptive users and
impede the development of new strategies for violent prevention programs. In effect, the recent
national FP guidelines of Ethiopia approved in 2019 have principles for counseling women who
have experienced extreme violence, but there are no national frameworks for screening perinatal
violence in any service setting (67, 68). In recognition of its negative consequences, FP Agenda
2030 aims to reduce psychosocial barriers that prevent women from using life-saving and life-
changing modern contraceptives (69). Moreover, exploring how PIPV exposure affects
postpartum women’s contraceptive use patterns has significant policy and program implications.
In addition, the finding will be critical in achieving the national FP program targets set in the
Health Sector Transformation Plan-11 (contraceptive prevalence rate from 41% in 2019 to 50% in
2025) (70). Therefore, this dissertation aimed to examine the extent of perinatal intimate partner

violence and its effect on postpartum modern contraception in Wolaita Zone, Southern Ethiopia.



1.3 Rationale of the study

Violence of wome by intimate partners is an overwhelming social and public health problem that
compromises women’s physical, sexual, mental, and reproductive health regardless of their
backgrounds. It prevents women from taking equal part in social and economic life (7, 71). In
patriarchal settings, including Ethiopia, women are expected to raise children, perform all
housework, be submissive, and obey their husbands and their families. It is common for
husbands and in-laws to restrict women’s reproductive autonomy and limit their rights and

decision-making powers (72, 73).

In Ethiopia, nearly half of the women experience at least one form of IPV during their lifetime
(8). Moreover, one in every three women failed to disclose partner abuse (9). Unfortunately, a
limited number of studies have been conducted on the extent and continuity of IPV over the
perinatal period (12). Presumably, understanding and identifying risk and protective factors for
violence occurring around the time of pregnancy are important steps in developing,
implementing, and evaluating prevention and intervention strategies (74, 75). According to the
socio-ecological model, studying contextual factors may help to better target interventions for
IPV victims and perpetrators (76). Although the nature of violence varies by community, there
have been few studies on the community-level influence of perinatal violence (3). Furthermore,
existing evidence is based on single-factor theories, does not employ robust statistical analysis,
and/or pays insufficient attention to the roles of contextual factors that cause or protect against
PIPV. Moreover, previous studies (77-79) have only measured violence during pregnancy, and
none have addressed the continuous nature of abuse across three mutually exclusive perinatal
periods (before, during, and after pregnancy). Moreover, none of the studies that investigated the
extent of PIPV and its impacts on postpartum modern contraception among currently married
women, especially prospective follow-up studies, have been conducted. The Ethiopian Federal
Ministry of Health developed a national FP guideline in 2019 to support women experiencing
extreme violence in FP service programs through the Women's Support and Safety Card (67), but

the country’s contraceptive prevalence rate remains very low.

As many prior studies suggested, prospective longitudinal studies be conducted to better
understand the status and impact of PIPV on modern postpartum contraception (80-82). On this

basis, if the level of postpartum contraception and its challenges are unknown in the local context
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and in the setting where it is highly populous, the FP program will never meet its targets.
Generating local evidence about the extent of PIPV and its association with postpartum modern
contraception can help healthcare providers, programmers, and policymakers improve the quality
of FP services among women in abusive relationships. Investigating this area of study will
inform policymakers on how to develop appropriate screening and psychosocial support
guidelines, as well as prevention design and control mechanisms. Likewise, improving the
quality of FP services given to women in violent relationships in service settings, including
health facilities, will be essential. Moreover, it will be a good source of knowledge for clinicians
and support them in screening and supporting abused women, and eventually improving the
quality of care. Furthermore, it will be a baseline resource for conducting more studies in

academic area.



1.4 Literature review

1.4.1 Overview of perinatal IPV and postpartum contraceptive use

From conception to the elderly, IPV affects individuals in all stages of life and can lead to a life
of physical, emotional, and economic issues. According to the Centers for Disease Control and
Prevention (CDC), IPV is physical violence, sexual violence, stalking, and psychological
aggression by current or former intimate partners. It also incorporates the controlling behaviors
of a partner, such as isolating a person from family and friends, monitoring their movements, and
restricting access to financial resources, employment, education, or medical care (2). An intimate
partner, on the other hand, is a person with whom one has a close relationship that is
characterized by emotional connection, regular contact, ongoing physical contact and or sexual
behavior, couple identity, and familiarity with and knowledge of each other's lives (83). PIPV is
any form of IPV that occurs over the perinatal period: the prepregnancy period (1 year prior to
pregnancy), pregnancy period (from the time of the last menstrual period until childbirth), and
the postpregnancy period (from childbirth up to 1 year). They contain different milestones;
prepregnancy include discussions with the husband regarding a potential pregnancy, the
cessation of contraceptive use, and others. Milestones during pregnancy may encompass the first
missed menstrual period, confirmation of pregnancy, proof of the gender of the fetus, suspicion
of pregnancy, prenatal visits, and others. Milestones during the postpartum period incorporate a
postpartum visit to a health facility, the resumption of sexual intercourse, the initiation of

contraception, and others (75).

Maternal exposure to abuse over these mutually exclusive periods could interfere with women’s

reproductive controls, including postpartum contraception (84). Postpartum modern
contraceptive adoption refers to using any modern method after the index childbirth, either for
spacing or limiting. It plays a crucial role in reducing the unmet need for family planning while
helping to lower rates of maternal and child morbidity and mortality (26). To meet women's
family planning needs, the ideal time for postpartum contraceptive initiation is within 48 hours
of delivery (85).



1.4.2 Epidemiology of intimate partner violence
The prevalence of lifetime intimate partner violence

Despite numerous prevalence studies, IPV estimates vary significantly due to various definitions
of violence, population types sampled, study settings, and recruitment approaches (12). IPV
affects approximately one-third of women worldwide (7). According to a recent WHO estimate,
lifetime IPV rates range from 20% in the Western Pacific, 22% in high-income countries and
Europe, and 25% in the Americas to 31% in the Eastern Mediterranean region, 33% in Africa,
and 33% in South-East Asia (1). In line with the findings of a multi-country study, the lifetime
prevalence of sexual IPV was 15% in Japan and 59% in Ethiopia. The lifetime prevalence of
physical or sexual 1PV was as high as 71% in Ethiopia and as low as 15% in Japan in the same
study, with a most prevalent range of 29-62% (86). Consequently, a recent WHO report of 2021
indicates that a significant proportion of reproductive-age women is at risk of IPV, with lifetime
prevalence ranging from 40% to 53% (1). Similarly, IPV is prevalent throughout most Sub-
Saharan African countries, with nearly half (45.6%) of women experiencing IPV throughout
their lives (87).

In Ethiopia, the high prevalence of IPV has also been documented, propelling the country to the
top of the global rankings. For example, a review of ten studies conducted in 2015 found that
20% to 78% of women had experienced lifetime IPV, with the majority of studies reporting
estimates ranging from 30% to 76.5% for lifetime physical IPV and 19.2% to 59% for lifetime
sexual IPV (88). Similarly, a 2018 review of 36 studies found that 11% to 78.2% of Ethiopian
women had reported lifetime IPV, with the highest prevalence observed among ever-married
reproductive-age women (8). Also, several pocket studies have been conducted in the country to
estimate the lifetime prevalence of IPV among women. According to cross-sectional studies,
64.7%, 76.5%, 78%, and 71% of women in South Ethiopia (2009), West Ethiopia (2011), North
West Ethiopia (2011), and South Central Ethiopia (2013) have experienced violence from

intimates in their lifetimes, respectively (86, 89-91).
Prevalence of perinatal IPV among postpartum women

Despite the unacceptably high prevalence of IPV in sub-Saharan Africa, few PIPV studies have

been conducted, including in Ethiopia. According to longitudinal estimates, PIPV was 47.4% in
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Brazil in 2011 and 64.6% in Nicaragua in 2009 (92, 93). The magnitude of PIPV has been
estimated in cross-sectional studies to be 43.8% in Nigeria (2010), 51.2% in Brazil (2013), and
64.7% in Iran (94-96). Similarly, estimates from nation-wide cross-sectional studies have ranged
from 12.6% in China (2004) to 10.9% in Canada (2012) (32, 97). The prevalence of PIPV is
diverse over the entire perinatal period (before, during, and after pregnancy) for the index child.
For example, a prospective study conducted in Brazil revealed that 32.4%, 31.0%, and 22.6% of
perinatal women had IPV before, during, and after pregnancy, respectively (92). Accordingly,
51.7%, 42.0%, and 53.5% of Iranian women reported IPV before, during, and after pregnancy,
respectively (96). PIPV exposure may increase, decrease, or cease over the perinatal period. In
Brazil, 9.3% of women experienced new abuse during their postpartum period that they had not
previously encountered (92). Similarly, in a prospective cohort study conducted in southwest
Sweden ( 2012-2013), the incidence of IPV during pregnancy increased from 2.5% to 3.3% (98).
In contrast, studies from South Africa (2008-2010) and Belgium found no significant change in

IPV levels during the entire perinatal period (99, 100).

The tremendous findings reveal that women appear more vulnerable to IPV postpartum than
during pregnancy. For example, a study conducted in China (2004) discovered that the overall
prevalence of physical and sexual violence that occurred before, during, and after pregnancy was
11.7%, with 3.6% of women experiencing IPV during pregnancy and another 8.5% experiencing
IPV in their postpartum period (97). In a study conducted in London, the prevalence of IPV at
booking (ANC) was 1.8%, compared to 5.0% at ten days postpartum. According to a study
conducted in Belgium (2011-2012), IPV was 14.3% before pregnancy and 10.6% during
pregnancy (100, 101). In contrast, a study conducted in Iran (2015) found that 51.7%, 42%, and
53.5% of women were subjected to IPV before, during, and after pregnancy, respectively, and
53.5%, 34.7%, and 26.7% of women experienced emotional, sexual, and physical abuse (96). In
a study conducted in Pakistan (in 2004) and Turkey (2005), 23% and 31.7% of postpartum
women developed IPV for the index children, respectively (102, 103).

The existing IPV before pregnancy can increase during and/or after pregnancy. According to
studies conducted in the United States, Sweden, and Japan, more than two-thirds of pregnant
women who reported IPV continued to report IPV after childbirth (104-106). Presumably, IPV

incidence and prevalence are likely to have increased during the postpartum period. For example,
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the incidence increased from 14 per 1000 women during pregnancy to 17.2 per 1000 women in
the postpartum period (98). In contrast, a longitudinal South African study found that IPV during
pregnancy decreased from 21.4 to 18% in the postpartum period, while the prevalence of
psychological, physical, and sexual violence was 16.63%, 8.76%, and 3.15%, respectively,
within four months postpartum, and 17.75%, 14.38%, and 10.56% within four to nine months
postpartum (107). Also, a facility-based cross-sectional study conducted in Tanzania revealed
that self-reported IPV decreased from 18.8% during pregnancy to 8.2 % nine months post-
delivery. In comparison, 31%, 12.4%, and 9% of women reported psychological, physical, and
sexual violence during pregnancy, respectively, and 17.8%, 5.2%, and 3.8% of perinatal women
experienced psychological, physical, and sexual violence in the postpartum period, respectively
(108).

In comparison to other settings, little is known about PIPV in Ethiopia. A recent facility-based
cross-sectional study conducted during COVID-19 in Southwest Ethiopia in 2022 showed that
62.4% of postpartum women had been reported to have had IPV either during or after pregnancy
(109). However, this study was cross-sectional and didn’t examine prepregancy violence
experiences of perinatal women. A systematic review and meta-analysis conducted in the
country in 2018 found that 20% to 32.3% of pregnant women experienced IPV during pregnancy
(110). Similarly, in a recent review of 26 studies conducted in 2022, prevalence estimates of
violence during pregnancy ranged from 7% to 78%, with pooled estimates of 37%. In the same
study, 27%, 24%, and 21% of pregnant women reported psychological, physical, and sexual
violence, respectively (111). In a study conducted in Tigray (Northern Ethiopia) in 2015, 20.6%
of women were exposed to IPV during their recent pregnancy, whereas in a study conducted in
Western Ethiopia, 44.5% of women were exposed to IPV during their recent pregnancy, and 5%

of them were exposed to three types of IPV (112, 113).
1.4.3 Factors linked with perinatal IPV against postpartum women

No single factor that explains why some people are violent toward others, or why violence is
more prevalent in some communities than others. It is a complex social problem influenced by
the interaction of various factors structured at four levels: individual, relationship, community,
and societal levels (3, 114). Factors associated with PIPV victimization are generally similar to

those for IPV. In this review, we focused on PIPV-related factors that operate at the individual
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(women, partners, and relationships) and community levels. Furthermore, we considered factors
significantly related to IPV during the perinatal period (before, during, and/or after pregnancy).

In light of these points, a review of pioneering literature was conducted.
Individual-level factors associated with PIPV victimization

Individual-level factors are biological and personal conditions or behaviors of an individual that
increase the likelihood of being victimized or experiencing violence. The individual-level factors
are further structured into women-, partner-, and relationship-specific factors. Women-level
factors included age at childbirth and marriage, education, employment status, number of living
children, attitudes towards wife-beating norms, childhood exposure to inter-parental violence,
history of violence, women’s wealth status, and others. The husband-level factors included
education and employment status, having history of alcohol and substance abuse, and wife-
controlling behaviors. The relationship-level factors incorporated were women’s decision-
making autonomy, asset ownership, couple’s communication about daily life, and income

difference.
Women-level factors associated with PIPV victimization
Maternal age

The research evidence suggests that being young is a risk factor for PIPV victimization. For
instance, a population-based study of, 2,648 postpartum women in the United States found that
younger women are more likely than older women to be abused during the perinatal period
(115). Similarly, a community-based study conducted among 1,324 Pakistani urban women
pointed out that young maternal age was associated with higher IPV victimization before and
during pregnancy (116). Furthermore, a population-based estimate conducted across 16 states in
the United States revealed a higher prevalence of PIPV among young-age mothers (117). Also,
an Australian hospital-based cohort study found that younger mothers had a higher risk of
encountering IPV during pregnancy and after childbirth (118). The same is true for a 2014
facility-based longitudinal South African study, which found IPV decline during and after
pregnancy, with decline increasing with maternal age (107). Presumably, violence in any form

affects women of all ages. This is supported by a study conducted in the United States, which
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discovered a positive and significant association with physical violence around the time of

pregnancy among mothers aged 35 or older (119).

In contrast, some studies have found that maternal age has no significant effect on IPV
victimization during perinatal period. For example, a 2010 study in Iran found that maternal age
has no association with PIPV victimization (96). Furthermore, a longitudinal study of 10,855
first-time perinatal mothers found no statistically significant longitudinal relationship between
PIPV and maternal age (49). In Ethiopia, literature about the study of violence before,during, and
after pregnancy is very limited. Recently, an institution-based cross-sectional study of abuse in
pregnancy and postpartum conducted among 657 postpartum women in Southwest Ethiopia
noted that younger perinatal women were more than five times more likely to be abused in the
perinatal period than older women (109). However, this study only focused on violence during

and after pregnancy and ignored the milestones of events before pregnancy.
Maternal age at marriage

Several studies conducted in developed and developing countries provide evidence that early
marriage increases the likelihood of experiencing IPV victimization during the perinatal period.
For instance, a cross-sectional study conducted among 300 Iranian women found that marriage
before 18 years increased the risk of IPV over the perinatal period (96). According to a
multilevel cross-sectional study conducted among married women in Nepal, women are less
likely to be victims of IPV as their age at first marriage increases (120). Consistently, a
nationally representative sample study of 3,897 married women in Ethiopia indicated that the
odds of lifetime IPV experience were higher among women married before 18 than women
married above the legal age (121). Similarly, cross-sectional studies conducted in five Indian
states (2010) and six regions of Ethiopia (2013) stated that women who had married at the age of
18 years or more were less likely than women who had married early to report IPV in their
marriage life (122, 123). However, the notion of this relationship is not always replicated, as
evidenced by a study done in Mumbai slums in India in 2013 (124). Correspondingly, IPV
studies during pregnancy are well-addressed in Ethiopia. However, the literature on PIPV is very
limited. A cross-sectional study conducted in the shire Endesilassie, Northern Ethiopia identified

that early marriage can increase the risk of getting IPV during pregnancy (112).
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Education and employment status of women

Several PIPV victimization studies indicate that women's educational status positively or
negatively affects PIPV encounters. Lower educational attainment is a crucial risk factor for
PIPV encounters. For example, a prospective cohort study from Brazil identified women with a
low level of education as being at risk of perinatal partner violence (83). Studies conducted in the
USA, Belgium, Brazil, and Pakistan (18, 100, 103, 125) have explored the correlation between
PIPV and women’s education. These studies’ results provide an important implication: victims
with less than a high school education were more likely to encounter PIPV victimization in the
three mutually exclusive perinatal periods. The same is true for studies conducted in Southeast
and Northwest Ethiopia, which found that illiterate women had significantly higher odds of
contracting IPV than literate women (126, 127). This could imply that women with a higher level
of education have the right to choose their partners, have more ability to marry or not, and can

negotiate greater autonomy and control of resources within the marriage.

The research findings on the effects of income and employment on the risk of PIPV are complex.
Women's unemployment and reporting violence have a positive relationship. For example, low-
income mothers had more PIPV than high-income mothers in a national sample of Canadian
women (32). Similarly, an Iranian study found that economically dependent women were four
times more likely to contract PIPV than economically independent women (96). In central and
northwest Ethiopia, having no or low income predicted increased PIPV (127, 128). This could be
because economically dependent women could not escape, had fewer options, and had lower
status and power within the marriage to bargain for changes in their partner's behavior. In
contrast, a cross-sectional study conducted in the Mumbai Slums of India’'s urban community in
2013 revealed that employed women were two times more likely to be violated than unemployed
women (124). However, the results of this relationship between PIPV and female employment
are more mixed and have not been replicated in other studies. An Australian pregnancy cohort
study conducted in six public hospitals in Melbourne revealed that women working in jobs with
paid maternity leave had reduced odds of reporting PIPV compared with women not working
(118).

Women’s wealth status
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Most researchers agree that lack of household financial and resources constraints, particularly
during the perinatal period, can lead to stress, frustration, and conflict in relationships that lead to
aggression and violence against women. In addition, it is generally believed that violence occurs
among women of all socioeconomic levels. However, the existing literature pointed out higher
rates of PIPV among socioeconomically disadvantaged women. Studies set in Mexico, Nepal,
and India showed that women in the lowest household quartiles have a higher frequency of
abuse over the perinatal period (120, 124, 129). Similarly, a prospective multistate study of
women with or at risk of HIV infection in the United States found that violence exposure during
and after pregnancy was common among women with low socioeconomic status (130). In
contrast, evidence from a longitudinal study with women enrolled during pregnancy and
postpartum between 2008 and 2010 at a public hospital in Durban, South Africa, has shown no
statistically significant differences in perinatal IPV by household wealth quartiles (107).

Witnessing childhood exposure to inter-parental violence

Children raised in families where problems and conflicts are resolved through violence are more
likely to become victims or perpetrators of violence in their later lives. The perpetrators with a
history of violence inside and outside the home were more violent partners than their
counterparts. A community-based cross-sectional study of domestic violence before, during, and
after pregnancy conducted among 12,044 currently married women in 32 districts of China found
an affirmative link between a woman’s exposure to childhood inter-family violence and being
the victim of abuse over the entire perinatal period (97). Presumably, a facility-based cross-
sectional study of abuse in the three mutually exclusive periods conducted among 300 Iranian
women also revealed that the odds of PIPV victimization were higher for women who witnessed
family violence in their childhood than for women who did no (96). Furthermore, empirical
investigations into abuse before and during pregnancy conducted in Mexico and Nepal found
positive correlates between childhood exposure to inter-parental violence and being a victim of
abuse during the perinatal period (131, 132). The same is true for longitudinal cohort studies of
violence during pregnancy and the postpartum period conducted in southern Sweden and the
United States (18, 106) which confirm that women who report histories of parental violence are
more likely to be victims of perinatal violence. These findings demonstrate that IPV is a learned

behavior.
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History of having perinatal violence

The transition period to parenthood remains complex, making it difficult to determine whether
pregnancy and childbirth cause or protect violence against perinatal women. Several studies
conducted in developing countries agree that once abuse occurs around the time of pregnancy, its
frequency and severity continue throughout the perinatal period. It is one of the most frequently
mentioned predictors in previous literature. Abuse in the year preceding the index pregnancy
precipitates abuse during pregnancy, and abuse during pregnancy is a predictor of encountering
abuse after childbirth. A Brazilian cohort study conducted among 960 reproductive-age women
found that violence before and during pregnancy were significant risk factors for experiencing
violence during the postpartum period (83). Similarly, violence in the previous period was also a
strong predictor of violence in the subsequent period, as evidenced by studies in China, Iran, and
South Africa (18, 96, 107).

Justifying wife-beating norms

Violence is more prevalent in cultures and communities where such behavior is considered
normal, and men are thought to have the right to physically discipline their wives for any
transgressions. Most of the investigators believe that partner abuse rates are higher in settings
where women agree that their husbands can abuse their wives under certain conditions. A
community-based cohort study conducted from 2000 to 2009 in the Rakai community of Uganda
identified thinking that violence is acceptable as a risk factor for IPV victimization (133).
Similarly, a cross-sectional study of violence during and after pregnancy done in India in 2013
noted that more than one-third of perinatal women reported wife-beating norms. Again, in the
same study, women who justified wife-beating behaviors were more than two times more likely
to be violated than women who never justified such attitudes (124). Presumably, a community-
based longitudinal study of perinatal women in Nicaragua found that nearly two-thirds of the
abuse in their lifetime and during pregnancy ended in the follow-up period, in the context of a
shift in women's normative attitudes toward not tolerating violence (93). On the other hand,
women who disobeyed their husbands experienced violence during pregnancy, as evidenced by a
study conducted at University of Gondar referral hospital, Northwest Ethiopia. Similarly, a
cross-sectional study conducted in the Tigray region of northern Ethiopia discovered that

women's acceptance of violence predicted experiencing violence during pregnancy (126, 134).
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Husband-level factors associated with PIPV Victimization

In the previous literature, the husband's educational and occupational status, wife controlling
behavior (jealousy and suspicion of infidelity), alcohol misuse, substance abuse, the intendedness
of an index pregnancy, and sex preferences were identified as husband-level factors associated
with IPV. These are some of the factors that precipitate or protect violence against perinatal

women. With this in mind, the following review will cover these factors comprehensively.

The literature suggests that the lower educational attainment of the partner is associated with
increased IPV victimization. For example, a large population-based study conducted in India
among 83,627 married women noted that the odds of IPV were higher among wives with
uneducated husbands than those of educated husbands (135). Similarly, the study conducted in
Iran among 300 postpartum women revealed that women who married a husband with less than a
high school education were three times more likely to experience PIPV than women with a
husband who attended postsecondary education (96). Studies of abuse further this concept during
pregnancy and postpartum conducted in Nepal and Bangladesh which have identified women
whose husbands are less-educated are more likely to be victims of PIPV (132, 136). However,
the result of this link is not to be maintained. For instance, a cross-sectional study of abuse
during and after pregnancy conducted in the urban community of Mumbai city of the India
found no correlation between the husband’s educational level and PIPV victimization (124). In
contrast, a cross-sectional study conducted in the Abay chomen District, western Ethiopia (in
2014) found that illiterate partners were less likely to violent compared to their counterparts
(113).

Also, the husband's employment status correlates PIPV victimization. A cross-sectional study of
Pakistani women found that women with unemployed husbands were more likely to be
victimized by their partners than women with employed husbands (116). In contrast, a facility-
based study conducted in Southeast Oromia, Ethiopia, noted that wives of farmer husbands had
three times more likely to report PIPV than wives of government employees (126). On the other
hand, a cross-sectional study of perinatal abuse conducted in India found no link between
husband employment status and the likelihood of reporting perinatal partner abuse (124).

17



Several studies have also highlighted the significant role of alcohol, and the results have
demonstrated that alcohol abuse played an important predisposing role in incidents of perinatal
violence. The odds of reporting a PIPV encounter were higher among perinatal women whose
husbands were alcohol misuses. For instance, studies conducted in the United States, South
Africa and India found spousal alcohol consumption as strong risk factors to experience IPV
over the perinatal period (18, 107, 124, 137). The possible reasons could be alcohol abuse by a
husband is thought to lower inhibitions, cloud sound judgement, and affect cognitive ability to
interpret social cues. Presumably, the health facility-based cross-sectional studies of IPV during
pregnancy and postpartum conducted in the USA, Nepal, and India revealed women whose
husband drank alcohol were two times more likely to encounter PIPV compared to those whose
husband did not drink (138-140). In Ethiopia, several studies conducted in the Shire Endesilassie,
Northern Ethiopia (112), in the Awi zone (in Northwest Ethiopia) (91), in the East wellega zone,
Western Ethiopia (in 2011) (89) also pointed out that spousal alcohol consumption and hostility
as predictors of experiencing IPV among married women. In addition, a systematic review of
2015, and another report in Ethiopia also identified alcohol consumption, and Khat chewing as a
predictor of IPV (88, 141). Likely, substance abuse by husband and wife (often times) could
also trigger the likelihood of experiencing PIPV. Numerous investigations have demonstrated the
positive link between lifetime IPV and reporting substance abuse behaviors. However, there are
limited data on whether its association is consistent among perinatal population. In the United
States, for example, a longitudinal study conducted in 2013 have shown that partner alcohol
misuse was associated with women’s severe IPV victimization during pregnancy and postpartum

(137).

Similarly, husband use of different illicit drugs including opium significantly predicted the PIPV
victimization over the perinatal period, as evidenced by studies conducted in elsewhere in China
and Iran (96, 97). A study of physical violence against USA women around the time of
pregnancy from 2004-2007 identified being a friend or close to someone having drug as abuse a
strong predictor of PIPV encountering (142). In the same country, a study of IPV during
pregnancy and 1-Year postpartum noted that women who reported they or their husbands used

substances were at high risk of violence both during and after their pregnancy (18).
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The wife-controlling behaviors of husbands were one of the essential precipitations for being
victims or perpetrators of violence discussed in this review. The bidirectional faithfulness and
trustworthiness play an important role in the marriage and family's stability. However, jealousy
and unfaithful behavior that occurs in the relationship can lead to aggression and violence. A
longitudinal study of abuse during pregnancy and postpartum set in the USA found that women
who reported controlling behaviors (jealously and suspicion of infidelity) to their husband more
likely experienced PIPV victimization compared women who did not report it (137). In addition,
in Nigerian study of 2008 also identified partner-controlling behaviors as precipitating factors for

experiencing perinatal physical violence (143).

Further research into the dynamics of PIPV discovered that violence is accompanied by male
partners' attempts to limit women's movement outside the home, isolate her from friends and
families, jealously protect their contact with other men, and intentionally undermine her
independence (144). A study set in southern Ethiopia (in 2009) also identified men’s controlling
behaviors as a predictor of IPV (90). In the systematic review of 2015, Ethiopia also identified

wife-controlling behaviors of partners and chat chewing as predictors of IPV (88, 141)

Husbands’ attitude toward pregnancy is also an important factor in predicting PIPV. Most of
researchers from developed and developing countries agree on a positive association between
PIPV and unintended pregnancy. In Norway, for example, the women who reported as their
pregnancy were unintended by their partners were more likely to encounter PIPV than women
whose pregnancy was intended by their current husband (145). This evidence is supported by
several studies of violence before, during, and after pregnancy that were conducted in the USA,
New Zealand, and Nigeria (18, 117, 146-148). Also, in Northern, Eastern, and Northwestern
Ethiopia, numerous studies of violence during pregnancy reported that discordant index
pregnancy intentions had increased the extent and severity of PIPV over the perinatal period
(127, 134, 149). The same is true for experiencing an unwanted pregnancy as a high-rising
factor for postpartum IPV (18). However, some existing evidence in Southern Sweeden and
Nepal has found contradicting results: unwanted pregnancy has not been associated with

experiencing perinatal partner violence (106, 132).

The sex of the index child also predicts IPV encounters before, during, and after pregnancy. In

fact, son preferences over daughters shared in patriarchal family systems from East Asia to South
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Asia, the Middle East, and North Africa. Sons are preferred in these settings because it is
believed that they have a high wage-earning capacity, they continue the family line, and they
usually take responsibility for caring for parents in illness and old age (150). For instance,
Hesketh and collegues study conducted in the China in 2011 and other Asian countries pointed
out that son preferences correlates with aggression and violence (151). Also, a study conducted
in India found that masculinist behaviors, including son preferences were linked with increased
intimate partner violence against women (152). In the same country, a population-based study
conducted in three states of India revealed that husband pressure to have a male child increased
IPV in pregnancy (153). A cross-sectional study of 1309 pregnant women in Vietnam found that
women whose husbands preferred sons were more likely to be abused than women whose

husbands did not prefer sons (154).

Similarly, a hospital-based cross-sectional study in Central Ethiopia pointed out that giving birth
toa male child predicted decreased PIPV victimization (128). In addition, the result of
qualitative research conducted in Pakistan among married women showned that the inability to
give birth to a male child triggered IPV victimization (155). Correspondingly, in Nigeria, a
mixed method approach (both qualitative and quantitative) study conducted in 2015 revealed that
having a male child found to be protective for violence against perinatal women (156). On the
other hand, quantitative studies of perinatal violence in India and Nepal found no significant
correlation between reporting PIPV encountering and the sex preferences of index children (124,
132).

Relationship-level factors associated with PIPV Victmization

Relationship- or family-level factors include those that increase risk due to relationships with
friends, intimate partners, and family members. Those people in a person's closest social circle
who can influence their behavior and range of experiences. The link between these factors and
processes that contribute to the occurrence of PIPV remains complex. The following reviews
could address some of the relationship-level factors: Marital duration, women’s decision-making
autonomy, a couple’s communication about daily life, and interpersonal disparities in education,

income, and age
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Vulnerablity to the violence not only because of women’s fault, but the power imbalance
between partners. When two people of ascribed or attained statuses engage in a marital union,
tensions may arise, leading to marital dissatisfaction or transgressions (144). A spousal age
difference, where the husband is older than the wife indicates a power imbalance in the
relationship. In many cultures, the ascribed power associated with age intersects with the power
associated with masculinity, so that a wife younger than her husband may be at a comparative
disadvantage. Nation-wide studies from the Demographic and Health Survey carried out in
Nigeria and Angola indicated that women who lived with a lower spousal age difference were
more likely to experience IPV than those with a higher spousal age difference of 15 years and
above (157, 158). The meta-analysis of IPV and age disparity in Sub-Saharan Africa also
revealed that having an older partner is a protective factor for violence against women (159).

In contrast, women older than their husbands are more likely to report experiencing violence
from their partners. In the Dominican Republic, for example, 27% of women married to a
younger man report having experienced violence, compared to an average of 18% of women
married to someone older than themselves (144). This could imply that the young man is jealous,
believing that his spouse is having an affair with someone else. Nonetheless, Fernandez
contended that as a woman ages, she often rises in social status, becoming a wife, mother, and
possibly more economically productive or socially influential member of her community. As a

result, older women are less likely than younger women to report current abuse (160).

Similarly, the educational attainment difference is also associated with IPV victimization. The
DHS findings from Malawi in 2010 revealed that education and income disparities among
married couples were predictors of the likelihood of contracting IPV. For example, for wives
with lower-educated husbands, the possibility of experiencing IPV by their current husband
increases with each year of education. However, for wives whose husbands have high levels of
education, their likelihood of experiencing IPV decreases with each additional year of education
(161).

The length of a marriage can also predict the likelihood of PIPV victimization. The estimates of
PIPV can be expected to increase with marital duration because a longer marriage provides more
extended period of exposure (144). In Nepal, a health-facility based study of IPV across

pregnancy and the first year postpartum among 165 women noted that women with marriage
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durations of two to five years were two times more likely to be abused than compared to women
with marriage durations of two years or below (132). Likely, a cross-sectional study conducted in
Pakistan among 300 postpartum women about lifetime physical abuse and during pregnancy was
likely higher among women who have been married for at least five years (103). This notion is
also supported by a study conducted in Turkey (162). Conversely, the study done from 2013-
2014 in Iran also demonstrates that women who have been married for less than five years are
more likely to be victims of abuse during pregnancy (163). Similarly, in India, a facility-based
cross-sectional study of violence during pregnancy showed that women with a married life of
less than one year were seven times more likely to encounter physical violence than women with
a married life greater than one year (164). These correlates are not maintained in some studies

conducted elsewhere (165).

The pattern of household decision-making was found to be a strong predictor of violence against
perinatal women. The more decision-making domains the men dominate, the more likely they
are to be perpetrators of violence. A Nepali study found that women with no decision-making
autonomy were at high risk of experiencing violence from their their husbands. The poor and
middle-class women were found to be 1.38 and 1.48 times more likely to experience IPV as
compared to rich-class women, respectively (120). A study set in Durban, South Africa (2008—
2010) pointed out that low decision-making autonomy significantly correlated with experiencing
IPV during pregnancy and the postpartum period (107). A 2008 study in Nigeria examined the
risk of physical violence for people working in low-status occupations and earning more money
than their partners.

Conversely, having decision-making autonomy was found to be protective against physical
violence (143). A community-based cross-sectional study conducted among 3015 postpartum
women in Eastern Ethiopia found that women with medium household decision-making
autonomy were at higher risk of IPV during pregnancy than women with low household
decision-making autonomy. In the same study, compared to housewives, women working for
cash jobs were more likely to experience violence around the time of an index pregnancy (149).
Likely, a study done in Northern Ethiopia pointed out that women with low decision—making
autonomy were more than twice as likely to be victims of perinatal abuse than women with high

decision-making power in household issues (134). In a study set in Awi Zone, Ethiopia, women
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whose husbands were decision-makers on household issues were more likely to be violated than
to make a joint decision on household issues (166). In a cross-sectional study conducted in
Eastern Wellega, Western Ethiopia (in 2011) was also found that decision-making autonomy in
household issues predictor IPV among married women (89). This was also evidenced by a
systematic review and EDHS report of 2016, which found that decision-making power in

household issues as predictor of experiencing IPV (88, 141).

Poor couple communication was identified as a significant risk factor for IPV victimization over
the perinatal period. A nation-wide cross-sectional study of domestic abuse before, during, and
after pregnancy conducted among postpartum women in China found that women’s report of a
poor relationship with a husband was positively associated with PIPV encountering (97). In
rural Bangladesh, a study reported that having a poor relationship with a husband was a
triggering factor for experiencing perinatal physical violence (136). Another piece of evidence
from Pakistan also examined that couple consanguineous relationship predicts PIPV exposure.
Women who had a distant relationship were four times more likely to be victims of abuse before
and during pregnancy than women who had in close relationship (103). The husband’s frequent
physical fights with other men also predict perinatal partner violence against women, as
evidenced by other studies (156, 167). Similarly, IPV during pregnancy is well-addressed in
Ethiopia.

Community-level factors associated with PIPV victimization

Concerning violence against perinatal women, characteristics of the community in which women
live are an important aspect of their lives, including areas of residence (dwelling in an urban or
rural area), attitudes toward IPV, early marriage status, wealth, and literacy status. In the
following reviews, these are considered high-level variables for community characteristics.
Several studies have found that women living in rural areas are more likely to be victims of IPV.
For instance, a New Zealand study found that 38.8% of rural women had ever experienced IPV,
compared to 33.1% of urban women (38.8% vs. 33.1%, P = 0.007) (168). Similarly, one study
from Nigeria also found that women who resided in rural areas had increased odds of
experiencing physical violence (143). This is also evidenced in the study set in Bangladesh (in
2007). Women living in rural areas suffered more physical and sexual violence than urban

dwellers; and 46% of urban women reported physical violence, compared with 50% in rural
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areas and 12% of women in rural areas reported sexual violence, compared with 9% in urban
areas (169). In Ethiopia, being a rural dweller also increases the risk of maternal exposure to IPV
compared to urban dwellers. Place of residence was identified as one of the strongest predictors
of experiencing IPV during pregnancy in a study from Northern Tigray. Likely, living in a rural
area was found to be a significant risk factor for violence when compared to living in an urban
area(112). This is also reported in some studies conducted elsewhere in Ethiopia (88, 89). On
the contrary, living in urban areas was also found to increase the risk of PIPV. In a cross-
sectional study carried out in Turkey, it was noted that women dwelling in urban areas were

more likely to experience PIPV compared to their counterparts (102).

The presence of supportive wife-beating attitudes in the community also predicts PIPV
victimization. On the other hand, women who live in communities with a high tolerance for
violence have a higher risk of PIPV. A cross-sectional study conducted among 720 pregnant
women in Ethiopia noted that women who lived in communities with wife-beating norms had a
higher risk of contracting abuse during pregnancy (79). Likely, a nationally representative study
of 3,897 reproductive-age women conducted in Ethiopia suggests that women concentrated in
communities with IPV-friendly norms are more likely to be victims of PIPV (121). In
community where there was no support for victims were positively assocationed with IPV in

pregnancy (79).

Also, dwelling in communities with high rates of early marriage is positively and significantly
associated with experiencing IPV. The cross-sectional study conducted in Nigeria indicated that
women living in communities with a high rate of early marriage had an elevated risk of PIPV
victimization (170). A nation-wide survey conducted in Ethiopia among reproductive age-
women identified that women married before legal age were more likely to be victims of IPV
than women married after 18 years of age (121). Women concentrated in neighborhoods with
high women's literacy were less likely to report violence than women concentrated in
neighborhoods with a lower women's literacy level. In Ethiopia and India, for example, studies
revealed that intimate partner violence was higher in communities with lower proportions of
educated women than among women living in communities with high women's literacy levels
(121, 135). This could imply that literate women may argue in order to retain reproductive

autonomy and challenge husband demands, which can lead to violence and transgressions.
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Residing in a community with poor socioeconomic status also predicts violence exposure during

the perinatal period. For instance, a multilevel study of IPV during pregnancy conducted among
2,887 pregnant women in the USA revealed that being residents of low-income neighborhoods
had elevated risk of PIPV (171). Similarly, a population-based study of spousal violence against
reproductive age-women conducted in five transitional countries (Azerbaijan, Moldova, Ukraine,
Kyrgyzstan, and Tajikistan) identified community economic deprivations have been linked with
IPV encountering (172). The study of abuse before, during and after pregnancy in China revealed
that higher rate of the perinatal physical violence among partner residing in low socioeconomic
communities. This implies that violence prevention strategies should focus on couple living in
low socioeconomic groups (97). Conversely, a cross-sectional study in North India examine that
higher socioeconomic status was a protective factor against physical violence against perinatal
women (173).

1.4.4 The effect of PIPV on postpartum modern contraceptive adoption
The association between PIPV and postpartum contraceptive adoption

Numerous victimization studies have been carried out to investigate the interplay between
intimate partner violence and contraceptive use behaviors. However, a few limited literature that
examines the link between PIPV and postpartum contraception, particularly in low-resource
settings, including Ethiopia. The existing evidence provides controversial empirical conclusions
about its impact on postpartum modern contraceptive adoption. The findings are inconsistent and
rely on three relationships. Therefore, these points were kept in mind, while reviewing the

existing studies.

First, some studies have found that women who report IPV have lower rates of contraceptive use
than those who do not. Women in a violent relationship or exposed to IPV are less likely to use
contraception than their counterparts. For example, a 2014 study in India found that 35.9% of
women without IPV used immediate postpartum contraception, compared to 25% of women with
IPV. Compared to their counterparts, women exposed to IPV (49.2%) used contraception more
frequently (47%). A study conducted in Uttar Pradesh, India (1995-1996) found that the adoption
of contraception was lower among women who had experienced physical violence, with only

24% of women using contraception during physical violence and 85% using female sterilization
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(53). This is supported by studies from the same country (India), which found that women who
experienced physical violence from their husband were less likely to use modern methods than
those who did not (174, 175). In a study conducted in the United States (2004-2008), women
exposed to IPV were less likely to use modern contraception after childbirth, with 6.5% of

women exposed to IPV and 15.5% reporting no postpartum contraception (39).

Similarly, in a case-control study from the same country, 17.4% of abused women (cases)
reported non-use of contraception as compared to 10.9% of controls (hon-abused one) (176). A
study in Bolivia (in 2003) also noted that women under Gender-Based Violence were less likely
to use family planning than their counterparts (177). The above literature only addresses
correlates of lifetime IPV and contraception. Whilst there is limited evidence about PIPV and
postpartum modern methods adoption. A study of spousal physical violence against perinatal
women in India revealed that women who reported PIPV were likely to adopt male-controlled
contraception than no contraception (48). Similarly, a longitudinal study of abuse before, during,
and after pregnancy among first-time mothers conducted in the United States revealed that IPV
exposure during the perinatal period reduced the adoption of postpartum contraceptive methods
(49).

Second, several studies have found that women who experience IPV are more likely to adopt
modern contraception methods. It is a protective factor for contraceptive adoption. A cross-
sectional study in New Zealand found that the proportion of women who had ever used modern
methods was higher among women who had been violated (91% vs. 85.2%). Congruently,
family planning-based violence was higher among women who had ever experienced IPV (5.4%)
as compared to those who had not-experienced (1.3%) (168). According to a cohort study
conducted in the United States, women in violent relationships are more likely to choose female
sterilization than those who are not (178). This was also demonstrated in cross-sectional studies
conducted in Nigeria (in 2008) and Bangladesh (in 2007), where women with IPV were more
likely to use modern contraception than women without IPV (169, 179). Correspondingly, a
multi-country study from six Sub-Saharan African countries found that women who had ever
experienced IPV were more likely than their counterparts to use modern contraception rather
than traditional and folk contraception methods (180). The concept of this link is further

supported by several cross-sectional studies conducted elsewhere (176, 181-183). However,
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there has been little research into the relationship between PIPV victimization and modern
contraceptive method adoption. In Honduras, for example, women who reported physical
violence were more likely than women who did not report physical violence to use contraception
(54). A likely urban-based cross-sectional study of IPV victimization among postpartum women
in India found that women's exposure to PIPV increased their use of modern family planning
methods (124). Also, in Kenya, a study of violence among postpartum women revealed that
women exposure to any forms of IPV in pregnancy during COVID-19 had been associated with
increased access to family planning (184). Aside from that, most of these studies only looked at
the relationship between physical violence and postpartum contraception, and ignored the effects

of other forms of IPV on the initiation of postpartum methods.

Third, other studies have found no link between IPV and contraceptive use, but the evidence is
inconclusive. For example, a study conducted in the Philippines found that women's experience
with recent IPV was not associated with the use of modern methods (181). Conversely, a
prospective follow-up study conducted in the United States of America found that non-use of
modern contraception was higher among women who reported perinatal physical violence than
among women who reported no perinatal physical abuse (50). In contrast, a study of postpartum
women in the Democratic Republic of the Congo demonstrated that IPV perpetration was never

associated with postpartum family planning adoption (185).
Predictors of postpartum modern contraceptive adoption

In 2017, a systematic review and meta-analysis (SRMA) of 35 studies conducted in low and
middle-income countries discovered that the prevalence of postpartum contraception was only
41.2% (186). Also, the recent SRMA conducted in low-income sub-Saharan African countries
revealed that postpartum family planning estimates were 37.41% (187). Another prior study of
prevalence from 2005 to 2015 conducted in Sub-Saharan Africa in 2017 found that only 25.1%
of women used modern contraception, compared to 70.7% in the United States of America (188).
On the other hand, Ethiopia has made significant progress toward meeting the FP2020 agenda,
but the contraceptive prevalence rate remains low (55, 56). According to pocket studies
conducted in the country, about 46-66% of women initiated their first methods postpartum (62,
63), whereas only 10-30% of them adopted them within two months post-delivery (62, 63). A

systematic review and meta-analysis of 19 studies conducted in 2020 reported that about 46% of

27



postpartum women had adopted modern contraception in the year post-delivery. Similar, another
systematic review and meta-analysis found that 48.11% of women used modern childbirth
methods after childbirth. However, several factors have been linked to postpartum contraceptive
adoption. For instance, high parity, the educational level of women, and economic status were
positively associated with increased adoption of postpartum contraception. The spousal age
difference and husband’s level of education were negatively associated with subsequent
postpartum contraceptive adoption. A greater spousal age difference and a higher husband’s
education level were associated with a lower likelihood of modern contraceptive adoptions (169,
189, 190). Postpartum contraceptive adoption was found to be longer among Northern
Administrations, those with low education, and those in the poorest wealth quantile in Ugandan
studies (191, 192). In contrast, a multi-country study (17 countries) discovered that age and
marital status did not affect on postpartum contraception adoption except in the Ethiopian
context; adolescents were more likely to use postpartum family planning than older women (193,
194).

In an Indian study, previous IPV experience and a lack of desire for a child were identified as
negatively associated factors for postpartum contraceptive adoption (195, 196) but place of
residence and region were not associated with contraceptive adoption (189, 196). Other findings
revealed that contraception awareness, ethnicity, religion, and living region location are all
factors associated with modern method adoption (175, 195). For example, in an Indian study,
use of modern contraceptives in the postpartum period was initiated earlier among urban women
than among rural women (197). However, a study set in Bangladesh pointed out that religion
was not a predictor for contraceptive adoption (169). A cross-sectional cohort study conducted in
the United States discovered that the risks of delayed adoption of modern methods were more
significant among young women, especially women who actively engage in duty and are covered
by officers' insurance sponsors (198). However, a multi-country study found that the timing of
first contraceptive initiation after birth among young women was too early and faster than that of
older women (199). A cross-sectional study conducted in India (2005-2006) reveals that
alternative factors such as birth order, household asset ownership, wealth index, women’s
education, decision-making capacity, husband’s education, media exposure, and regions of India

are significantly affected by the use of contraception (200). The majority of postpartum women
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want to avoid short-interval pregnancy after childbirth, but they do not use postpartum

contraception (201).

Most importantly, despite the risk of unintended pregnancy, most women use the resumption of
menstruation and sexual intercourse as a marker for starting postpartum contraception (202,
203). On the other hand, after the resumption of menses and sexual activity, nearly half of
women did not adopt postpartum contraception (65). Conversely, breastfeeding status and
postpartum duration are associated with the initiation of postpartum contraception (204).
Correspondingly, a study set in Malawi found that more than 77.6 % of women who had
resumed menses and sexual activity adopted postpartum contraception within 6-9 months
following birth, while at six months following birth, only 28.4% of women adopted initial
modern methods. More surprisingly, at twelve months, 45.8% of women initiated postpartum
modern contraception (205). This is also commonly evidenced in many studies conducted in
Ethiopia (190, 194). The percentage of women who used modern methods between the
immediate and extended postpartum periods can range between 10% and 50% (190, 193).
However, it depends on the type of methods. Several findings support it, but there is no common
picture (205, 206). Many studies in Ethiopia found that the most popular postpartum method was
injectable, followed by pills and implants (190, 194, 207).

In studies, place of delivery and the use of skilled prenatal care was also found to be predictors
of postpartum contraceptive adoption. For instance, a study conducted in Uganda and a multi-
country study indicate that the risk of adopting postpartum contraception is her among women
who delivered at health facility and with minimum recommended antenatal care visits (191,
204). This is also evidenced by several studies conducted elsewhere in Ethiopia. For example,
cross-sectional studies in Dabat District, Gondar, and Aksum Town ( in Northeast, Northwest,
and Northern Ethiopia) noted that ANC care uptake, skilled delivery use, and postnatal care
services utilization increased the likelihood of using modern contraception in the extended
postpartum period (190, 194, 207)

The association between IPV and contraceptive discontinuation

Some victimization studies have found that women in violent relationships are more likely to

discontinue their initial methods than their counterparts. On the other hand, another review found
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that women who experienced IPV were more likely to adhere to their initial methods. A few
bodies of evidence address this juncture, especially for the developing world. According to a
2014 systematic review, women in violent relationships are less likely to use contraception than
those who are not, and women who are exposed to IPV are less likely to report partner-
dependent methods than those who are not (182). The relationship between IPV and
contraceptive discontinuation remains complex, and inconsistent across studies. A multi-country
study found that the odds of contraceptive discontinuation were higher among women who
experienced emotional violence in Egypt, Honduras, and Kenya, while it was associated with
lower odds of discontinuation in Kyrgyzstan. Furthermore, it has been demonstrated that
contraceptive discontinuation was higher among women exposed to sexual and physical violence
in Jordan and Egypt, but lower among women in Tajikistan (208). An analysis of a five-year
prospective cohort study conducted in the United States (2007-2011) found that, when compared
to women who had not experienced intimate partner violence, women who had experienced
violence had a higher rate of discontinuation (both long and short-acting methods) (209). This is
further buttressed by studies conducted in the United States regarding condom negotiation,
which notes that intimate partner violence explicitly affects women’s condom negotiating
confidence with their partners (183). Type of contraceptive methods used also strongly
associated with intimate partner violence. As indicated by a multi-country study, the use of short-
acting methods is independently and positively associated with contraceptive discontinuation
(210).

In many studies, intimate partner violence has been reported as a result of contraceptive
adoption. A study in New Zealand found that contraceptive-based intimate partner violence was
more prevalent among women who had experienced violence than their counterparts. For
example, 5.4% of women who experienced violence were barred from using contraception,
compared to 1.3% of women who did not experience violence (168). The possibility of
contracting IPV is also linked to childhood sexual violence exposure. For example, a study
conducted in Philadelphia, USA found that 50% of sexually active women exposed to childhood
sexual violence used contraception inconsistently in the previous month (211). Another study
found that intimate partner violence was not or only weakly associated with contraceptive
discontinuation (210). According to a 2011 study conducted in Uganda, intimate partner violence

did not predict contraceptive use (212). Intimate partner violence, on the other hand, is
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associated with the non-use of contraception. Women who had experienced physical and
emotional abuse, for example, were more likely than their counterparts to report not using their

preferred method of contraception (176).
1.4.5 Effect of perinatal IPV on postpartum contraception timing

Postpartum contraception allows women to space their births, reducing infant and maternal
morbidity and mortality. However, modern contraceptive use is low in the early postpartum
period when women become exposed to pregnancy risk (213). In this way, exposure to intimate
partner violence may influence women’s health-promoting behavours in different ways including
delayed contraceptive initiation and interrupted use. Adoption timing of postpartum
contraceptive methods continues to be complicated. There is, however, very little empirical
evidence on the impact of PIPV on postpartum contraception timing . According to a postpartum
contraception timing study conducted in Nepal and Tanzania, only 26.1% of women in Nepal
and 30.1% of women in Tanzania used modern contraception in the year (12-24 months) post-
delivery (213).

Similarly, a Yam Daabo cluster randomized-controlled trial study of LARC conducted in
Burkina Faso and the Democratic Republic of the Congo revealed that the median survival time
to method adoption postpartum in Burkina Faso was three months for control groups compared
to two months in the intervention group. In contrast, the median survivival time in DR Congo
was five months for women in the control group and two and a half months for women in the
intervention group (214). In Kenya, approximately 49% of postpartum women adopted the first
modern methods by six months post-delivery, and their median survival time to first modern
methods adoption was seven months (65). The median survival time from sexual activity
resumption to starting modern contraception after childbirth was found to be 19 months in
Uganda and 4-13 months in Tanzania (64, 191). In Ethiopia, a national representative sample
study revealed that the median survival time from the resumption of sexual intercourse to
postpartum method adoption was four months (215). Other small-scale studies carried out in
Ethiopia found that the median survival time for contraceptive adoption after childbirth was six
months in Gondar City, Northwest Ethiopia, seven months in Dilla town, Southern Ethiopia, and
11 months in West Gojam Zone, Northwest Ethiopia (62, 63, 216).
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Several factors have been linked to either delayed or immediate postpartum modern
contraception. The timing of postpartum contraceptive adoption varies with an individual,
partner, relationship, and community-level characteristics such as age, place of residence,
maternal education, household wealth status, appropriate and timely maternal health care
utilization, breastfeeding status, menstrual and sexual intercourse resumption, spousal
communication or approval of birth control, and having a history of abortion, pregnancy loss, or
recent interpersonal violence. Early postpartum contraception was negatively associated with
being younger and living in a city. In other words,they were older and predicted delayed
initiation of postpartum methods. For instance, a longitudinal study conducted in Kenya among
postpartum women revealed that women aged 35-49 had lower odds of adopting modern
methods than women aged 15-24 (65).

Similarly, studies among Indian, Kenyan, and Ethiopian (national data) women found that
women who lived in the urban area adopted methods more quickly than their counterparts (65,
197, 215). Women'’s education status is also negatively or positively associated with immediate
postpartum contraception uptake. Several studies of postpartum contraception timing conducted
in Ethiopia (at the national level and in the southern region), Kenya (in the western part and in
Nairobi Urban Slums), and Uganda found that women with incomplete primary or no formal
education took longer to begin postpartum methods than women with secondary or higher
education (62, 65, 191, 216, 217). Similarly, woman’s socioeconomic status of the woman
predicts the timing of postpartum contraception. As evidenced by a study conducted elsewhere,
women in the poorest wealth quantiles had lower odds of initiating early postpartum methods
(191). Correspondingly. a study conducted in Tanzania found that women living in the richest
wealthiest quantiles were more likely to use postpartum contraception sooner (64). This
correlation, however, has not been replicated in other settings (62). Appropriate and timely
maternal health care utilization, such as early initiation of antenatal care, early postnatal checkup,
facility-based delivery (62, 63, 217), menstrual and sexual intercourse resumption (63, 217),
spousal communication or approval of FP (63, 66), and women’s access to media (215), was
positively and significantly associated with early initiation of postpartum contraception. On the
other hand, postpartum women with a history of abortion (63), pregnancy loss (217),
breastfeeding (64, 215), or current interpersonal violence (217) took longer to start postpartum

modern methods.
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In summary, non- or ineffective use of modern contraceptive methods remains a major public
health concern in developing countries due to its impacts on unintended pregnancy, high rates of
unsafe abortion, and the transmission of sexually transmitted diseases. In this review, a wide
range of socioeconomic and demographic factors have been reported to be associated with
postpartum contraceptive use behaviors. However, the impacts of PIPV exposure on postpartum
modern contraceptive adoption and timing have not been adequately researched, and results are
mixed. Some studies reveal that perinatal women who experience PIPV report lower
contraceptive use than women who do not; other findings note that PIPV exposure increases
contraceptive use after childbirth; and other studies find no significant correlation between the
two. Again, the majority of prior PIPV studies only measured the association between physical
abuse and postpartum contraception. In Ethiopia, PIPV studies and its effect on modern methods
use after childbirth are very limited. Thus, understanding associations is critical, especially in
settings where the rates of both IPV and the unmet need for modern contraceptive methods are

the highest in the world.
1.5 Conceptual framework of the study

Based on the reviewed literature, the conceptual framework indicated below was developed. It It
is structured into individual and community-level factors to see multilevel factors associated with
perinatal intimate partner violence and postpartum contraception. Individual factors are
subdivided into woman-, husband-, and relationship-factors. The framework includes forms of
IPV over three mutually exclusive perinatal time periods (before, during, and after pregnancy).
The time frame is 12 months before or during pregnancy, or in the year postpartum. PIPV is
associated with postpartum contraceptive use patterns (adoption, continuation, switching, and
discontinuations). The detailed conceptual framework is presented below diagrammatically
(Figure 1)
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2. RESEARCH OBJECTIVES AND QUESTIONS

2.1 Research objectives

General objective

The overall objective of this dissertation was to explore postpartum women’s lived experiences

of perinatal intimate partner violence (PIPV); assess the prevalence and associated factors of

PIPV and its effect on postpartum modern contraception in the Wolaita zone, southern Ethiopia.

Specific objectives

1.

To explore postpartum women’s lived experiences of perinatal intimate partner violence
in the Wolaita zone, Ethiopia (Paper I).

To determine the prevalence and patterns of perinatal intimate partner violence against
postpartum women in the Wolaita zone, Ethiopia (Paper I1).

To identify associated factors (individual and contextual) of PIPV against postpartum
women in Wolaita zone,Ethiopia (Paper I1)

To investigate the effect of maternal PIPV victimization on postpartum modern
contraceptive adoption in Wolaita zone, Ethiopia (Paper III).

To determine the rate and predictors of postpartum modern contraception timing among

women who reported PIPV and those who did not (Paper 1V).

2.2 Research questions

1.

What are the postpartum women’s lived experiences of perinatal intimate partner
violence in the Wolaita Zone?

What proportion of postpartum women have experienced perinatal intimate partner
violence in the Wolaita Zone?

What factors ( individual and contextual) are associated with PIPV victimization in the
Wolaita Zone?

Does maternal PIPV victimization have a significant effect on postpartum modern
contraceptive adoption in the Wolaita Zone?

What are rates and predictors of postpartum modern contraception timing among women

who were or were not experienced to PIPV in the Wolaita zone?
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3. METHODS AND MATERIALS
3.1 Study area and period

This study was conducted in the Wolaita zone, in Ethiopia’s South Nations, Nationalities, and
People’s Regions (SNNPR). Wolaita Sodo is its capital town, 330 km south of Addis Ababa,
Ethiopia. Administratively, the zone is divided into sixteen rural districts (woredas) and six town
administrations. It is bordered on the south by Gamo Gofa, on the west by the Omo River, which
divides it from Dawuro, on the northwest by Kembata Tembaro, on the northeast by the Oromia
Region, on the east by the Bilate River, which divides it from Sidama, and on the south-east by
Lake Abaya, which divides it from the Oromia Region. The highest point in this zone is Mount
Damota (2738 meters). The largest ethnic group in this zone is the Wolaita (96.3%); all other
ethnic groups make up 3.7% of the population. Protestant Christianity (71.3%) is the dominant
religion, followed by Orthodox Christianity (21%), and Catholics (5.6%) (218, 219).

The zone is one of the most densely populated zone in Southern Ethiopia (342 persons living per
square kilometer), with an estimated total population of 2.5 million people (according to the
2007 census conducted by the central statistical agency of Ethiopia). The estimated number of
women in the reproductive age group is 582,500. Of these women, the estimated postpartum
population is 86,500. There are 310,454 households in the zone, with an average household size
of 4.84 people (218). There are seven hospitals (five governmental and two private), 68 health
centers, and 345 health posts within the zone. On average, two Health Extension Workers
(HEWsS) are assigned to each health post. The study was conducted between October 2019 and
January 2021. The baseline data were collected between October 2019 and January 2020, and the

final data were collected between October 2020 and January 2021.
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Figure 2: Map of the study area, Wolaita zone, Southern Ethiopia, October 2019-January 2021 (Source: Wolaita

Zone Finance and Economic Development Department, 2019).
3.2. Study design

A convergent parallel mixed-method study design (concurrent triangulation approach) was
employed for this study. Given that such a study approach is used to confirm, cross-validate, or
corroborate findings within a single study (220). For paper I, a phenomenological study was used
to explore postpartum women’s lived experiences of perinatal intimate partner violence and its
leading circumstances. This approach underpins the interpretive ontological and epistemological
paradigm, which seeks to understand the lived experience through the eyes of the people
experiencing it (221). This approach offers an opportunity to explore postpartum women’s lived
experience of perinatal abuse. This study allows the investigator to understand not only the
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person’s lived experience, but also the conditions surrounding it (221, 222). In this way,
phenomenology holds both philosophy and methodology. Furthermore, this approach offers
interviewees with numerous opportunities, such as catharsis, self-reflection, healing,

empowerment, and a sense of purpose (222).

For paper Il, a community-based cross-sectional study design was employed to determine the
prevalence of PIPV and identify factors operating at different levels. For paper I11-1V, a classical
cohort study design was conducted to examine the nexus between PIPV and postpartum modern
contraception (adoption and timing). In a classical cohort study, groups are ascertained for the
study based on their single putative exposure ( risk factor) status (223). In our study, postpartum
women were classified as "exposed” when they reported PIPV and "non-exposed™ when they did
not report PIPV.

3.3 Population

Source population: All postpartum women living in the Wolaita zone during the study period

were considered the source population.
3.3.1 For the qualitative part, the study population

Conveniently selected postpartum women to report their violent grievances to police stations,
health facilities, and women's, children's, and youth affairs departments as a study population to
investigate the lived experiences of PIPV and leading circumstances. Key informants were also
selected based on their close relationships with victims and were assumed to be rich resources of
information resources on the study topic. So, health extension workers (HEWSs) from health posts

who interact with women seeking treatment for other conditions (224) were interviewed.
3.3.2 For the quantitative part, the study population

For paper Il, the study population consisted of all postpartum women in the zone’s randomly
selected districts and town administrations. Paper Il and 1V, it was follow-up study, all
postpartum women enumerated and enrolled for papeer Il were considered the study population
for paper 11l and IV, and interviewed at the end of the year.
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Sampling and study units: For this study, "Woreda" (a district), ‘Keble” (a cluster), and
"postpartum women™ were considered the primary, secondary, and final sampling units,
respectively. The study units, or respondents, were individuals identified at the last sampling

unit.
3.4 Study eligibility criteria
Inclusion criteria

For the study aimed to determine the prevalence of PIPV and its associated factors, all currently
married postpartum women who have lived at least six months in the study area were included.
The inclusion criteria also comprised women of reproductive age who have lived with a current
husband for at least one year, were within six weeks postpartum; had no desire to become
pregnant for one year and have a child; had a permanent address, and had alive infant.
Furthermore, women without psychiatric disorders who volunteered to participate in the study

were included.
Exclusion criteria

Postpartum women who were not married, had no intention of limiting or spacing births in the
year following the survey, had begun modern contraceptive use, had a hysterectomy or whose
husband had vasectomy, or had a history of stillbirths or fetal deaths were excluded from the
study. Postpartum women who were not married and foster mothers of deceased or living
children were excluded from the study. In addition, study participants who were assumed unable
to be interviewed or provide valid information because of mental, hearing, speaking, or other

medical problems were excluded.
3.5 Sample size determination
The sample size for paper |

A total of 22 participants who were not part of the quantitative study were recruited from urban
and rural settings with the support of HEWs and the head of Women, Children, and Youths
Affairs department (WCYAD) to explore postpartum women'’s lived experiences of PIPV and its
contributing conditions. The sampling adequacy was determined by data saturation criteria (220),
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and achieved with the 20" interviewee and further data collection stopped after interviewing
two participants. The consistency of stories and experiences that emerges from interviewees was
focused on realizing data saturation. Similarly, five HEWs from rural health posts were

interviewed as key informants.
Sample size determination for paper 11-1V

A representative sample ensures sufficient power to detect statistical significance and depends on
selecting specific factors and crude estimates. For each paper, alternative sample sizes were
calculated considering the single and double population proportion formulas. Then, the largest
sample size was taken to increase power and precision. All the sample sizes were computed

using the STATCALC application of Epi-info version 7.0 statistical software.
The sample size for paper 11

This objective aimed to determine the prevalence of PIPV and its associated factors. Thus, the
sample size was calculated by using two options to determine the optimal sample size. The first
sample size was determined considering the single population proportion formula based on the
following assumptions: The outcome variable was PIPV. As no similar study was conducted in
the country to determine the sample size , analysis from other developing countries was used.
The proportion of postpartum women who reported PIPV in Nigeria was 43.8 % p = 0.438) (94).
A 95% confidence interval, a 4% margin of error, and a design effect of 2 were all considered.
Finally, 10% was added for non-responses and missed follow-ups. The final sample was 1301.

The following single population proportion formula was used to calculate the sample size.

Za\?
(T) *p(1-p)
n= 72 *deff*1-non-response rate, where

Z=percentile of the standard normal distribution
P=proportion of study population reporting perinatal IPV from the other study
d=the desired precision of the estimate

deff=design effect for the multi-stage nature of the sampling procedure
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n=total sample size

The second sample size to identify factors associated with PIPV was determined by considering
two sample comparisons of proportions (the double population proportion formula). Based on
this, decision-making power on household issues was found to be a vital factor in previous
literature (91). The proportion of IPV among married women whose household issues are agreed
by husband only was found to be 68.6 %, while proportion of IPV among women whose
household issues are decided by jointly was assumed to be 53.6 % by considering 15% risk
difference, 95% CI, 80% power with a ratio of 1:4 (r = 4) and design effect of 2. Finally, 10%

added for non-responses and the final sample size became 1236.
The following double population proportion formula was used to calculate the sample size.

2
[ P
P(1-P) 2(1-P3y1-1)
<Za/2 - +Zﬁ\/P1(1_p1) +—r

(P, —P)*(1—1)
The assumptions were that P = pooled proportion (P1 + rP2)/ (1+r), P; = proportion of

n =

outcome/exposure among populationl, and P, = proportion of outcome/exposure among
population 2. Za/2 = corresponding z score for a significance level of (1 - o) %, Zz =
corresponding z score for power (1-B), r = ratio of exposed to unexposed to the outcome of

interest for the two groups, and P = pooled proportion.
Sample size for paper IllI

This objective is aimed to examine the effect of PIPV exposure on the first postpartum modern
contraceptive adoption. Simultaneously, predictors of the first postpartum modern methods of
childbirth adoption were to be identified. As per our review of previous studies at the conception
of this study, no similar study was conducted in the country to be used as a base to determine the
sample size. Based on this, we have used studies from other countries (Kenya and India). First,
the sample size was calculated using a single population proportion formula by considering the
following assumptions: 49 % of contraceptive adoption after childbirth (65), a 95% confidence
level, a 4% margin of error, and a design effect of 2. Finally, 10% was added for non-responses

or missing during the follow-ups. The final sample became 1,320.
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Second, the sample size was determined considering the effect of perinatal violence (main
exposure variable of interest) on postpartum contraceptive adoption. Based on this, the
proportion of immediate postpartum contraceptive initiation among women who reported 1PV
was found to be 25% ( P,=0.25) and the proportion of postpartum modern contraceptive
adoption among women without IPV was assumed to be 35.9% (P,=0.359) to 10.9% risk
difference (53). A 95%; level of confidence with a power of 80%, a ratio of 1:1 ( r=1), design

effect of 2, and a non-response rate of 10% was considered, giving a final sample size of 1,232.
The sample size for paper 1V

The fourth paper aimed to determine the rate and predictors of first postpartum modern
contraception timing among married women with and without PIPV. The sample size was
computed using STATA Version 16.0. As no similar research was conducted in the country to
determine the sample size, a study from another developing country, Uganda (191), was used by
taking the 50% survival time among groups (rate of event equal to survival probability rate),
90% power, 5% level of significance, and hazard ratio (1.83). The final sample size was assumed
to be 494, considering the design effect of 2 and a 10% non-response rate. The following
equations were used to calculate the required sample size. The sample size (n) = [(number of

(Zaz/2+ZI;)2

>alog AHR where a

event/probability of event)*deff]/(1-non-response rate). Number of event=

=Threshold probability for rejecting the null hypothesis (Type | error rate), f=probability of
failing to reject the null hypothesis under the alternative hypothesis (Type Il error rate),
p =survival probability rate in group 1 (exposed), g=survival probability rate in group 2
(unexposed), and AHR=Adjusted hazards ratio. The probability of event = Pr (event) =1- (P S1
(t) +qS2 (1).

As this study was longitudinal study and required a similar sample size, the maximum sample
size of 1,320 was taken for all the objectives. However, 1,342 postpartum women who met
inclusion criteria were approached at the time of data collection to increase the power of the
study. Taking this as the final sample size will increase the precision and power of the study for

the remaining objectives.
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3.6 Sampling procedure
Sampling procedure paper |

The recruitment of participants was continued until theoretical saturation was reached, i.e., until
no new insights or information emerged from adding more interviewees. Participants in in-depth
interviews were enrolled based on the following criteria: being currently married postpartum
women aged 18 and older, having index children under the age of twelve months, and reporting
violent grievances to either health posts or the WCYAD. A total of twenty-two participants were
recruited using the convenience sampling method and consecutively interviewed at each site
(225, 226), where informal interviews were conducted prior to sequential questioning (227).
There were no interviewees who met the inclusion criteria and were approached for interviews
who declined to take part in the study. Similarly, five health extension workers from rural health
posts who interact with women seeking treatment for other conditions (224) were also
interviewed. The interview included health extension workers who had at least a college diploma
in health science and had been working in the health extension program at health posts for more
than two years.

Sampling procedure paper I1-1V

A multistage cluster sampling technique was used to identify study participants who would be
enrolled in this follow-up study. The zone was stratified into rural districts (16 in number) and
town administrations (6 in number). As a rule of thumb (~30%), seven out of the twenty-two
districts ("Woredas™) (four rural districts: Damot Woyde, Offa, Kindo Koysha, and Bolose Sore)
and three town administrations: Boddit, Soddo, and Areka) were randomly selected. These
districts and towns were further clustered by 'Kebles," Ethiopia's lowest administrative unit, and
stratified into rural and urban Kebles. Then, twenty-four (16 rural, 8 urban) and fourteen (8
urban, 6 rural) kebles were randomly selected from rural district and town administrations,
respectively. With this, a total of thirty-eight (twenty-two rural and sixteen urban) Kebles were
selected randomly considering the size of Kebles per each district. Each keble’s sample size was
determined considering probability proportional to the size, and its expected number of
postpartum women. Data collectors compiled the household lists with eligible women from a

family folder of health extension workers (HEWSs) with the guidance of HEWSs. When a
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household had more than one eligible woman, only one was chosen at random. Finally, 1,342
eligible women who met the eligibility criteria were included in the baseline survey, as these

were slightly higher than the calculated sample size of 1,320 versus 1,342.
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3.7 Study variables

3.7.1 Dependent variables

For paper Il: Perinatal intimate partner violence
For paper Il1: Postpartum modern contraceptive adoption status

For paper IV: First postpartum modern contraception timing

3.7.2 Independent variables

Higher-level (level-2) variables: The high-level variables are community-level variables
represented by individuals living in the same cluster.

The women’s residency was classified as urban or rural based on the Ethiopian Central
Statistical Authority's descriptions of the respondent’s location. An area with at least
2000 people or more is labelled “urban™ and fewer than 2000 are labelled "rural” (228).
Individual-level characteristics (education, age at first marriage, wealth status, decision-
making autonomy, and IPV-favoring norms) were aggregated to construct other
community-level variables. Cluster aggregates were computed using means (for normally
distributed characteristics) or median (for non-normally distributed characteristics).

Finally, high-level variables were recategorized into lower and higher categories.

Individual-level (level-1) variables: Individual-level variables considered in the analysis were

women-, partner-, and relationship-specific variables.

The following women-specific variables were investigated: sociodemographic and
socioeconomic factors (age, age at first marriage, education, religion, ethnicity,
employment, number of children, witnessing inter-parental violence, attitude toward IPV,
wealth status, place of delivery, and so on), and obstetric and reproductive factors
(history of abortion, unintended pregnancy, breastfeeding status, postpartum amenorrhea
status, sexual activity resumptions, and so on).

Education, employment, pregnancy intention status, sex preferences, wife-controlling
behavior, alcohol consumption, substance abuse status, and other partner-specific

variables were included.
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e Relationship-specific variables included women’s decision-making autonomy, the
duration of the marriage, educational, and income differences between the couple, and

their communication status on daily life issues.
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Table 1:Description of variables and measurements for the study in Wolaita zone, Southern Ethiopia, from October 2019-January

2021

Variables

| Categories/Measurements/Definitions

Dependent variables

Perinatal intimate partner violence

The exposure to perinatal partner violence was measured using Section 7 of the WHO standardized questionnaire (4). labelled
‘yes’ if a woman reported at least one act of perinatal psychological, physical and sexual partner violence, and otherwise”no”
for not experiencing it at all (Cronbach’s 0=0.86).

Perinatal psychological violence

If a woman reported at least one of the following violent acts during her perinatal period, she was labeled "yes": if her husband
insulted or made her feel bad, belittled or humiliated her in front of others, intimidated or scared her on purpose, or threatened
to hurt her or someone she cares about (Cronbach's = 0.84).

Perinatal physical partner violence

If she reported at least one of the six perinatal acts, such as being slapped or thrown something, shoved, hit with a fist or
something, beaten or kicked, choked or burned, or threatened with a knife or gun, she was labeled "yes" (Cronbach's =0.82).

Perinatal sexual violence

The woman was labelled "yes" if she mentioned at least one positive response to questions about whether her husband
physically forced her to have sexual intercourse, having intercourse out of fear, or being forced to perform degrading or
humiliating types of intercourse without her consent during the perinatal period (Cronbach's =0.79).

Postpartum contraceptive adoption

Women were designated users if they reported using male or female sterilization, implants, the IUD, injectables, pills, male or
female condoms, and emergency contraception. All other individuals were considered non-users of modern contraceptive
methods.

Postpartum contraception timing

The time length to modern contraceptive use postpartum was recorded in months using a reproductive (contraceptive) calendar
(229, 230). The event was coded as “1” when women reported modern contraception adoption and “0” otherwise.

Community-level (level-2) variables

Place of residence

It is classified as urban or rural based on the Ethiopian Central Statistical Authority descriptions of respondent’s location. An
area with 2000 people or more is labeled ‘urban’, and fewer than 2000 is labeled ‘rural’(228).

Early marriage

Labelled as low if the proportion of women who married before 18 years of age in the community was 0-50% and labeled as
high if the proportion was between 51% and 100%.

Women'’s literacy level

Labelled as low if the proportion of women who attended formal education in the community was 0-85% and labeled as high
if the proportion was between 86% and 100%.

Women’s IPV attitude

Labeled as low if the proportion of women who justify IPV favoring attitude in the community was 0-39.9% and labeled as
high if the proportion was between 40% and 100%

Women’s decision-making | Labelled as low if the proportion of women’s participation in decision making related to the household issues in the
autonomy community was 0-83.3 % and labeled as high if the proportion was between 83.4% and 100%
Wealth status Labelled as low if the proportion of women in the community was 0-39.9% and labeled as high if the proportion was between

40% and 100%

Individual-level(level-1) variables

Women-specific variables

Age

The women's ages were divided into seven groups based on five-year intervals, which were later recoded into three categories:
"24," "25-34," and "35-49."

Age at first marriage

Constructed as < 18 years and > 18 years
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Ethnicity

Each ethnicity was entered and later recoded into "Wolaita," ‘Amhara’, ‘Gurage," and "Others." Others were merged because
they were too few for logistic regression.

Religion

Each religion was entered and then classified as "Orthodox," "Protestant,” or "Other." Others were merged because they were
too few for logistic regression.

Education status

The maximum education attained by the women grouped into three levels: illiterate, primary, and Secondary+

Occupation status

The respondent’s current employment status was classified as "housewife," "employed in government, nonprofit, or private,”
"merchant," and "others," and was later reclassified as "employed" and "unemployed."

Wealth quintiles

Using the EDHS questionnaire, household asset ownership (141) was assessed , and computed using principal component
analysis. Wealth status was constructed into three terciles: Poor, Middle class, and Rich

Witness inter-parental violence

“Yes’ or ‘no’ based on their answer to the question, “As far as you know, did your father ever hit yourmother?”

IPV favoring attitude

Women'’s attitude towards wife-beating was categorized into ‘Yes’ and ‘No’ and composed from responses to five scenarios: if
she goes without telling him, if she neglects the children, if she refuses to have sex with him, if she argues with him, and if she
burns the food (Cronbach’s 0=0.78) (4, 141). A woman favours a wife-beating attitude if she justifies at least one of the listed
scenarios.

Number of Living Children

Grouped as > 2, 3-4,and >5

Women’s decision-making
autonomy

It was measured by asking whether women participated in personal health care, daily household purchases, major household
purchases, visits family or relatives, husband’s and her income (Cronbach’s 0=0.76)(141).

Labelled as "low autonomy" if she was involved in three or fewer household issues and"high autonomy"if the woman was
involved in at least four of the listed household issues.

Husband-specific variables

Educational status

The highest level of education attained by her husband grouped into three levels: none, primary, secondary and more than
secondary

Occupational status

The current employment status of the husband is grouped into ‘farmer’, ‘employed in GO,NGO or in private’, ‘Merchant’,
and ‘Others’ and later recategorized : ‘employed’ and ‘non-employed’

Alcohol consumption status

Classified ‘Yes’ if partner drinks alcohol and ‘no’ otherwise.

Substance abuse

Classified ‘Yes’ if respondent drinks alcohol, chews khat or smokes tobacco and ‘no’ otherwise

Wife controlling behavior

Labelled it "yes" if she reported at least one affirmative answer to the following questions about whether her husband did it or
not: tries to keep you from seeing friends? Trying to restrict contact with your family of birth? Insists on knowing where you
are at all times? Ignores you and treats you differently? Gets angry if you speak with another man? Is it often suspicious that
you are unfaithful? Does he expect you to seek his permission first? (Cronbach’s a=0.79) (4)

Intendedness of index pregnancy

Structured into three labelles: ‘Wanted the pregnancy’, Wanted to delay the pregnancy’, and ¢ Never minded about it’

Sex preferences

Grouped into three labelles: ‘Male’, ‘Female’, and ‘Never mind it’

Relationship-specific variables

Years couple lived together

The number of years the woman lived together with her husband was constructed as one to five, six to ten and eleven and
more years

Age difference

The age of women compared to husbands is categorized into three groups: Young, The same and Older

Income difference

The relative income of woman to husband constructed into: No income, Earn less , Earn the same and more income

Asset Ownership

Women'’s status in owning property and assets were recorded as “Yes” if a woman reported she owned land and /or house
lonely or jointly and otherwise “No”.
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3.8 Data collection instruments

The instrument for Paper I: Semi-structured, in-depth interview guides were adapted from a
WHO document on researching VAW (87). The two groups were interviewed using different
interview guides: postpartum women violence victims and HEWSs. The interview guides for
postpartum violence victims included main and probing questions about sociodemographic
characteristics, marriage history, index pregnancy intention, contraception, and perinatal IPV
experiences for index birth. The HEW interview questions probed the reasons for postpartum
women visiting the health post, the reporting of IPV, and the types of IPV reported. All of the
guides were written in English, and the interviews were conducted in either 'Wolaitagna' or

Ambharic, depending on the interviewees' language preferences.

The instrument for paper I1-1V: For the study of prevalence and associated factors of PIPV, the
data collection tool was adapted from section seven of the WHO and EDHS standardized
questionnaire (4), designed for the study of violence against women (VAW). The questionnaire
included relevant acts related to psychological, physical, and sexual IPV. After women reported
their experiences with each act of perinatal abuse, they were asked further whether it occurred
either in the year before pregnancy, during pregnancy, or in the postpartum period. For studies of
postpartum modern contraceptive use behaviours, a contraceptive calendar was used (229, 230).
The event was coded as “1” when women reported any modern contraceptive adoption and “0”

otherwise.
Pre-test of the instrument

All the pre-tests of the instruments were conducted in similar urban and rural settings on 10% of
the total sample size before actual data collection. According to the pre-test findings, minor and
necessary modifications were made to the questionnaire, including the frequency and timing of
violence's occurrence in the perinatal period (before, during, and after pregnancy). Finally, the

settings included in the pre-test were excluded from the main study.
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3.9 Data collection procedure

For paper I: A single, neutral, bilingual interviewer [TL], a male principal investigator with a
Master's degree in Reproductive and Maternal Health and experience in qualitative research was
conducted the interviews to avoid inter-interviewer differences. The interviewer had no contact
with the service centers to ensure that their responses were not influenced. Face-to-face
interviews were conducted with participants in a private and quiet environment, either at the
health posts or the WCYAD, depending on their personal preferences. The interviews were
conducted in both Amharic and Wolaitagna. An empathetic rapport was established with each
particiapnts for 5 to 7 minutes. Each interviewee was asked for permission to record the audio
and interviewed separately. The average length of the interviews was thirty-five minutes. Field
notes were taken to capture key messages as well as nonverbal cues from participants. The
interview guide was slightly modified after the first four participants were interviewed to

accommodate new ideas.

For paper 1lI-1V: The training manual covered the study's goal and implementation, the
fundamentals of violence against women, the composition of a questionnaire, and interviewing
techniques. Thirty-eight nurse data collectors (married, female, diploma holders, and fluent in
Wolaitagna and Amharic) and eight supervisors (all with a bachelor of science degrees in public
health) were recruited and trained intensively for two days. Training was provided separately in
each district for administrative purposes. The training focused primarily on the purpose of the
study, the contents of the instruments, and how to check the nuances of coding, errors, and
consistency of each questionnaire, as well as perform a role-play and pre-test of the instruments.
At the baseline interview, eligible women's contact addresses (district, keble, village, or got),
name of the women’s health development army (WHDA), head of WHDA, house and phone
numbers, and name of the head of the household were recorded for relocating and arranging the
follow-up interview. The specific identification numbers (codes) were given to all the registered
eligible women to avoid confusion and to link the data during the re-interview. The baseline
survey included sociodemographic, economic, psychosocial (e.g. perinatal partner violence),

reproductive and obstetric characteristics, and risk behaviours.

Finally, data collection were conducted privately in local languages (‘ Wolaitagna’ and Amharic)

based on the preferences of the study participants. If the interview was interrupted by someone,
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the topic of violence was switched to a questionnaire about women's health issues. Then, study
participants were on follow-up for a year after the baseline survey whether they adopt the
modern methods or not, and data on the reproductive events (e.g. breastfeeding, resumption of
menses and sexual activity), PIPV (psychological, physical and sexual violence) exposure status,
and contraceptive use patterns (adoption, switching, continuation, and discontinuation) were

collected at the final interview.
3.10 Data quality control
For the qualitative part (trustworthiness of the data)

The persons triangulation was made to ensure transferability of the findings (222). In addition,
different attempts were made to interview heterogeneous groups of participants to triangulate
findings: both urban and rural residents, women living with their abusive husbands, and women
who left violent relationships. The verbal transcripts were read to each interviewee, and their
feedback was incorporated to ensure the integrity of the collected data. Immediately after the
interview, with a fresh mind, all transcriptions and field note extensions were made. All the
contents of the transcripts were cross-checked with the audio records. Audio records, field notes,
and verbatim transcriptions were saved in a secret and safe place for the cross-checking process,
which sustained the consistency of the interpretations. Computer-assisted data reduction (coding
and categorization) was conducted using the Open Code software version 4.02 without missing

its central idea.

For the quantitative part: Different actions were taken, from designing the tool to the data
analysis and interpretations to ensure the quality of the data,. The questionnaires were adapted
from a standard and cross-culturally validated WHO multi-country study tool on domestic
violence against women and DHS. In addition, the quality of the data was maintained by
pretesting, training, and supervision before actual data collection. As the topic of the study was
sensitive, questions were customized to local expressions following the study's pre-test to avoid
various forms of measurement bias. Both the data collectors and supervisors were recruited,
trained, and accustomed to local languages, cultures, and events. Close supervision and daily

checking of the questionnaires were made to ensure completeness and consistency. The inter-
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item consistency of the indicators to measure each form of PIPV was checked using Cronbach-

alpha at 0.7 cut-off of points.
3.11 Data management (processing and analysis )
For paper |

The data was collected from two target groups for triangulation to esure the finding’s
transferablity (222). All audio recordings were transcribed word by word and translated into
English. The transcribed data were audited with each interviewee to ensure trustworthiness and
minimize errors. A simultaneous reading of verbatim transcripts alongside each audio-recorded
voices was performed to check for errors in all interview transcripts. Final transcripts were also
compared with field notes to ensure quality. Computer-assisted coding and categorization were
conducted on verbatim transcripts using Open Code software version 4.02. The text was read and
re-read several times to become familiar with the data. Line-by-line coding was then conducted
by the principal investigator [TL]. The key attributes of each term or narrative were coded and
tallied and later used to create categories. The codes were compared based on their similarities
and differences, and subsequently grouped into categories. Data were analyzed thematically,
using deductive and inductive coding (220) where salient quotes were used to support the
themes. The consolidated criteria for reporting qualitative research (COREQ) from a 32-item

checklist was used to report the findings (231).
For paper II-1V

The collected quantitative data were coded, entered into Epidata version 3.1, and exported to
SPSS for Windows 25 for cleaning, editing, and analysis. Descriptive and summary statistics
were computed in numbers and percentages. The socio-economic quantiles were computed using
principal component analysis (PCA). The Kaiser-Meyer-Olkin Measure of Sampling Adequacy
(KMO) and Bartlett’s test of sphericity were used to indicate variables' adequacy and correlation
between items for the household wealth index, respectively. The continuities in PIPV were
measured using a post hoc (McNemar’s) test that detects statistical evidence of change of
violence between pre-pregnancy and pregnancy and or between pregnancy and the postpartum

period.
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For paper Il: The hierarchical data with 1,342 postpartum women nested in 38 clusters (Kebles)
was constructed. Kebles were considered as clusters, and keble-level factors were taken as high-
level (level-2) variables. The size of each cluster included in this study ranged from 20 to 43.
Multilevel logistic regression models were computed to examine the link between PIPV and
individual and contextual factors using STATA version 14. This model was preferred to avoid
the clustering effects of factors operating at different levels on the outcome variable and violate
the assumption of independence in standard logistic regression (232). The measures of
association (fixed-effect) were shown as odds ratios at a 95% CI. All significant variables at the
p-value < 0.05 in bivariate analysis were considered candidates for multivariate analysis. Four
Models were constructed in multivariate analysis. In Model I, a null or unconditional Model with
no independent variables was fitted to examine total variation in experiencing PIPV across
communities and justify using multilevel analysis. In Model I, individual-level variables were
added to the null Model. In Model 111, only community-level variables were included in the
unconditional model. Finally, the full Model, Model IV was fitted to examine the effect of both

individual and community-level factors.

In this study, we computed likelihood ratio test, Intra-class Correlation Coefficient ( 1CC),
Median Odds Ratio (MOR, and Proportional Change in Variance (PCV) to measure variation
between clusters. ICC quantifies the degree of variation in PIPV victimization between clusters (
the ratio of the between-cluster variance to total variance). ICC(p)=02/(c? + 2 /3) (233, 234),
but MOR is quantifying heterogeneity in outcomes between clusters (presents the cluster
variance in the odds ratio scale) and is defined as the median value of the odds ratio between the
enumeration area (EA) with the highest risk of encountering PIPV and EA at the lowest risk

when randomly picking out two EA (235).

MOR=exp,/2 * 82 = (0.6745) ~MOR=exp(0.95*). The &% indicates that the total

variance

The PCV was also computed for each model concerning the unconditional model to measure the
total variation attributed to the individual- and community-level factors in explaining PIPV

var (null model)—var(full model)

encounters (236, 237). PCV=

var (null model)
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Variance inflation factor (VIF) were used to test for multicollinearity between the independent
variables. A VIF value >10 indicates the presence of collinearity. Wherever multicollinearity
existed, one of them was dropped from the model in turn. The model comparison was done based
on deviance (the negative 2 log-likelihod (-2LL)) since the models were nested. Akaike's
Information Criterion (AIC) was used for model selection, and the model with the lowest
deviance and AIC value was considered the best-fitted model and used for data description
(238).

For paper Il1: To determine the effect of PIPV on postpartum modern contraceptive adoption
and other predictors, bivariate and multivariable analyses were conducted. A modified Poisson
regression model with a robust error variance was used to estimate crude and adjusted relative
risk ratios with 95% confidence intervals. This model was an appropriate one for prospective
studies with common binary outcomes (incidence of 10% or more) and avoided overestimation
of effect size (239, 240). All variables having p<0.05 were retained in the final model.
Multicollinearity between the exposure variables was checked using variance inflation factors
(VIF). The presence of collinearity was declared if the VIF value was >10. Overall, perinatal
violence exposure correlated with the types of violence that women experienced. The perinatal
sexual violence variable was therefore dropped, while other variables were retained in the model.

For paper 1V: The overall time interval to the first postpartum modern contraceptive adoption
was estimated using the Kaplan-Meier survival curve and compared using the Wilcoxon log-rank
test across different variables. Because of the hierarchical nature of the data collected from 1,292
postpartum women nested in 38 clusters (Kebles), multilevel survival models based on different
parametric survival distributions (exponential, Weibull, Gamma, log-logistic, and lognormal)
were fitted. Therefore, this violated the ordinary regressions assumptions i.e observations are
independent and have equal variance across clusters. The study participants within each cluster
ranged from twenty to forty-three. We have checked Proportional Hazard (PH) assumptions
using a global schoenfeld residual test and was found to be violated (p<0.05). In effect, cox
proportional regression model was not an appropriate model for this data. The multilevel
parametric survival regression model is one of the best model for the right-censored data and
yields unbiased estimates of the risk of the occurrence of the target event (241). As a result, the

model accounts for the cluster-specific random effects on survival outcomes (242). The
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accelerated failure-time (AFT) model and the PH model are commonly used models to assess the
effect of covariates on the baseline hazards function. In the AFT model, the covariate effect is
multiplicative on the time scale, whereas it is multiplicative on the hazard scale in the PH models
(242, 243). We preferred AFT than the PH model because it directly accounts for the effect of
covariates on survival times rather than the hazards rate, as the PH does, and it yields more
accurate inference, proper fitting of the model and easy interpretation of the results (244, 245).
Then, time ratio (TR) rather than hazard ratio (HR) were used to report time length-to-
postpartum contraceptive use. The intraclass correlation coefficient (ICC) for the intercept only
model was calculated to determine whether or not the multilevel survival analysis was required.
ICC measures the total variation of postpartum contraceptive use timing between clusters
without any covariates (244, 246). The model comparison was made using the log-likelihood
ratio test, Deviance (-2LL), and Akaike’s Information Criterion (AIC) value. The model with the
lowest deviance and AIC was selected as the best fitted model and used to describe the data. All
variables with a p-value of less than 0.05 in bivariate analysis were considered candidates for
multivariable analysis. In the multivariable multilevel analysis, the adjusted time ratios along
with the 95% CI were used to show level of significance and strength of association.

3.12 Ethical considerations

The research proposal was reviewed for scientific and ethical integrity and then approved by the
Institutional Review Board (IRB) of the College of Health Sciences at Addis Ababa University
with a protocol number of 006/19/SPH. Following this, the school of public health wrote a
formal letter was written to the zonal administration. Formal permission and consent were
obtained from all relevant local administrators at various levels. This study was conducted with
the full respect of WHO ethical and safety recommendation guidelines on researching violence
against women (247). This was implemented as follows: for the purpose of data collection, the
study was framed and introduced to the community, household members and respondents as the
study of "women’s health and life experiences" to reduce any events of violence inflicted on data

collectors as well as study participants for disclosing the problem of violence in the family.

The interview was conducted by married and experienced women in household surveys. Both
supervisors and data collectors received specialized training on violence against women, as well

as ongoing assistance. The debriefing session was organized to discuss what they are hearing,

54



their feelings about the situation, and how it influences them in the data collection and oversight
processes. The right to withdraw from the data collection process was assured to data collectors.
In addition, the interviewers were trained to handle women requesting support during data
collection. Each participant provided written informed consent for every phase of the study.
Before commencing the interview, participants were informed that they had the complete right to
agree or disagree to participate in the study and to withdraw at any time during the interview.
All interviews were conducted in complete privacy, except for children aged less than two years.
Rescheduling or locating a safe place and time was informed based on their preferences. If the
interview was interrupted, the participants were assured that the interview would be terminated
and the topic of discussion would be changed to dummy questions such as breastfeeding or
family planning related questions. Moreover, study participants were informed to use some
games to entertain children during interviews. For respondents aged 15-17 years, assent was
obtained from parents or guardians. For in-depth interviews, interviewees were well-informed
not to mention a third person’s name during audio recordings, including their own respective
names. The confidentiality of the collected data was maintained by assigning unique anonymous
codes (P-1, P-2, P-3, etc.). All study information was kept secure and confidential with the first
author. Audio recordings and transcribed data are not disclosed to third parties without the
consent of the participant. This study's benefits and risks were debriefed. The women were
informed that there would be no direct benefit to their participation in this study. However, the
importance of her experiences to other women was discussed. Again, to minimize harm, we did
not inform the wider community that the survey includes gquestions on violence, and again, the
study was framed as being about women’s health and their life experiences. After the interview,
participants were given the opportunity to visit a psychiatric nurse if they experienced any
psychological discomfort.

3.13 Operational definitions

e Intimate partner-purpose of this study ‘intimate partner’ referred as a current husband who
lived or living together with respondents
e Intimate partner violence: is defined as a mother's self-reported experience with one or

more forms of psychological, physical, or sexual violence.
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Perinatal intimate partner violence: Any violence committed by the current husband in the
year preceding the pregnancy, during the pregnancy, or up to one year after childbirth (12,
13).

Psychological intimate partner violence: If a woman reported at least one of the following
violent acts in the year before, during, or after pregnancy: if women were insulted or made to
feel bad, belittled or humiliated in front of others, intentionally intimidated or scared, and
threatened to hurt her or someone she cares about questionnaire (4).

Physical intimate partner violence: If a woman answered six questions about physical
violence during her pregnancy, including "Has your partner ever slapped or thrown
something at you that could hurt?"pushed, shoved, or pulled your hair? Hit with a fist or with
something else that could hurt? Kicked, dragged, or beaten up? Choked or burnt on purpose?
Or threatened to use or actually used a gun, knife, or other weapon against you? If women
experienced one or more of these questions since 12 months prior to baseline survey as a
loosen measurement; women exposed to physical violence questionnaire (4).

Sexual intimate partner violence: Three questions related to sexual violence, including:
did your partner ever physically forced you to have sexual intercourse against your will?
Have you ever had sexual intercourse because you were afraid of what your partner might do
to you? And have you ever been forced by your partner to do something sexual you found
degrading or humiliating? If women experiences one or more of these questions s during
perinatal period considered a loosen measurement questionnaire (4).

Partner controlling behavior: If a woman expresses at least one of the following
controlling behaviors from her current husband: if he is jealous or angry if she talks to other
men; frequently accuses her of being unfaithful; refuses to allow her to meet her female
friends; tries to limit her contact with her family; and insists on knowing where she is at all
times (4).

Postpartum IPV: Intimate partner violence that occurred after the birth of the index child.
Not exposed to an unintended pregnancy: months of postpartum abstinence for the
woman.

Risk for unintended pregnancy: Months of exposure include months when a woman is not

amenorrheic and is sexually active.
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Patriarchy: A system where men are vested with power, ruling and controlling societal,
communal, and family affairs solely and where land and housing rights and family decision-
making responsibility ultimately belongs to men.

Adoption of postpartum modern contraceptive methods: any first modern methods used
by women in the year following delivery.

Postpartum contraception timing: the time length in months that women delayed to start
their first modern methods after childbirth (229, 230).

Postpartum contraceptive discontinuation: stopping use of first-time postpartum modern
contraception for at least four weeks in the 12-month postpartum period, while still at risk of
getting pregnant (65).
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Table 2: Summary table of study objectives and methods for the study of perinatal intimate partner violence and postpartum

contraception in Wolaita Zone, October 2019-January 2021

Papers | Study Objectives Study Design Study Population Sampling methods/ | Data collection | Sample size Data Analysis
study selection methods
l. To explore postpartum | Phenomenologi | -Currently married | -Convenience Semi-structured, -22 violence | Thematic
women’s lived experiences | cal study | postpartum women | sampling face-to-face in-depth | victims Content
of PIPV and its leading | approach (15-49) -Interviewed interview -5 HEWs Analysis
circumstances -Health  extenstion | consecutively
workers
Il. To determine  prevalence | Community- Currently  married | Multistage-clustered | -Interviewer 1301 Multilevel
and its associated factors of | based Cross- | postpartum sampling administered Logistic
the PIPV sectional women(15-49) questionnaire 1236 regression
Il. To determine effect of PIPV | Classical Currently  married | Multistage-clustered | -Interview 1320 Modified
on the postpartum modern | prospective postpartum sampling administered poison
contraceptive adoption cohort study women(15-49) questionnaire 1232 regression with
-Phone interview robust error
variance
(AVA Rate and predictors of | Classical Currently  married | Multistage-clustered | Interview 494 Multilevel
postpartum modern | propective postpartum sampling administered survival
contraception timing cohort study women(15-49)  in questionnaire analysis

the follow-up and
adopted modern
methods

-Phone interview
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4 RESULTS
4.1 Postpartum women’s lived experiences of PIPV (Paper-1)
4.1.1 Background characteristics of the study participants

A total of twenty-two in-depth interviews with postnatal women were conducted. All of the
interviewees were married. Almost half of them were living with their husbands at the time of
the interview. About two-thirds of the respondents were between 19 and 25 years old. The
minimum and maximum ages of the interviewees were 18 and 41 years, respectively. At the time
of first marriage, the average age was 18.8 years. Twelve interviewees were from rural areas.
Many participants were housewives and daily laborers by occupation. Most interviewees had
attended formal education. However, only one had a college diploma. Sixteen of the interviewees
had between two and eleven children, with the age of the index child ranging from three to
twelve months. Regarding family planning, six participants were using postpartum
contraceptives at the time of the interview. The average duration of an abusive relationship
ranged from two to twenty-two years. Five key informant interviews with HEWs were conducted
in the selected rural health posts. All the key informants were female. Their ages ranged from 29
to 42 years, and all were married. Three had completed a college diploma, and the other two had
university-level education. Four of them had at least five years of work experience, and one had
three years of experience (Table 3).

The in-depth and key informant interview findings were then combined. Three main themes
emerged from the data: “ Postpartum women’s experience of major forms of perinatal IPV
(psychological, physical, and sexual violence)”, “Circumstances leading to perinatal IPV ”, and “

Implications of perinatal IPV on women’s health”.
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Table 3: Background characteristics of qualitative study participants in Wolaita Zone, October
2019-January 2021

Partici | Age | Educational status | Place of | Religion Occupationa | Current No. Childre | Marital
pants in residen | status relationshi | of n age | duratio
Code Yea ce p status child | in n in
rs ren months | Years
P-1 20 Elementary Urban Protestant | Housewife Separated 2 5 3
p-2 24 Elementary Urban Protestant | Daily laborer | Separated 2 7 4
P-3 24 Diploma Urban Protestant | Housewife Cohabiting | 2 12 3
P-4 30 Elementary Rural Protestant | Daily Laborer | Separated 3 12 7
P-5 19 Elementary Rural Orthodox | Daily Laborer | Separated 2 7 2
P-6 25 No formal education | Rural Protestant | Merchant Cohabiting | 4 12 7
pP-7 24 Elementary Urban Muslim Housewife Separated 2 4 6
P-8 20 High school Rural Orthodox | Housewife Separated 1 6 2
P-9 23 Elementary Urban Orthodox | Housewife Separated 2 11 3
P-10 38 Elementary Rural Protestant | Housewife Cohabiting | 7 3 22
P-11 27 High school Rural Protestant | Housewife Cohabiting | 3 12 7
P-12 25 High school Urban Protestant | Daily Laborer | Separated 2 3 8
P-13 35 No formal education | Rural Protestant | Daily laborer | Cohabiting | 11 4 17
P-14 41 No formal education | Rural Protestant | Daily laborer | Cohabiting | 3 6 22
P-15 25 Elementary Rural Protestant | Housewife Separated 3 7 8
P-16 32 Elementary Urban Orthodox | Housewife Cohabiting | 6 5 10
P-17 25 No formal education | Rural Orthodox | Merchant Cohabiting | 3 6 10
P-18 23 Elementary Rural Orthodox | Merchant Cohabiting | 1 7 8
P-19 18 Elementary Rural Protestant | Housewife Cohabiting | 1 9 2
P-20 20 Elementary Urban Orthodox | Housewife Separated 1 5 2
P-21 21 Elementary Urban Muslim Housewife Separated 1 3 3
P-22 22 High school Urban Orthodox | Housewife Separated 1 12 2
HEW-1 | 36 Diploma Rural Orthodox | Employed Married 2 NA NA
HEW-2 | 42 Degree Rural Protestant | Employed Married 4 NA NA
HEW-3 | 29 Degree Rural Protestant | Employed Married 0 NA NA
HEW-4 | 34 Diploma Rural Protestant | Employed Married 5 NA NA
HEW-5 | 31 Diploma Rural Protestant | Employed Married 1 NA NA

NA: Not applicable; 10+3: is congruent to college diploma; separated: not living together at the

time of interview
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4.1.2 Postpartum women’s lived experiences of PIPV

All the interviewees in this study openly shared their experiences of abuse during the perinatal
period and disclosed their stories. According to the reports, several of the interviewed women
suffered from various forms of perinatal psychological, physical, sexual, and economic violence;
controlling behaviors; and deprivation of basic needs such as food, money, clothing, and
housing. Their experience of perinatal IPV ranged from mild to severe, and several of the women
frequently talked about the recurrence of partner abuse before, during, and after pregnancy.
Some interviewees said that violence started at the beginning of their relationship. The
interviewees frequently mentioned that violence during pregnancy was exacerbated and

increased during the postpartum period (Table 4). Some respondents said the following:
"He forced me [to have sex] within fourteen days of having a child."(P-1)
He keeps saying this: "We will meet after you give a safe delivery.” (P-2)

"He just kicked me, but I did not react to him since | was in postpartum.” However, he often

injured me when | was pregnant. (P-8)

"She came here with a three-day-old infant... Her husband had beaten her very badly. " We all
cried about her." (HEW-2)

Perinatal psychological intimate partner violence

The interviewed women explicitly delineated their vulnerability to psychological violence
before, during, and after the birth of an index child. Several of the participants had experienced
ongoing psychological violence within three distinctive periods. The majority of interviewees
narrated that they were verbally abused, including; insulting, humiliating, intimidating, name-
calling, belittling, and more. However, the interviewed women had trouble elaborating on how
they had been subjected to severe perinatal psychological IPV. In addition, some of the study
participants were embarrassed to explain abusive name-calling they encountered. For example,

one of the participants explained that:

"He called me a bar lady." How can | tell you about his arrogance? He insults me in all manners.

"I saw you here and there... | am very afraid to mention what he said." (P-5)
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The subsequent threats to hit, beat, and kill were prominent in the women’s responses. In most

cases, husbands used body language, otiose words, and beatings to intimidate their wives.

"... but he scares me." I will show you my hidden identity, which you have never known. "I'll
discipline you; hmm... I'll give you your punishment.” "He raised his hand to hit [showing his
action of intent to hit]." (P-3)

Additionally, victims of violence were also abused psychologically by their in-laws and friends.
As five of the interviewed women explained, the perinatal verbal assault occurred in the forms of
intimidation, mocking, and teasing. Some of the participants had this to say:

“... that woman sent me gangsters to hit me not meet with him [husband] again.” (P-2)

“...they made cows consume crops,” | explained.Your brothers made me suffer. | was insulted;

they harassed me because I told them [brothers-in-law] to keep their cows enclosed’.” (P-6)
Perinatal physical intimate partner violence

According to the data, a sizable proportion of postpartum women are at increased risk of
perinatal physical IPV. Multiple interviewees experienced subsequent physical partner violence
from their husbands before, during, and after pregnancy. Amongst the interviewees, many had
experienced physical violence during pregnancy, while almost all of them experienced the abuse
during the postpartum period. Several of the participants noted that physical violence was
exacerbated and increased during and after childbirth, including slapping, kicking, hitting,
beating, strangling, repeated pushing, and punching. Some of the interviewees stated that their
husbands had repeatedly beaten or kicked them at the most vulnerable parts of their bodies,

including the abdomen during pregnancy. One participant, for example, said the following:

"... He approached from the back and kicked me while cooking dinner.” Immediately, | fell
toward the fire and got injured. "After | fell to the ground, we went to a traditional birth

attendant’s house, and she told us I was pregnant." (P-2)
Another interviewee reported:

"... He kicked my abdomen and went out." "At the time, I was three months pregnant." (P-15)
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According to the participants’ narrations, severe physical attacks were common in the perinatal
period, especially being threatened with knives, big sticks, and throwing objects (coffee cups and
pots, tea cups, and chairs). Consequently, participants lost their teeth or hearing while others had
broken hands and legs. Four of the interviewees for example explained that their husbands

continuously attacked them with knives.

"Since our wedding, he has hit me with whatever he could find, including the Kincora [a large
knife], to the point where people thought he was insane.” | reported him once and had him jailed

here in the Keble [the lowest administrative unit in Ethiopia] for using a Kincora." (P-4)
"... then he beat me and broke my hand." (P-5)

"...In this community, many women have been stabbed by their husbands and they never help to
get medical treatment after stabbing... This week, a woman came for treatment after being

stabbed by her husband, three weeks after childbirth, for trivial reasons.” (HEW-4)

In this study, interviewees briefly described the spillover effect of the perinatal violence. The
data obtained from the interviewees revealed that some spouses were not only a serious threat to
their wives, but they also a danger to the infants during the postpartum period. Some of the
interviewees mentioned that their newborns were hit and thrown by their father from a high
distance and became unconscious as a result of physical quarreling between partners. One

interviewee stated the following:

"He began a fight with me, grabbed the baby, and threw her from a great distance... the baby was
unconscious for a long time." (P-1)

Perinatal sexual intimate partner violence

The interviewees experienced various forms of sexual abuse, ranging from sexual misconduct to
unwanted sexual encounters without their consent for three mutually exclusive periods. Several
of the women openly talked about the regularity of sexual violence before pregnancy, and
multiple others reported violence during pregnancy, but some were severely sexually assaulted at

the verge of pregnancy. An interviewee shared her experience in the following way:
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"...I cried and shed tears until people gathered. The family shouted at him, "Shame on you!"
Why did you do that to her? She is powerless. Then, | gave birth at night towards morning
hours.” (P-5)

Another participant said:

"If I refuse it [sex], he beats me. He pushed me to lie down on the bed when | was pregnant. "It
[forceful sex] is exacerbated after childbirth™ (P-19).

A considerable proportion of interviewees expressed their experiences on postpartum sexual
violence. In the first few weeks of postpartum, some interviewees were exposed to forceful,
nonconsensual sex. The women performed unwanted sex because they feared their husbands’

frequent battering. Some respondents said the following:

"One night he asked and forced me to have sexual intercourse without my willingness.” "Due to

a lack of power, | submitted my body to his sexual demands.” (P-1)

"I submitted to his sexual demands because | was frightened that he would beat me. What can |

do? "You can’t equate women’s and men’s power." (P-4)

"As one woman put it, "I never want him." "I can’t tolerate it [forceful sexual intercourse]. She

asked for divorce following this issue." (HEW-2)

"Many husbands use excessive forces, including kicks and slaps, to sleep [to have sex] with their
wives." (HEW-4)

According to most of participants, sexual libido decreased after childbirth. Many claimed that
maternal responsibilities, including; breastfeeding, child care, physical inactivity, and poor
nutrition were associated with reduced sexual impulses. About seven of the interviewed women

reported a lack of sexual libido. For example, two participants said this regarding sexual desire:

"...To do it [sex], first my body felt burdened; second, I'm breastfeeding; and third, he doesn’t

worry about my hunger and thirst." "Due to those reasons; | don't want it [sex]." (P-2)

"Previously, it [sex] was very pleasurable to do when our bodies were full, when we drank and

ate...We did it as we wanted. Right now, | do not know; | hate it." (P-6)
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Table 4:: A summary of postpartum women’s lived experiences of perinatal intimate partner

violence in Wolaita zone, Southern Ethiopia, October 2019-January 2021

Partici | Before pregnancy During pregnancy After pregnancy

pants’

Code

P-1 Psychological, Physical and | Psychological, Physical, Sexual, and | Psychological, Physical and Sexual
Sexual violence ,Deprivations | Economic  violence,  controlling | violence ,Deprivations of basic needs
of basic needs behaviors, Deprivations of basic needs

P-2 Psychological, Physical, | Psychological and Physical violence, | Psychological, Physical, Sexual and
Sexual and Economic | Deprivations of basic needs Economic violence Deprivations of basic
violence, Deprivations of needs
basic needs

P-3 Psychological and Physical | Psychological and Physical violence Psychological, Physical, Sexual and
Violence Economic violence, Controlling behaviors,

Deprivations of basic needs

P-4 Psychological,  Physical , | Psychological, Physical, Sexual and | Psychological, Physical, Sexual and
Sexual, Economic violence | Economic violence, Deprivations of | Economic violence, Deprivations of basic
,Deprivations of basic needs basic needs needs

P-5 Psychological, Physical and | Psychological, Physical and Sexual | Psychological, Physical and Sexual
Sexual violence violence, controlling behaviors violence, Controlling behaviors

P-6 Psychological, Physical and | Psychological violence, Economic | Psychological violence.
Sexual violence violence

P-7 Psychological and Sexual | Psychological violence, Deprivations | Psychological and Economic violence
violence of basic needs

P-8 Psychological violence, | Psychological and Physical violence, | Psychological, Physical and Sexual
Deprivations of basic needs Controlling behaviors violence, Controlling behaviors

P-9 Psychological violence, | Psychological, Physical and Sexual | Psychological, Physical and Economic
Controlling behaviors violence violence

P-10 Psychological, Physical, | Psychological, Physical, sexual and | Economic violence, Deprivations of basic
Sexual and Economic | Economic violence, controlling | needs
violence, Controlling | behaviors, deprivations of basic needs
behaviors, deprivations of
basic needs

P-11 Psychological violence, | Psychological and Physical violence, | Psychological and  Physical violence,
Deprivations of basic needs Deprivations of basic needs Deprivations of basic needs

P-12 Physical violence, Economic | Psychological, Physical violence and | Psychological, Physical violence and
violence Economic violence deprivation of | Economic controlling behaviors,

basic needs deprivation of basic needs
P-13 Psychological and physical violence,
Deprivation of basic needs

P-14 Psychological and physical | Psychological, physical violence, | Psychological and physical violence,
violence, Deprivation of basic | Deprivation of basic needs Deprivation of basic needs
needs

P-15 Psychological, physical and | Psychological, physical and sexual | Psychological, physical and sexual
sexual violence, Deprivation | violence, Deprivation of basic needs violence, Deprivation of basic needs
of basic needs

P-16 Deprivation of basic needs

P-17 Psychological, controlling | Psychological, Deprivation of basic | Psychological, physical and sexual
behaviors, Deprivation of | needs violence, controlling behaviors,
basic needs Deprivation of basic needs

P-18 Sexual violence, Deprivation | Sexual violence, Deprivation of basic | Psychological and physical violence,

of basic needs

needs

controlling behaviors, Deprivation of basic
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needs

P-19 Physical violence Psychological and sexual violence Psychological, physical and
violence

P-20 Physical violence Psychological violence, Deprivation of
basic needs

P-21 Psychological violence, Deprivation of
basic needs

p-22 Psychological, physical and economic

violence controlling behaviors

4.1.3 Circumstances leading to PIPV

Regarding circumstances leading to perinatal IPV, participants mentioned a number of issues
that could be assumed to be trigger of such incidences, including; alcohol consumption,
suspicion about the newborn, preference for a male child, partner infidelity and jealousy, use of
contraceptives, indifference to shortages of household necessities, a lack of proper parenting, and

financial problems.

Excess alcohol consumption: As revealed from the data, excess alcohol consumption often
contributed to violent events. Many participants reported that alcohol abuse led to severe marital
tension. About one-third of the participants experienced mixed or overlapping forms of perinatal
IPV because their husbands were intoxicated. The story of two participants is revealed in the

following narratives:

"At times, | was powerless [on the verge of pregnancy]. "Where are you going?" "I will be asked

by neighbors," he said, "and he punched me because he was drunk." (P-10)

"When drunk, he insults me very badly. “You! The son of a bitch! Eat your mom’s 'Entinaa’
[vagina]" (P-17)

The study participants also narrated that the risk of perinatal violence increased when their
husbands abused alcohol. Four women’s narratives show that their husbands displayed out of

control behaviors when intoxicated.

"...Because of that, the baby lost her breath for a long time." "Because he was intoxicated and

drunk at the time, he was unaware of what he was doing."(P-1)
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"After a drinking binge, he beats me when he returns home...He insults me in vain and

worthlessness."Drinking is part of his life.” (P-11)

Suspicion on the paternity of the newborns: As revealed from the data, husbands are
suspicious about babies born younger than nine months. It is known that women may give birth
in the short gestational period (premature births) due to different causes. However, the
interviewed postpartum women narrated that the suspicion about newborns were the reason for
their abuse. According to the reports, some women’s husbands had doubts about their newborns.

According to the following narratives, two interviewees elaborated on the suspicion of newborns.

"... Immediately after giving birth, I called and informed him about the birth." He said, "No." "It

is seven months, not nine months.” (P-7)

"... During negotiations with some husbands, they say, "I don’t accept the last child as mine."

She had gone to her family in the last fight. (HEW-3)

Preference for a male child: The reports from the interviewees indicated that partners’
preferences for male children triggered perinatal IPV. Some of the interviewees experienced
postpartum violence due to giving birth to female infants. As a result, they were insulted,
belittled, kicked, and beaten by their husbands. In some instances, after finding out that the child
was female, the husbands injured and tried to kill the newborn. The interviewed women also
reported that their abusive husbands wanted to know the sex of the unborn child during antenatal

follow-up.

"... He returned after two days and discovered it was a baby girl."Afterwards; he quarreled with
me, grabbed the baby from my hands, and threw it from a great distance.He threw the baby

because of his evil thoughts."(P-1)

"... T had consecutive births of baby girls. Due to this case, we quarreled before. With the help of

God, I delivered a baby boy by this year, and he is good to me now." (P-13)

"...After getting an antenatal checkup for the last pregnancy, he wanted to know the sex of the

coming child.” (P-7)
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Partner jealousy and suspicion of infidelity: Jealousy is another provoking factor that was
revealed during the interviews with participants. It is considered as a warning sign of abusive
relationships. As delineated from the interview participants, their abusive partners have a

pervasive sense of jealousy. Two of the interviewees said the following:
"He pretended to be away from the house and then came home to see if | was home or not."(P-9)

*’...He didn’t let me go to the market and didn’t allow me to go out." I wouldn’t speak if one of

my family members came to our house. "We just couldn’t speak. He was waiting." (P-5)

Similarly, partner infidelity was also reported to lead to IPV between partners. The interviewees

reported that partner infidelity was the source of quarrels with their partners.

"...He had a close friendship with a neighboring woman. She is a good person. However; he

made her his intimate friend." (P-8)

"...We quarreled after I heard that he was in a relationship with someone." Then I went to my
family, and later he called me and said, 'Don’t come into my life' I started my own life. 'You can

continue your own life.” " (P-12)
"...Commonly what we hear here, men are not tolerant. They desire other girls." (HEW-3)

Use of birth controls: Reproductive rights are fundamental to women’s autonomy. However,
according to some interviewees; initiation, stopping, and switching of contraceptives are
controlled by their husbands. Nearly one-third of the interviewed women indicated that initiating
contraceptives triggered perinatal physical and/or psychological IPV experiences. Consequently,
interviewees repeatedly stated that they had been coerced, abused, and forced by their husbands
to stop birth control.

"...He forbids me, but when I came from our home, I brought the pills." "One day he found birth
control pills and secretly hid them.” (P-1)

"...He beats me... ‘Remove what you inserted [implanon] in your hand? You are living simply.

"You are not worthy without giving me more children," he said. (P-2)
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Multiple interviewees demonstrate that they had repeated conflict and fought because of using
birth control methods. Further interviewees reported that some husbands were too aggressive for
them to use birth control. Some women suffered severe physical violence due to the use of

contraceptives.

"I didn't get pregnant because | had been using contraception for two years. "You stayed for two

years due to an injection,” he said. After that, he beat me and broke my hand." (P-5)

"... However, he insisted on stopping using the injection [implanon] and | said no. We engaged
in conflict and fought. Then, in front of the people he had gathered, | said that he was not good
for me, not even the first child. Due to this case, we quarreled in front of the gathered people” (P-
2).

"... Once he dangerously beat me due to it [birth control], and I got sick for four weeks." (P-18)

Family, neighbor, and peer involvement: Interference from third parties may be “cancerous”
and shake the foundations of many marriages. According to the study participants, the
involvement of family and peers were the main source of their quarrels. Most of the interviewed
women reported that families, neighbors, and/or peers’ ill involvement was an associated factor
for perinatal IPV. Some of the participants had this to say regarding family, neighbors, and

peers’ ill involvement:

"... He screamed at me. For that matter, the problem was raised by the family. We started
fighting because of family issues."” (P-2)

"... Many families, friends, and neighbors disrupt marriage foundations.” (HEW-2)

Additionally, reports from the participants indicated that some abusive husbands beat, kicked,
and threatened their wives with knives because of their neighbor’s involvement with their affairs.
Two of the respondents experienced violence by their husbands when a dispute occurred in their

neighbors:

"Once upon a time, when | was four months pregnant, I was cleaning our house, and my
neighbor neglected me. After that, he came from outside and slapped my ear. One ear stopped
hearing after he slapped me." (P-1)
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"Women from the neighborhood told him that I had visited the women's affairs office... she told
him that he should discipline me. After that, he constantly threatened me with a knife. He just

became skeptical since he believes that | took someone else's advice." (P-9)
4.1.4 Implications of perinatal IPV on women’s health

The stories the study participants narrated show the various effects of perinatal IPV, including
unintended pregnancies, repeated miscarriages, elevated blood pressures, and physical injuries.
Most of the interviewees experienced unintended pregnancies. Some of the interviewed women
stated, losing their teeth or hearing or having broken hands and legs occurred as a result of their
partner’s physical violence. In addition, some of the victims reported that they remained
physically dependent. In some instances, interviewees reported a history of miscarriages. Of
these, some others encountered repeated miscarriages. One respondent reported increased blood

pressure. Some of the victims shared their experiences and said the following:
"My blood pressure rose unknowingly as we argued and yelled for this and that."(P-3)
"...at nighttime, I lost sleep. I thought I would be killed at night." (P-9)

"... I suffered a lot due to miscarriages, unknowingly. It affected me a lot. I miscarried twice

here. It damaged me severely since | had lost a lot of blood." (P-6)

The study participants also reported that repeated and severe violence resulted in mental health
problems, like; sleeping disorders, mental trauma, and suicidal thoughts and attempts. Three
respondents explained that they developed sleeping disorders. Several of the participants
described mental trauma and reported several suicidal attempts. Following violent experiences,
three interviewees attempted to throw and Kill their newborns. Some of the participants had the

following statements:

"Hmm... he was angry and looked weird... with red eyes. I couldn’t sleep at night, and I thought
he could do something to me." (P-3)

"I thought many times about committing suicide. | attempted to kill my daughter many times."
(P-7)

"Like a crazy person, | cried in my house and tried to throw the baby into the pit." (P-20)
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4.2 Prevalence of PIPV victimization and associated factors (Paper-11)
4.2.1 Background characteristics of study participants

The minimum sample size required for the study was 1,320 postpartum women. However, due to
the cluster sampling nature of the design, a total of 1,342 eligible women were reached and
considered for the study. From these, 1,292 (96.27%) were included at baseline analysis after
excluding 18 non-responses and 32 incomplete or inconsistent questionnaires. The main reason
was the presence of a close relative or spouse during the frequent visits. An incorrect age record
or refusal to participate in or complete an interview was another reason considered for non-
respondents. We found no statistical difference between respondents and non-respondents in
terms of age, occupation, or educational status and that is not related to either exposure of the

interest and outcome of the study.

The majority of respondents 738 (57.1%) were 25-34 years old, with a mean age of 28.8 + 5.6
years. More than a third of the participants, 462(36%) never attended formal education, while
535 (41%) of their husbands had completed secondary or higher education. Approximately 85%
of the participants were unemployed, and 456 (35%) of their husbands had paid jobs. About 18%
of postpartum women witnessed inter-parental violence during childhood, and more than a half
or 747 (57%) had IPV favoring norms. Before the index pregnancy, 483 (37.4%) of the
postpartum women had experienced partner violence. In terms ofcommunity-level
characteristics, the majority of the study participants were living in a community with rural
residence 727(56.3%), high early marriage 682 (52.3%), high female literacy 720 (55.7%), high
IPV favoring norms 687 (53.2%), high women’s decision-making autonomy 702(54.3%), and
middle wealth status 439 (34.0%) (Table 5).

72



Table 5: Individual-and community-level characteristics of currently married postpartum women
in Wolaita zone, Southern Ethiopia, October 2019-January 2021 (N=1292)

Characteristics | Category | Frequency(N) | Percent (%)
Woman-level characteristics
Maternal age (years) <24 295 22.8
25-34 738 57.1
35-49 259 20.1
Maternal age at marriage in years <18 years 399 30.9
>18 years 893 69.1
Religion Orthodox Christian 319 24.7
Protestant Christian 915 70.8
Others* 58 4.5
Maternal education No formal education 462 35.8
Primary 401 31.0
Secondary + 429 33.2
Maternal employment status Not employed(non-salaried) | 1099 85.1
Employed 193 14.9
Number of living children 1-2 533 41.3
3-4 465 36.0
>5 294 22.8
Sex of index child Male 659 51.0
Female 633 49.0
Received bridal price/dowry No 555 42.9
Yes 737 57.1
Justify intra-parental violence No 1050 81.3
Yes 242 18.7
Violence before the index preghancy | No 809 62.6
Yes 483 37.4
Justify wife beating norms No 545 42.2
Yes 147 57.8
Household wealth Status Poor 299 23.1
Middle 673 52.1
Rich 320 24.8
Husband characteristics
Husband occupation Non-employed 836 64.7
Employed 456 35.3
Husband education No education 388 30.0
Primary 369 28.6
Secondary + 535 41.4
Husband alcohol misuse No 894 69.2
Yes 398 30.8
Husband substance abuse No 1116 86.4
Yes 176 13.6
Intention for index pregnancy Wanted pregnancy 1090 84.4
Wanted delay 166 12.8
Never minded it 36 2.8
Sex preferences of the index child Male 586 454
Female 229 17.7
Never mind 477 36.9
Partner controlling behavior No 611 47.3
Yes 681 52.7
Relationship-level factors
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Years couple lived together 1-5 Years 403 31.2
6-10 Years 500 38.7
>=11 Years 389 30.1
Decision-making autonomy No 724 56.0
Yes 568 44.0
Asset Ownership(n=764) No 506 66.2
Yes 258 33.8
Age difference Younger than husband 1058 81.9
The same in age 209 16.2
Older than husband 25 1.9
Income difference No income 810 62.7
Earns less than 330 25.5
Earns the same 62 4.8
Earns more than 90 7.0
Community-level factors
Place of residence Urban 565 43.7
Rural 727 56.3
Early marriage High 682 52.8
Low 610 47.2
Community- level women literacy Low 572 44.3
High 720 55.7
Community norms favoring 1PV Low 605 46.8
High 687 53.2
Women’s decision-making autonomy | Low 590 45.7
High 702 54.3
Wealth Status Poor 416 32.2
Middle 439 34.0
Rich 437 33.8

*=Qthers; catholics, muslims, Jevoh witness etc.

4.2.2 Prevalence of perinatal IPV

The prevalence of perinatal partner violence (psychological, physical, and sexual) occurring
before, during, and/or after pregnancy was estimated to be 40% (95%CI : 36.9-44.6), where the
most common type was psychological violence (37.6%, 95% CI: 35.0-40.22), followed by
physical violence (29.3%, 95% CI:26.8-31.7). The pattern of partner violence changed over
time. The overall prevalence of violence before pregnancy was 37.4 % (95% CIl 34.6-40.2)
where psychological violence highly prevalent (34.2%, 95%ClI: 31.7-37.1), and sexual violence
low prevalent (20.7%, 95% CI: 18.6-22.9). The rate of violence during pregnancy was 28.3%
(95% CI: 25.8-30.8), with psychological violence being the highest (24.8%; 95% CI: 2227.1),
followed by physical violence (17.0%; 95% CI: 14.9-19.1) and sexual violence (16.0%; 95CI.
14.0.0-18.1). The overall prevalence of violence in the postpartum period was 22.4% (95%Cl:
20.0-24.8), with psychological violence being the most common (22.2%; 95% CI1:17.7-22.2),
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with physical violence (13.0%; 95% CI: 11.2-14.9) and sexual violence (13.7%; 95% CI. 11.8-
15.6) being the least common (Figure 4).

Violence before pregnancy (Cases =483)

Psychological Physical

35.8%
36.8% 5

Violence during pregnancy(Cases=367)

Pyschological PIPV / 24.8%
4

Sexual PIPV

Physical PIPV

Violence after pregnancy (Cases=290)

Psychological PIPV, Physical PIPV
21.8%

w Sexual PIPV

Figure 4: Venn diagram illustrating prevalence of different forms of IPV according to the period of occurrence and its
forms in Wolaita zone, 2019-2021
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4.2.3 Continuities in perinatal IPV

The continuity of PIPV was observed during the perinatal period (before, during, and after
pregnancy). The number of postpartum women "with” and "without” any PIPV during the
preceding perinatal period was used to calculate the continuity of perinatal violence. Out of 483
women who reported IPV within a year before pregnancy, 339 (70.2%) of them experienced
violence during their pregnancy (y2= 76.89, p = < .001). Of 367 postpartum women who
experienced IPV during pregnancy (new plus continued abuse), 249 (67.8%) continuously
reported it after childbirth (2 = 35.16, p = < .001). Of the women who reported abuse before
pregnancy, 271(56%) had experienced PIPV following childbirth (2= 152.00, p = < .001). Of
809 postpartum women who were not abused before pregnancy, 781(96.5%) of them never
experienced it during their pregnancy. Among those who experienced PIPV before pregnancy,
approximately 70% encountered recurrent abuse during their pregnancy. Of those abused both
before and during pregnancy, about 67 % of them also encountered continuous abuse following
childbirth. Approximately 18% of the postpartum women experienced violence continuously

over the entire perinatal period (before, during, and after pregnancy) (Figure 5).
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Before index pregnancy During index pregnancy

After index pregnancy

339(70.2%), any
PIPV

229(67.6%), any PIPV

483(37.4%), any 110(32.4%), no PIPV
PIPV/
144(29.8%), 42(29.2%), any PIPV
1292(100%)
no PIPV
Postpartum women 7 102(70.8%), no PIPV
0 0,
809(62.6%), No 28(3.5%), any 20(71.4%), any PIPV
PPV PIPV
8(28.6%), no PIPV
781(96.5%), 62(7.9%), any PIPV
no IPV

719(92.1%), no PIPV

Figure 5: The continuities of intimate partner violence over perinatal period in Wolaita zone,Oct 2019-Jan
2021

4.2.4 Factors associated with perinatal IPV

The factors associated with perinatal partner violence were identified using a multilevel logistic
regression model. The heterogeneity in PIPV experiences between communities measured using
deviance, ICC, PCV, and MOR. Before computing the full model, ICC was calculated in the null
model to verify the suitability of multilevel analysis, and it was found to be 0.113, indicating that
11.3% of the total variability in experiencing PIPV was attributable to variations between
clusters. The likelihood ratio test was strongly significant (p<0.001) which favors the presence of
a clustering effect. Moreover, PCV indicated that individual- and community-level factors
attributed to 74% of the variation in experiencing PIPV across communities. Furthermore, MOR
revealed the unexplained community variation in experiencing PIPV reduced from 2.12 (the null
model) to 1.47 (the full model). This indicates that if we randomly picked two postpartum

women from two different clusters, women in the cluster with a higher risk of PIPV had 2.1
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times higher odds of encountering PIPV compared with women in the cluster with a lower risk
of PIPV victimization (Table 6).

Table 6:The random-effects model and model comparison for study conducted in Wolaita Zone,
Oct 2019- Jan 2020

Random effects Null Model Full Model
Community-level variance 0.42 0.11

ICC (%) 11.3 3.2

PCV (%) Reference 73.8%
Median Odds Ratio(MOR) 2.12 1.47
Model fitness statistics(AIC) 1733.624 1120.424
Model fitness statistics(BIC) 1743.952 1311.49
Log likelihood -864.8122 -523.2121

The effects of community-level variables largely emerged in the final model, but the correlates
between PIPV victimization and individual-level factors generally remained similar. After
controlling for confounders, the following community-level characteristics were found to have a
significant association with experiencing PIPV: place of residence; community-level women's
literacy; IPV favoring norms; decision-making autonomy; and wealth status. Compared to
women from urban areas, those who reside in rural areas were more than two times (AOR =
2.46; 95% CI: 1.06, 4.45) more likely to encounter PIPV. Similarly, women living in a
community with high women's literacy (AOR = 2.84; 95% CI: 1.62, 5.01), high IPV favoring
norms (AOR = 1.49; 95% ClI: 1.01, 2.20), and high women's decision-making autonomy (AOR =
2.06; 95% CI: 1.36, 3.12), were more likely to experience PIPV. The odds of PIPV victimization
increased by 26% (AOR = 1.74; 95% CI: 1.14, 2.66) among women concentrated in
neighborhoods with low wealth quantiles compared to those who resided in neighborhoods with
the richest wealth quantiles.

Among women and partner-related characteristics considered as level 1 variables, education
status, witnessing exposure to inter-parental violence, justifying wife beating norms, husband
education status, intendedness of pregnancy, husband alcoholic, and wife controlling behaviors
were found to have statistically significant association with PIPV victimization. Women who
attended no formal education (AOR=2.22;95%CI:1.31,3.71) and primary education
(AOR=1.61;95% CI:1.01,2.58) were higher likelihood of experiencing PIPV than women who

attended secondary or higher education. Among postpartum women who reported IPV favoring
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attitude, the odds of PIPV were more than three times (AOR=3.35; 95%CI:2.34,4.76) higher
than women who did not justify wife-beating attitude. In the same manner, the odds were 2.16
times higher among those who witnessed inter-parental violence during childhood than among
those who had not (AOR=2.16;95%CI:1.43,3.28).

The odds of encountering partner abuse among women whose husbands attended primary,
secondary, and higher education decreased by 49% (AOR = 0.51; 95% CI: 0.32, 0.82) and 39%
(AOR = 0.61; 95% CI: 0.36, 0.89) compared to those whose husbands never attended formal
education, respectively. As compared to women whose husband intended to have an index
pregnancy, the odds of reporting PIPV victimization were more than three times (AOR = 3.17,;
95% CI: 1.95, 5.16) and nearly three times (AOR = 2.98; 95% CI: 1.12, 7.92) higher among
women whose husband intended to delay an index pregnancy and never minded an index
pregnancy, respectively. Furthermore, women with alcoholic (AOR = 1.71; 95% ClI: 1.19, 2.45);
and wife-controlling (AOR = 8.38; 95% CI: 5.84, 12.02) husbands were also more likely to have

PIPV than those who did not report such behaviors.

Among relationship-related characteristics, marital duration, women's participation in the
decision-making process in household issues, and couple age difference found to have
statistically significant associations. Postpartum women who had a short marital duration (6-10
years) were more likely to have PIPV than those who had a long marital duration (11+ years)
(AOR = 2.15; 95% CI: 1.36, 3.39). The likelihood of reporting PIPV reduced by 65% among
autonomous women in the household decision-making process compared to non-autonomous
women (AOR = 0.35; 95% CI = 0.22, 0.49). The women whose age was the same as their
husbands were (AOR = 0.28; 95% CI = 0.08, 0.85) less likely to experience abuse than those
whose age was higher than their husbands (Table 7).
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Table 7: Multilevel multivariate logistic regression analysis of factors associated with perinatal intimate partner violence (N=1292),Wolaita zone,

Oct 2019- Jan 2021

Characteristics Category Exposure to PIPV Mode I1 Model 11 Model IV
AOR (95%Cl) AOR AOR
No (%) Yes (%) (95% CI) (95% CI)
Community-level characteristics
Place of residence Urban 367(65.0) 198(35.0) | na ref ref
Rural 410(56.4) 317(43.6) | na 2.22(1.40,3.52)*** | 2.46(1.06,4.45)**
Early marriage High 346(56.7) 264(43.3) | na ref ref
Low 431(63.2) 251(36.8) | na 1.08(0.79,1.48) 1.22(0.81,1.86)
Community norms favoring IPV Low 386(56.2) 301(43.8) | na ref ref
High 391(64.6) 214(35.4) | na 0.92(0.69,1.23) 1.49(1.01,2.20)*
Community-level women’s literacy Low 355(62.1) 217(37.9) | na ref ref
High 422(58.6) 298(41.4) | na 1.86(1.28,2.70)*** | 2.84(1.62,5.01)***
Community-level women autonomy Low 342(58.0) 248(42.0) | na ref ref
High 432(62.0) 267(38.0) | na 1.09(0.82,1.46) 2.06(1.36,3.12)***
Community-level wealth Status Poor 259(62.3) 157(37.7) | na 1.01(0.73,1.38) 1.33(0.85,2.11)
Middle 240(54.7) 199(45.3) | na 1.26(0.94,1.70) 1.74(1.14,2.66)**
Rich 278(63.6) 159(36.4) | na ref ref
Woman-level characteristics
Woman’s age in years <24 134(45.4) 161(54.6) | 2.04(0.95,4.35) na 2.07(0.97,4.44)
25-34 460(62.3) 278(37.7) | 1.06(0.64,1.76) na 1.10(0.66,1.83)
35-49 183(70.7) 76(29.3) ref. na ref
Maternal age at marriage <18 years 193(48.4) 206(51.6) | 1.15(0.77,1.70) na 1.2(0.80,1.79)
>18 years 584(65.4) 309(34.6) | ref na ref
Maternal education No formal 201(43.5) 261(56.5) | 2.23(1.32,3.78)*** na 2.22(1.31,3.71)***
Primary 251(62.6) 150(37.4) | 1.61(1.01,2.60)* na 1.61(1.01,2.58)*
Secondary + 325(75.8) 104(24.2) | ref na ref
Employment status Not employed | 629(57.2) 470(42.8) | 0.68(0.39,1.19) na 0.72(0.42,1.26)
Employed 148(76.7) 45(23.3) ref na ref
No. of living children 1-2 309(58.0) 224(42.0) | ref na ref
3-4 269(57.8) 196(42.2) | 1.01(0.65,1.54) na 1.01(0.66,1.54)
>5 199(67.7) 93(32.3) 1.12(0.64,1.95) na 1.14(0.67,1.94)
Sex of index child Male 434(65.9) 225(34.1) | ref na ref
Female 343(54.2) 290(45.8) | 1.29(0.94,1.77) na 1.22(0.90,1.67)
Exposure to family violence No 700(66.7) 350(33.3) | ref na ref
Yes 77(31.8) 165(68.2) | 2.18(1.43,3.33)*** | na 2.16(1.43,3.28)***
Justify wife beating No 450(82.6) 95(17.4) ref na ref
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Yes 327(43.8) 420(56.2) | 3.16(2.22,4.52)*** | na 3.35(2.34,4.76)***
Wealth Status Poor 163(54.5) 136(45.5) | 1.11(0.69,1.80) na 1.06(0.64,1.75)
Middle 406(60.3) 267(39.7) | 0.82(0.53,1.24) na 0.84(0.55,1.29)
Rich 208(65.0) 111(35.0) | ref na ref
Partner-level characteristics
Husband occupation Non-employed | 483(57.8) 353(42.2) | 0.89(0.60,1.33) na 0.92(0.62,1.38)
Employed 294(64.5) 162(35.5) | ref na ref
Husband education No education 174(44.8) 214(55.2) | ref na ref
Primary 231(62.6) 138(37.4) | 0.53(0.33,0.85)** na 0.51(0.32,0.82)**
Secondary + 372(69.5) 163(30.5) | 0.63(0.37,1.04) na 0.61(0.36,0.89)*
Husband alcoholism No 612(68.5) 282(31.5) | ref na ref
Yes 165(41.5) 233(58.5) | 1.73(1.20,2.48)*** | na 1.71(1.19,2.45)**
Husband substance abuse No 712(63.8) 404(36.2) | ref na ref
Yes 65(36.9) 111(63.1) | 1.14(0.69,1.87) na 1.13(0.69,1.84)
Intention of index pregnancy Wanted 687(63.0) 403(37.0) | ref na ref
Wanted delay | 75(45.2) 91(54.8) 3.56(2.18,5.79)*** | na 3.17(1.95,5.16)***
Never minded | 15(41.7) 21(58.3) 3.23(1.22,8.54)* na 2.98(1.12,7.92)*
Husband’s sex preferences Male 311(53.1) 275(46.9) | 0.99(0.68,1.43) na 0.89(0.62,1.30)
Female 162(70.7) 67(29.3) 0.63(0.38,1.03) na 0.62(0.38,1.06)
Never minded | 304(63.7) 173(36.3) | ref na ref
Controlling behavior No 526(86.1) 85(13.9) ref na ref
Yes 251(36.9) 430(63.1) | 8.66(6.02,12.46)*** | na 8.38(5.84,12.02)***
Relationship-level characteristics
Marital duration in years 1-5 Years 232(57.6) 171(42.4) | 1.25(0.67,2.35) na 1.28(0.68,2.40)
6-10 Years 274(54.8) 226(45.2) | 2.12(1.33,3.36)*** | na 2.15(1.36,3.39)***
>=11 Years 271(69.7) 118(30.3) | ref na ref
Decision-making autonomy No 324(44.8) 400(55.2) | ref na ref
Yes 453(79.8) 115(20.2) | 0.37(0.26.0.53) *** | na 0.35(0.24,0.49)***
Age difference Younger than 633(59.8) 425(40.2) | 0.42(0.49,1.19) na 0.39(0.14,1.14)
The same 133(63.6) 76(36.4) 0.31(0.10,0.94)* na 0.28(0.08,0.85)*
Older than 11(44.0) 14(56.0) ref. na ref

Statistically significant at * p-value <0.05, ** p-vale <0.01, ***p-value <0.001 Notes: ref=reference group, na=not applicable
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4.3 Perinatal 1PV and postpartum contraceptive adoption (Paper-I11)
4.3.1 Background characteristics of the study participants (n=1,252)

Of the 1,292 study participants recruited at the baseline study, 1,252 participated and completed
the interview after one year of follow-up, making a response rate of 96.9%. Eight respondents
were not willing to participate, twelve left the study site, thirteen were not contacted after three
frequent visits, and seven were involved partially but could not be obtained for complete
information. Approximately 58% of the women justified IPV favoring norms. Approximately
37.9%, 29.6%, and 24.1% of women reported perinatal psychological, physical, and sexual
violence; respectively. Overall, about 41% of the respondents experienced perinatal partner
violence either before or during pregnancy. We also found that the first modern contraceptive
adoption after childbirth was significantly different across sociodemographic and psychosocial
characteristics. Respondents in the younger age group (<24 years) and with no formal education
reported using fewer modern contraceptives. The proportion of modern contraceptive adoptions
was lower among women who experienced psychological, physical, and sexual perinatal
violence compared to their counterparts. Conversely, a higher percentage of respondents without
PIPV adopted the first modern methods as compared to those with PIPV (70.7% vs. 49.3%, P =
0.0001) (Table 8).

Table 8: First postpartum modern contraceptive adoption by baseline characteristics of
respondents,Wolaita Zone,Ethiopia Oct 2019-Jan 2021 (N=1252)

Postpartum contraception adoption status (N=1252)
Variables Category No(n=476) Yes (n=776) p-value
n % n %
Perinatal psychological violence No 238 30.6 539 69.4 0.0001
Yes 238 50.1 237 49.1
Perinatal physical violence No 288 32.7 594 67.3 0.001
Yes 188 50.8 182 49.2
Perinatal sexual violence No 317 334 633 66.6 0.0001
Yes 159 52.6 143 47.4
Perinatal partner violence No 218 29.3 525 70.7 0.001
Yes 258 50.7 251 49.3
Place of residence Urban 201 36.3 353 63.7 0.26
Rural 275 394 423 60.6
Religion Orthodox 103 33.2 207 66.8 0.124
Protestant 349 39.4 536 60.6
Others 24 42.1 33 57.9
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Maternal age (in years) <24 143 49.0 149 51.0 0.0001
25-34 247 34.5 468 65.5
35-49 86 351 159 64.9

Maternal age at marriage <18 years 158 40.7 230 59.3 0.18
>18 years 318 36.8 546 63.2

Maternal education Iliterate 192 42.8 257 57.2 0.02
Primary 146 374 244 62.6
Secondary/ above | 138 334 275 66.6

Maternal employment status Not employed 427 40.2 636 59.8 0.0001
Employed 49 25.9 140 74.1

Number of living children 1-2 207 39.6 316 60.4 0.36
3-4 172 38.4 276 61.6
>5 97 34.5 184 65.5

Place of delivery Facility 225 27.3 598 72.7 0.0001
Home 251 58.5 178 41.5

Breastfeeding status No 312 40.4 460 59.6 0.03
Yes 164 34.2 316 65.8

Menstrual resumption No 262 60.9 168 39.1 0.001
Yes 214 26.0 608 74.0

Sexual activity resumption No 16 51.6 15 48.4 0.11
Yes 460 37.7 761 62.3

Justify wife-beating norms No 165 31.5 359 68.5 0.0001
Yes 311 42.7 417 57.3

Wealth Status Poor 128 434 167 56.6 0.09
Middle 234 36.4 409 63.6
Rich 114 36.3 200 63.7

Partner employment status Non-employed 319 39.5 489 60.5 0.15
Employed 157 35.4 287 64.6

Partner education status Iliterate 156 414 221 58.6 0.25
Primary 134 37.4 224 62.6
Secondary/ above | 186 36.0 331 64.0

Partner alcohol misuse No 329 38.1 535 61.9 0.98
Yes 147 37.9 241 62.1

Partner substance abuse No 409 38.0 668 62.0 0.94
Yes 67 38.3 108 61.7

Partner controlling behavior No 175 30.0 409 70.0 0.0001
Yes 301 45.1 367 54.9

Women’sdecision-making autonomy | No 291 41.2 416 58.8 0.001
Yes 185 33.9 360 66.1

Communication about daily life No 193 46.1 226 54.9 0.0001
Yes 283 34.0 550 66.0

Women owned land/houses (n=764) No 194 40.2 289 59.8 0.20
Yes 89 35.3 163 64.7

Couple’s relative income difference No income 313 39.2 475 60.3 0.11
Earns less 118 37.2 199 62.8
Earns same+ 45 30.6 102 69.4
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4.3.2 Postpartum women’s contraceptive use patterns

Of the 1,252 study participants, about 62% (95% CI: 59.2%, 64.5%) had adopted the first
modern method in the extended postpartum period. Out of the modern contraceptive methods,
injectables 342 (44.1%), pills 131 (16.9%), and implants 119 (15.3%) were the most commonly
mentioned methods. Over one-third, 257 (33.1%) of the women discontinued their first modern
method of contraception after childbirth. Of these, 147 (57.6%) did not use any methods after
discontinuation. About 112 (43.5%) of women did not discuss it with their husbands before
they discontinued the first method. Of these, 120( 46.7% ) reported that their partner forced them
to discontinue. At the time of the survey, more than half (50.6%, 95% CI: 47.8%, 53.4%) of the
respondents were using modern contraception. The injectable method was the most preferred 292
(47.2%), followed by implants 159 (25.7%) and IUCD 89 (14.4%). Approximately half (51.3%,
95% CI. 47.3%, 55.2%) of respondents reported side effects from the current method. Most,
(27%) of the study participants stated that they intended to discontinue current methods (Table
9).

Table 9: Postpartum women’s contraceptive use patterns in Wolaita Zone, Southern Ethiopia,
Oct 2019-Jan 2021 (N=1252)

Variables Category Number | Percent (95% CI)
Adopted first contraception after childbirth No 476 38.0 (35.4-40.7)
Yes 776 61.9 (59.2- 64.5)
Types of the first contraceptives adopted Tubal litigation 1 0.1 (0.02-0.91)
IUD 91 11.7 (9.6-14.2)
Implanol 119 15.3 (12.9-18.1)
Injectables 342 44.1 (40.6-47.6)
Pills 131 16.9 (14.4-19.7)
Condom 34 4.4 (3.1-6.1)
Emergency contraception 40 5.2 (3.8-6.9)
Others 18 2.3 (1.4-3.6)
Are you using the first contraception Yes 519 66.9 (63.5-70.1)
No 257 33.1 (29.8-36.5)
Used any methods then after discontinuation (n=257) | No 148 57.6 (51.4-63.5)
Yes 109 42.4 (36.5-48.5)
Talked about discontinuation with your husband No 112 43.6 (37.6-49.7)
Yes 145 56.4 (50.3-62.4)
Did your husband force you to discontinue No 137 53.3 (47.1-59.4)
Yes 120 46.7 (40.6-52.8)
Who initiated discontinuation It’s me 148 57.6 (51.4-63.5)
My husband 89 34.6 (29.1-40.7)
Jointly 20 7.8 (5.1-11.8)
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Currently, are you using any methods No 634 50.6 (47.8-53.4)
Yes 618 49.4 (46.6-52.1)
Type of current PPMC Tubal litigation 2 0.3 (0.08-1.3)
IUD 89 14.4 (11.8-17.4)
Implanol 159 25.7 (22.4-29.3)
Injectables 292 47.2 (43.3-51.2)
Pills 62 10.0 (7.9-12.6)
Condom 3 0.5 (0.15-1.5)
EC 5 0.8 (0.3-1.9)
Others 6 0.9 (0.4-2.1)
Experience side effects with current method No 301 48.7 (44.8-52.6)
Yes 317 51.3 (47.3-55.2)
What are you doing for side effects (n=230) Making home remedies 33 14.3 (10.4-19.5)
Trying to consult HPs 43 18.7 (14.1-24.3)
Get advice from friends 9 3.7(2.1-7.4)
Get advice from hushand 32 13.9 (9.9-19.1)
Want to change the method 51 22.2 (17.2-28.4)
Want to stop the method 62 27.0 (21.6-33.1)
Were you told by HP about side effects No 147 46.4 (40.9-51.9)
Yes 170 53.6 (48.1-59.1)
Who initiated the use of current methods It’s me 316 51.1(47.2-55.1)
My husband 76 12.3(9.9-15.1)
Jointly 226 36.6 (32.8-40.4)
Reasons for not using the methods (n=634) Breastfeeding 56 8.8 (6.8-11.3)
Postpartum abstinence 30 4.7 (3.3-6.7)
Not resumed menses 96 15.1 (15.6-18.2)
Advised from HP 17 2.7 (1.7-4.3)
Husband not wanting 185 29.2 (25.7-32.8)
Feared side effects 172 27.1(23.8-30.7)
To be become pregnant 63 9.9 (7.8-12.5)
Others 15 2.4 (1.4-3.9)

EC: Emergency contraception, PPMC: postpartum modern contraception, HP: health professionals

4.3.3 Predictors of postpartum modern contraceptive adoption

After controlling for other factors, women’s violence exposure in the year before or during

pregnancy, women’s employment status, their husband’s educational status, household wealth

status, the place of delivery, and menstrual resumption were found to be predictors of modern

contraceptive adoption in the extended postpartum period.

Our finding reveals that women who reported perinatal violence had 31% less risk of using

postpartum contraception compared to women who did not (aRR = 0.69; 95% CI: 0.50-0.97).

Similarly, the socioeconomic status of the women was found to be significantly associated with

the risk of using contraceptive methods post-delivery. Employed women were 1.14 times as

85




likely to adopt postpartum contraceptive methods compared to unemployed women (aRR = 1.14;
95% CI: 1.03-1.28). The risk of using modern methods among women from middle-income
households was 1.14 times as high as the risk of using modern methods among women from
low-income households (aRR = 1.14; 95% CI: 1.03-1.26). Women whose husbands had
secondary or higher education had 13% less risk of adopting modern contraception after
childbirth compared to women whose husbands had no formal education (aRR = 0.87; 95% ClI:
0.77-0.99).

Women who delivered at a health facility had 1.58 times the risk of using modern methods in the
extended postpartum period compared to women who delivered at home (aRR = 1.58; 95% CI:
1.41-1.78). Furthermore, women who reported no menstrual resumption had a 46% reduction in
risk of adopting contraceptive methods after childbirth compared to women who reported
menstrual resumption (aRR = 0.54; 95% CI: 0.48-0.62) (Table 10).

Table 10: Predictors of first modern contraceptive use after childbirth in the study area Oct 2019-
Jan. 2021.

Variables Category Unadjusted relative | Adjusted relative risk ratio
risk ratio (95% CI) (95% CI)

Perinatal psychological violence Yes 0.72(0.0.65-0.79) 1.13(0.81-1.56)
No 1 1

Perinatal physical violence Yes 0.73(0.65-0.82) 0.99(0.83-1.19)
No 1 1

Perinatal partner violence Yes 0.69(0.63-0.77) 0.69(0.50-0.97)*
No 1 1

Maternal age (years) <24 0.78(0.68-0.91) 0.94(0.82-1.09)
25-34 1.01(0.91-1.12) 1.08(0.97-1.19)
35-49 1 1

Maternal age at marriage <18 years 1.07(0.96-1.17) 1.08(0.98-1.18)
>18 years 1 1

Maternal education Iliterate 1 1
Primary 1.09(0.98-1.22) 0.98(0.87-1.08)

Secondary or above

1.16(1.05-1.29)

0.96(0.84-1.08)

Maternal employment status

Not employed

1

1

Employed 1.24(1.12-1.36) 1.14(1.03-1.28)*

Place of delivery Facility 1.75(1.55-1.97) 1.58(1.41-1.78)**
Home 1 1

Breastfeeding status No 0.91(0.83-0.98) 0.94(0.86-1.02)
Yes 1 1

Menstrual resumption No 0.53(0.47-0.59) 0.54(0.48-0.62)**
Yes 1 1

Sexual activity resumption No 0.77(0.54-1.12) 0.77(0.54-1.11)
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Yes 1 1
Justify wife-beating norms No 1 1

Yes 0.84(0.77-0.91) 0.96(0.88-1.05)
Wealth Status Poor 1 1

Middle 1.12(1.01-1.26) 1.14(1.03-1.26)*

Rich 1.13(0.98-1.28) 1.06(0.94-1.12)
Partner employment status Non-employed 1 1

Employed 1.07(0.98-1.17) 1.03(0.98-1.13)
Partner education status Iliterate 1 1

Primary 1.06(0.95-1.19) 0.96(0.88-1.07)

Secondary or above

1.09(0.98-1.22)

0.87(0.77-0.99)*

Partner controlling behavior

No

1

1

Yes 0.78(0.72-0.86) 0.92(0.84-1.01)
Women’s decision-making autonomy | No 1 1

Yes 1.12(1.03-1.22) 0.98(0.90-1.07)
Communication about daily life No 1 1

Yes 1.22(1.11-1.35)*** 1.02(0.93-1.13)

*p<0.05, **p<0.001
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4.4 Perinatal IPV and postpartum modern contraception timing (Paper-V)
4.4.1 Survival analysis for time-to-modern contraception adoption

A total of 1,252 of the study participants had completed the interview. About 3.1% of them were
lost before they could be reached and censored for survival analysis. A total of 4,879 woman-
months (407 woman-years) after index childbirth were at risk for not using modern
contraception. The median survival time for first postpartum contraception was 6 months. At
three and six months post-delivery, approximately 12.23% and 44.5% of the respondents had
adopted their modern contraceptive methods, respectively. The Kaplan-Meier survival curves
with large steps for time-to-postpartum contraceptive adoption start at two months postpartum.
This shows that many postpartum women initiated their first modern methods after two months
following childbirth ( Figure 6).

KM survival curve of time to postpartum contraceptive use

(ALl
1

uw
1

a S 8
Time in months after index childbirth

Figure 6: Kaplan-Meier survival function curve for postpartum contraception timing after index childbirth

among married women in Wolaita zone, Oct 2019-Jan 2021

We also computed the Kaplan-Meier survival estimate to examine postpartum modern
contraception timing for selected characteristics (Figure 7). The Kaplan-Meir survival function
shows a significant difference in postpartum contraceptive method adoption between women
who had PIPV and women who did not have PIPV. The Kaplan-Meier survival function for
women who experienced perinatal violence is consistently higher than for their counterparts,
indicating that exposure to violence before or during pregnancy delays adoption of modern

methods.
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Figure 7: Kaplan-Meier estimate curves for postpartum contraception timing between index childbirth and
12 months by selected characteristics among married women in Wolaita zone, Oct 2019-Jan 2021

In addition, Wilcoxon log-rank test has shown a substantial difference in time length to adopt

postpartum contraceptive methods at individual and cluster-level characteristics (Table 11).

Table 11: Wilcoxon log-rank test for the length of time-to-postpartum contraception use among

married women in Wolaita zone, Oct 2019-Jan 2021

Variables %2 P-value Variables %2 P-value
Women’s age in years 12.37 | <0.0021 Exposure to PIPV in either periods 103.79 | < 0.00001
Women’s age at marriage 1437 | <0.0001 Husband wife controlling behavior 25.13 < 0.00001
Women'’s education Status 37.55 < 0.0001 Husband’s substance abuse 5.09 <0.0240
Women'’s attitude towards IPV norms | 28.54 < 0.00001 | Husband’s alcohol misuse 8.83 < 0.0030
Women’s decision-making autonomy | 4.76 <0.03 Couple communication about daily life | 17.65 <0.0001
Women’s household wealth index 21.39 < 0.00001 | Respondent place of residence 42.73 < 0.00001
Exposure to PIPV before pregnancy 104.41 | <0.00001 | Community’s early marriage level 27.89 < 0.00001
Exposure to PIPV during pregnancy 77.72 <0.00001 | Community’s IPV accepting status 15.79 < 0.0001

4.4.4 Model comparison for different parametric regression models based on AIC

For model selection, we fitted different parametric survival models with different survival

distributions: Exponential, Weibull, Gamma, Log-logistic, and lognormal. The best-fitting model

was found to be the Weibull regression model and used to describe the data. (Table 12).

Table 12:Model comparison parameters for the study Oct 2019-Jan 2021

Parameter Deviance AIC BIC

Exponential regression 4,355.93 4,395.93 4,489.02
Weibull regression 3,711.14 3,755.14 3,857.54
Gamma regression 3,723.96 3,767.965 3,870.35
Lognormal regression 3,767.85 3,811.853 3,914.24
Log-logistic regression 3,754.88 3,798.88 3,901.27

The ICC for the empty model was calculated using the variance of level-1 residuals and variance

of level-2 ( cluster) to ascertain the need of highlevel analysis. The variance of the level-1

(women) residuals is assumed to be independent and identically distributed, and their

distributions depend on the model we are fitting. In the case of the Weibull distribution, the error

term (residual) follows Gumbell distribution. We calculated residual variance using equation n%/
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(6xp?), where p is the ancillary parameter of the Weibull distribution (244). ICC was found to be
0.805 indicates that 80.5% of the time length-to-postpartum contraceptive use can be explained
by at cluster-level variance. In addition, the LR test was significant, which favored the multilevel
Weibull regression model than standard Weibull model. Based on Akaike’s Information
Criterion (AIC), the full model was the most appropriate model that yielded the lowest deviance
and AIC value, and selected to describe time-to- first postpartum contraceptive adoption (Table
13).

4.4.5 Multilevel survival analysis for time -to- postpartum modern methods adoption

After controlling for other covariates, place of residence, community early marriage status,
household economic status, and history of perinatal abuse were found to be predictors for the
length of time to the first modern contraceptive adoption. Women from the rural community took
44% longer time than expected to adopt the first postpartum modern contraception compared to
women from the urban community (aTR: 1.44; 95%CI: 1.06-1.99). Similarly, women from the
community with high early marriage had a 14% lag time to first postpartum modern
contraceptive use compared to women from the community with low early marriage (aTR:1.14;
95%ClI: 1.01-1.28). Similarly, we have also examined the impact of perinatal partner abuse
exposure on the postpartum contraceptive adoption timing. Women who reported no partner
abuse before or/and during pregnancy had a 29% lower expected time to start the first
postpartum modern contraceptive method than women who experienced PIPV (aTR: 0.71;
95%CI: 0.66-0.78). Women from the middle wealth quantiles also took 1.10 times longer to
initiate postpartum contraception compared to women from the richest wealth quantiles (aTR:
1.10; 95%Cl: 1.02-1.19) (Table 13).

Table 13: Multivariable multilevel survival analysis of the postpartum contraceptive use timing

among married women (n=776) in Wolaita zone,southern Ethiopia, Oct 2019-Jan 2021

Characteristics Categories Model | Model Il Model I11 Model IV

aTR[95%CI] aTR [95%CI] aTR[95% CI] aTR[95% CI]

Community-level predictors

Early marriage status Low na na Ref. Ref.
High na na 1.09(0.98-1.21) 1.14(1.01-1.28)*
Norm that favors IPV Low na na 0.96(0.87-1.06) 0.98(0.88-1.10)
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High na na Ref. Ref.

Women education Level Low na na 0.96(0.84-1.09) 1.05(0.91-1.21)
High na na Ref. Ref.

Place of residence Urban na na Ref. Ref.
Rural na na 1.20(1.03-1.38)* | 1.44(1.06-1.99)*

Woman-level predictors

Age at marriage <18 Years na 1.05(0.97-1.12) na 1.04(0.96-1.12)
>18Years na Ref. na Ref.

Maternal education No formal na 1.07(0.97-1.18) na 1.06(0.96-1.17)
Primary na 0.98(0.90-1.08) na 0.98(0.89-1.07)
Secondary + na Ref. na Ref

Employment status Not employed | na Ref na Ref.
Employed na 0.95(0.86-1.05) na 0.97(0.88-1.08)

Justify wife beating No na Ref. na Ref
Yes na 1.02(0.95-1.09) na 1.01(0.94-1.08)

Violence in either periods No na 0.72(0.66-0.78)*** | na 0.71(0.66-0.78)***
Yes na Ref. na Ref.

Wealth Status Poor na 0.97(0.88-1.07) na 0.98(0.89-1.08)
Middle na 1.10(1.02-1.20)** | na 1.10(1.02-1.19)*
Rich na Ref. na Ref.

DM autonomy No na Ref. na 1.01(0.92-1.11)
Yes na 0.93(0.86-0.99)* na Ref.

Partner-level predictors

Husband education No education na 0.99(0.91-1.09) na 0.96(0.87-1.06)
Primary na 1.03(0.94-1.12) na 1.02(0.94-1.11)
Secondary + na Ref. na Ref.

Husband alcoholism No na 0.98(0.92-1.06) na 0.99(0.92-1.06)
Yes na Ref. na Ref.

Husband substance abuse No na 0.98(0.88-1.06) na 0.97(0.88-1.07)
Yes na Ref. na Ref.

Controlling behavior No na Ref. na 1.06(0.93-1.1.08)
Yes na 0.99(0.93-1.07) na Ref.

Relationship-level predictors

Couple communicate DLI | No na 1.07(0.99-1.15) na 1.07(0.99-1.15)
Yes na Ref. na Ref.

Random effects

Inp [Ancillary parameter] - 2.274 0.894 0.803 0.892

Variance - 0.072 0.126 0.038 0.083

LR-test(chi-square test) LR test wvs. | 16.03* 41.33* 9.83* 25.62*
Weibull model

Deviance (df.) -2LL - -1860.696(18) -1920.184(7) -1855.573(22)

Model statistics AIC - 3757.393 3854.368 3755.146
BIC - 3841.168 3886.947 3857.537

Heterogeneity level ICC 0.81 0.31 0.10 0.23

* P-value <0.05, ** p-vale <0.01, ***p-value <0.001, aTR; adjusted time ratios, ref; reference

group, na; not applicable, DM; decision-making, DL; daily life issues ,LR; likelihood Ratio
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Table 14: Summary of the main findings of the dissertation according to the objectives,Wolaita

zone, southern Ethiopia,Oct 2019-Jan 2021

Paper

Objectives

Main findings

Postpartum  women’s  lived

experiences of PIPV

The majority of postpartum women suffer from mild to severe PIPV,
controlling behaviors, and a lack of basic needs such as food, money,
clothing, and housing.

They reported recurring violence over the perinatal period.

Cirumstances leading to PIPV

Alcohol consumption, suspicion on the paternity of the newborn,
preference for a male child, partner infidelity and jealousy, use of
contraceptives, indifference to shortages of household necessities, a
lack of proper parenting, and financial problems.

Prevalence of PIPV

40% (95%CI : 36.9-44.6)

18% reported continuous PIPV

Overall violence before, during, and after pregnancy was 37.4 %
(95% CI 34.6-40.2), 28.3% (95% CI: 25.8-30.8), and 22.4% (95%CI:
20.0-24.8), respectively.

A significant heterogeneity was observed between clusters in PIPV
victimization.

Factors associated with PIPV

Contextual (high-level) factors: place of residence; Neighborhood-
level women's literacy; IPV favoring norms; decision-making
autonomy; and wealth status.

Woman- and partner- specific factors: education status, witnessing
exposure to inter-parental violence, justifying wife beating norms,
husband education status, intendedness of pregnancy, husband
alcoholic, and wife controlling behaviors

Relationship-specific factors: duration of marriage, women's
participation in the decision-making process in household issues, and
couple age difference

Prevalence  of  postpartum
contraceptive adoption

62% (95% CI: 59.2%, 64.5%)

Injectables (44.1%), pills (16.9%), and implants (15.3%)
Over one-third (33.1%) discontinued the first method
57.6% did not use any methods after discontinuation

modern
after

Predictors of
contraceptive  adoption
childbirth

Postpartum women’s PIPV exposure, employment status, their
husband’s educational status, household wealth status, the place of
delivery, and menstrual resumption

Rates and
postpartum
contraception timing

predictors  of
modern

Median survival time to start first modern methods was 6 months
4,879 woman-months (407 woman-years) are at the risk

Place of residence, community early marriage status, household
economic status, and history of perinatal abuse are all predicted
shorter or longer postpartum modern contraception timing
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5. DISCUSSIONS

This dissertation used a mixed-methods study approach to explore postpartum women's lived
experiences of PIPV and examined the effect of maternal exposure to PIPV on postpartum
modern contraception. Postpartum women’s lived experiences of PIPV were explored using a
phenomenological study approach, and the prevalence of PIPV and associated factors were
quantified using a cross-sectional study design. Correspondingly, the effect of maternal exposure
to PIPV on postpartum modern contraception was measured using a classical prospective cohort
study design. The qualitative findings complemented the quantitative results and helped to
provide a complete understanding of the problem. The mixing could be done at different stages
of the research (220).

5.1 Postpartum women’s lived experiences of PIPV and its leading circumstances (Paper I)

In the present study, women who experienced partner violence either before or during pregnancy
continuously reported postpartum violence. This conistent with other studies conducted in
elsewhere; women with a history of violence are at risk of future violence (115, 248, 249).
Consistent with a study conducted in Australia (248), perinatal IPV increased over time. The
possible reason might be that, for some couples, the transition to parenthood can be stressful and
demands additional physical, psychological, social, and economic resources. If it is difficult to
cope with such relationship stress, it could result in continued abuse. Results show that
participants experienced psychological violence in three mutually exclusive periods,
accompanied by physical violence. Study results suggest that psychological violence
predominantly occurs in physically violent relationships and is a precursor to other forms of
partner violence (2). Psychological violence is the most prevalent and severe form of violence
(250). Indeed, it is the most under-researched form of violence. This indicates that a single
abusive incident could result in many forms of perinatal violence. In the present study, a
substantial portion of interviewees experienced perinatal sexual IPV which occurred at its
earliest within the first two weeks postpartum. Two postpartum women experienced forcible rape
from their husbands, which resulted in reproductive tract bleeding and infections. Similar to

other studies (124, 155), violent nonconsensual sex against women is common in consensual
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unions. This has far-reaching implications beyond perinatal IPV and could lead to severe

comorbidity.
Circumstances leading to perinatal IPV

The conditions that lead to PIPV are multifaceted. Results from this study suggest a link
between husbands who abuse alcohol and perinatal violence. Likely, the finding reveals that
alcoholism leads to many household problems, including psychological, physical, and sexual
violence (137). Compared to women experiencing no violence, those experiencing violence
reported that partners chronically abused alcohol (251). However, alcohol misuse is a double
burden that is difficult to shoulder in this formative period. In the present study, a suspicion
about the newborn also increases the risk of violence. Similar to reports from the United States,
the frequency and severity of perinatal IPV increased with doubts about paternal resemblance
(252, 253). The reason might be that abusive partners are more likely to be suspicious of their
wives’ being unfaithful, which could lead to more conflict. It is worth mentioning that one
participant in this study experienced violence due to preterm birth. Literature indicates that
women in violent relationships are at an increased risk of experiencing preterm birth, but such
births do not necessarily trigger violent incidents (254, 255). The possible justification could be a
wrong perception about preterm births, i.e. births less than thirty-seven weeks of gestation are
assumed to be cheating. Corroborating to studies set in Ethiopia, Nigeria, and the United States
(137, 143, 256), partner infidelity and jealousy precipitated husbands’ violence in postpartum. A
husband’s preference for a male child increased incidents of perinatal IPV. Correspondingly, a
study conducted in Pakistan found that the inability to give birth to male children is linked to
perinatal violence (155). In a patriarchal and hypermasculine society, husbands highly desire
sons over daughters (152). The possible reason might be discriminating gender norms: sons can

honor their family at a social level unlike daughters.

Additionally, a subsequent birth of a baby girl is considered the woman’s fault in a patriarchal
society. Societal or cultural beliefs may require creative ways to improve community awareness
regarding issues of gender and reproductive health rights. The use of contraceptives without the

husband’s consent was also a risk factor for perinatal violence. Presumably, ongoing perinatal
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IPV was associated with reduced contraceptive use (257). Reproductive coercion, including
contraceptive sabotage, was also commonly reported by women experiencing partner violence
(258, 259).

Implications of perinatal IPV on women’s health

Perinatal IPV tampers with several women’s mental and reproductive health. In this study,
respondents reported that previous unwanted pregnancies, miscarriages, high blood pressure,
reproductive tract infections, and bleeding occurred due to perinatal IPV from their husbands.
These findings are consistent with other studies (257, 258). Additionally, women in this study
narrated that they had developed perceived stress, fears, sleeping disorders, and other mental
illnesses, indicating similarities with several other studies conducted elsewhere (257, 260, 261).
Some participants exhibited suicidal thoughts or attempts due to postpartum anguish. Similarly, a
report from Brazil indicated that suicidal ideation was common in two-thirds of low-income
postpartum women reporting partner violence (262). The effect of continuous partner violence

leads to child abuse and neglect (105, 263), as also evidenced by this study.
5.2 Prevalence of PIPV victimization and its associated factors

The current study shows that about 40% (95% CI: 36.9-44.6) of women had experienced
intimate partner violence before, during, and/or after pregnancy. This finding is consistent with
clinical studies conducted in southern Nigeria (43.8%) and Tanzania (43%) (94, 108), but lower
than studies conducted in Brazil (47.4%) and Iran (64.7%) (96, 264). Despite these comparative
figures from clinical settings, which yield high prevalence rates, this community-based finding
confirms that a significant proportion of postpartum women are at risk for PIPV. The prevalence
of PIPV decreased during the perinatal period, with the highest in the year before pregnancy
(37.4%) and the lowest after childbirth (one and a half months) (22.4%), which accords with
studies conducted elsewhere (105, 264, 265). The lowest incidence of abuse after childbirth can
be attributed to the study period’s variability, cultural celebrations, and the presence of extended
family following successful delivery. Another explanation could be linked to the fear of
vulnerability that perinatal women in an abusive relationship may try to protect against harm by

using techniques such as hiding and avoidance. In this study, a low prevalence of physical and
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sexual violence was observed over the perinatal period. This finding corroborates with other
studies that have identified a low incidence of physical and sexual violence during the perinatal
period (108, 132). The possible justifications could be the husband’s fear of the social stigma
associated with wife battering or decreased sexual demands in this formative period. Most
importantly, caution should be taken when interpreting the reduction of abuse over perinatal
periods. The evidence indicates that existing abuse escalates in frequency and severity in the
perinatal periods (101). Our study found that over two-thirds of women who reported IPV before
pregnancy also experienced continuous abuse during and after pregnancy. This result confirms
that once abuse has been initiated, it will continue during the transition to parenthood.

Factors associated with PIPV victimization

In this study, being a rural resident was associated with high PIPV encountering. This finding is
consistent with prior studies (77, 266). In contrast, the urban residency also trigger for PIPV
(267). Again, paradoxically to other studies (268-270), being in urban places was found to be a
protective factor against PIPV. This might be because living in urban areas may offer women
more opportunities to access media outlets, economic resources, institutional supports, and new
information, which can help them cope with violence more effectively. Consistent with the social
causation theory (271), the current study shows a reciprocal relationship between women’s
education status and PIPV. Increasing women’s education reduces any form of the recent and
long-term probabilities of IPV, which is supported by past research conducted in Belgium and
the USA (100, 272). In contrast to a study done in India (135), neighborhoods with high
women’s literacy were linked with an increased risk of PIPV. This might be due to interaction
with traditional gender ideology in a patriarchal society that expects women to be submissive in
all spheres of marital relationships, which may not work for more educated women and could
lead to violence. In this study, women from the community with low wealth terciles were also at
increased risk of PIPV as evidenced by studies conducted elsewhere (32, 97). This result may
imply that any violence prevention strategies should prioritize women living in neighborhoods
with the lowest wealth terciles. At the individual level, postpartum women’s decision-making
autonomy in household issues was found to be protective for PIPV in the current study.

Conversely, women concentrated in the community with high women decision-making
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autonomy have a high probability of encountering PIPV. This suggests that as women gain
autonomy, they struggle for reproductive autonomy, including fertility control, which can lead to
PIPV victimization in traditional societies where men hold primary decision-making power in
marriage, as evidenced by other studies (273, 274). Also, the result is consistent with a cohort
study conducted in Nepal, which found that the risk of contracting IPV was higher in women
who became pregnant and gave birth than in those who did not (275). This implies that ensuring

women’s decision-making autonomy requires addressing IPV and related constraints.

In agreement with social learning theory, postpartum women’s witness to inter-parental abuse
during childhood was linked with increased PIPV victimization. Similarly, a study conducted in
Brazil reveals that witnessing or being a victim of family violence was associated with being
perpetrators or victims of PIPV when becoming adults (276). The possible reason may be that
being exposed to family violence can cause many women to become determined not to tolerate
violence in their marriage. In the current study, women who endorsed wife-beating norms and
lived in communities with high IPV-favoring norms were at an increased risk of PIPV. This
implies harmful traditional models play a vital role in the sustainability of violence and need to
be cured through social norms intervention. In a replication of previous studies in Malaysia,
Brazil, and the USA (83, 137, 277), the husband’s alcohol misuse and partner’s controlling
behavior were associated with high PIPV victimization. In line with a study conducted in the
USA (18), unintended index pregnancy was also a triggering factor for PIPV. The association
could be explained in different ways. An abusive partner could limit the woman’s ability to
control her own fertility or because the woman in a violent relationship may neglect to take care
of their fertility control needs, which could lead to unintended pregnancies. Inconsistent with a
study conducted in Nepal (132), a short time of marriage was a risk for PIPV. A lack of
awareness about coping with stress and changes during the childbearing period for couples with

a short time of cohabitation could be one of the reasons.

Similarly, a couple’s age difference predicts PIPV. Being the same age as a husband protects
perinatal abuse as being older. This finding implies interventions that consider and reduce
women’s high age disparity in the community are needed to reduce the vulnerability of women

to PIPV. Contrary to other studies (278, 279), infant gender and son preferences not predicted
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PIPV encountering. This finding contradicts the researchers’ early results from a qualitative

study (280). This requires further investigation.
5.3 Effect of PIPV on postpartum modern contraceptive adoption

In the current study, 62.0% of women started using the first modern contraception in the year
postpartum (95%CI: 59.1% -64.5%). This finding is consistent with studies conducted in
Ethiopia (59.1%) and Kenya (60.0%) (62, 65). However, this estimate is considerably lower
than other study done in Northwest Ethiopia (66.7%) (63) and higher than the nation-wide study
done in Tanzania (64) and Ethiopia (215). We speculate that there may be differences in sample
population characteristics, study design, and outcome variable measurement. For example, these
nation-wide studies measured contraceptive adoption from the resumption of sexual intercourse,
whereas our study examines the time length from delivery to the uptake of modern
contraception. This study reveals that a signifant proportion of women who reported violence in
the year before or during pregnancy do not use postpartum contraception when compared to
women who were not abused over the perinatal period. This finding corroborates with studies
conducted in India and the United States that have revealed that non-use of postpartum methods
was higher among women who reported physical abuse than those who did not report physical
abuse during the perinatal period (39, 48, 50). This could imply that women in abusive
relationships may have the low bargaining power to initiate postpartum contraception due to the
fear of future violence. This prompts us to launch special interventions such as screening for
violence and providing abused women with partner unobservable methods. Whilst other studies
have found that PIPV exposure is linked to increased postpartum contraceptive use (53, 54).
This might be because abused women are suspicious of their marriage’s continuation and do not
want to have a child with a violent partner, which in turn increases the use of contraception after

delivery.

In our study, the positive correlation between health facility deliveries and postpartum
contraceptive adoption could be attributed to the effect of immediate post-placental family
planning counseling for those who delivered at health facilities. It may also suggest that

opportunistic contact with the health care system through maternal services such as childbirth in
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facilities improves clients’ relationships with health systems and access to postpartum family
planning services (62, 85, 193). Our study also observed that employed women were more likely
to use contraceptive methods during postpartum than their unemployed counterparts. This was
consistent with prior studies conducted in Kenya, Uganda, and the USA (203, 281) which show
that compared to low-income women, economically empowered women may not face the same
financial constraints related to contraceptive choices and access. Similarly, contraceptive use
after childbirth was higher among wealthy women than among the poorest women, which is in
line with the findings of some studies (191, 193). This may reflect the fact that women with
better household living conditions may compensate for indirect costs such as transportation,
which deter them from accessing postpartum contraception even if the services are free in public
health facilities. In contrast, evidence from the previous studies has revealed divergent
relationships between household wealth status and contraceptive use in the year after birth (62,
282). In this regard, strengthening the provision of postpartum family planning services at their
homes through health extension programs could reach and help women with low socioeconomic
status in the community. Our results have revealed that women who reported no menstrual
resumption were less likely to use contraceptives after delivery as compared to women who
reported menstrual resumption. This corroborates with some other studies conducted elsewhere,
which revealed that contraceptive adoption after childbirth peaked following the month of the
first menstrual cycle (65, 66). In other words, the resumption of menses is a marker for
contraceptive adoption, putting women at risk of unintended pregnancy. Besides, studies
conducted in northern Ethiopia (283) and other settings (284) show that postpartum women had
very little knowledge and practice of lactational amenorrhea as a contraception method This
indicates that policymakers and program managers should work diligently to optimize
postpartum fertility-reducing behaviors such as the provision of postpartum family planning

information and services, including post-placental contraception.

Regarding partner characteristics, only education status predicted postpartum contraceptive use
in our study. In contrast to another finding (207), postpartum contraceptive initiation was low
among women whose partners had completed more than secondary education compared to

women whose partners had no formal education. The possible justification might be that
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education by alone does not guarantee postpartum contraceptive acceptance, despite its critical
role in determining the overall use of reproductive health, including family planning. Further

studies will be required regarding this relationship.
5.4 Effect of PIPV on postpartum modern contraception timing

The current study investigated the individual- and community-level factors that predict the time
interval to start modern contraceptive methods after childbirth, taking into account Keble as a
cluster-level effect. The study has found statistically significant heterogeneity across clusters in
modern contraception timing. This finding suggests that unobserved community-level
characteristics have an impact on the timing of method use after childbirth, which is consistent
with other studies that have found that a woman's environment influences the timing of method
use after childbirth (62). This indicates the implication of leveraging community-level
differences in planning interventions for timely modern contraceptive initiation. In present study,
median survival time to initiate their first postpartum modern methods was 6 months. This
finding is consistent with a study conducted in Northwest Ethiopia (63), but with a time lag of at
least five months longer than the WHO recommended time. This implies considerable proportion
of study participants would be at risk of unintended pregnancy, as many wait until their menses
return to start contraception, and it requires community-based intervention during the perinatal

and postpartum periods.

When other variables were controlled, women’s place of residence and their community’s early
marriage status predicted time interval-to-contraceptive use after childbirth. As in other studies
(215, 285), rural women took longer to adopt modern methods postpartum than their
counterparts. Our findings contrast somewhat with several prior studies (62, 64) that have
identified no difference in time to modern contraceptive use among rural and urban residents.
This might be linked with women from rural area had a limited access to media outlets,
education, and health facility infrastructure compared to urban women, which may also be
associated with delayed adoption of modern contraception. This study observed a long lag time
to starting contraception after childbirth among women from the community with high early

marriage. This finding corroborates previous studies (286, 287) that have identified early

101



marriage is associated with a lower intention for postpartum contraceptive use. According to this
study, women from the middle-class wealth quantiles took longer than women from the
wealthiest households to begin modern methods postpartum. This finding aligns with studies
conducted elsewhere (64, 191) that show a shorter time to method adoption among women in the
richest quantiles. The fact that low socioeconomic status is a deterrent to postpartum
contraception adoption indicates a strengthening of social and community-based health insurance
schemes launched by the government of Ethiopia, which increase health-care utilization among
the poor (288). Besides, women empowerment could alleviate indirect costs like transportation
for contraceptive use among low-in-come mothers even if contraceptive services are free.
Moreover, a quasi-experimental study by Deborah Sitrin et al. reported that integrating
postpartum family planning into a health extension program could increase postpartum adoption

of modern contraception (289).

There is inconsistent evidence regarding the association between IPV and the time interval-to-
postpartum contraceptive initiations. In contrast, our finding confirms that women who had no
history of perinatal abuse took less time to adopt modern contraception than those who had a
history of abuse. For instance, Marina Plesons' prospective cohort study in Kenya shows a
positive correlation between recent partner abuse and time to postpartum contraceptive adoption
(217). As such, women's exposure to perinatal abuse may influence postpartum contraception
timing in different ways: an abusive partner may restrict access to any form of contraception or
prevent women from using the most effective methods in an attempt to get the woman pregnant
again (290, 291). Moreover, a woman’s less decisive power and fear of future violence linked
with contraceptive initiation could deter the timely adoption of the method after childbirth (280).
This would imply that screening IPV should be part of family planning counselling to identify a
woman in a violent relationship, which could significantly reduce the likelihood of future

reproductive coercion.
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6. VALIDITY AND GENERALIZABILITY OF THE STUDY

The validity of any study depends on the study design used, the data collection instruments, and
the appropriate methods for handling random and systematic errors. Thus, this dissertation has
attempted to use different techniques to increase internal and external validity at the design, data
collection, and analysis stages of the study. Qualitative (phenomenological) and quantitative
(cross-sectional and classical prospective cohort) study designs were employed to address the
dissertation questions. In addition, as an observational study, this dissertation attempted to

control the role of bias, chance, and confounding at all stages.

For Paper I, the rigor of the qualitative findings was assured using Lincoln and Guba’s
trustworthiness criteria: credibility, dependability, conformability, and transferability. The
credibility of the results was ensured by collecting data from two target groups (PIPV victims
and HEWSs) for triangulation (212). All audio recordings were transcribed verbatim and
translated into English language. Audit trails for the transcribed data were conducted with each
interviewee to ensure trustworthiness and minimize errors. All transcripts of the interviews were
checked for errors by simultaneously reading the transcripts alongside the audio-recorded voices.
The final transcripts were compared with the field notes to ensure quality. Verbatim transcripts
were analyzed using the OpenCode software version 4.02 for computer-assisted coding and
categorization. The text was read several times to familiarize with the data. Interviewees within
one year post-delivery were enrolled to minimize recall bias. All interviews were tape-recorded
to ensure dependability of the findings. Similarly, Pl transcribed audio data daily to maintain
consistency and the context of the discussion. Besides, field notes were expanded immediately
after each interview to include nonverbal cues and the researchers' reflections. Furthermore, the
conformability of our findings was ensured by including interviewees' direct expressions to
avoid bias during the interpretation and analysis of the results. The interviewer had no contact
with the service centers to ensure that there was no effect on their responses, and bracketing was
used to separate the interviewees’ natural words from the researcher’s world and inspection.
Epathetic rapport was established with each interviewee for five to seven minutes. The findings
are also transferable to other postpartum populations in violent relationships in the Wolaita zone

103



and other parts of the country with similar settings, since we detailed the study context,

methods, and participant selection.

In this dissertation, papers I1-1V, the role of chance (random error) was addressed using a large
and representative sample size (1,342 postpartum women nested in 38 clusters), which was
estimated considering the necessary assumptions, including power. The representativeness of the
sample was further ensured by urban-rural stratification and a probability proportional to its size.
Consequently, the largest sample size was used for all objectives to increase the precision and
power of the study. Again, the role of chance was checked using appropriate statistical
significance tests at the 5% significance level and 95% CI for each measure of association (odds,
risks, and time ratio). Selection bias was also minimized by enumerating study participants from
all randomly selected clusters and enrolling all eligible postpartum women in the selected
clusters. As this dissertation is primarily based on an observational cohort study, selection bias
has minimal effect, but it may also occur due to the losses to follow-up. However, the
nonresponse rate for this dissertation was 6.86%, which was lower than the estimated rate of
10% during the sample size calculation. On the other hand, using standard data collection
instruments, recruiting qualified data collectors and supervisors (public health specialists),
intensive training in accordance with WHO guidelines for researching VAW, supervision, and

proper data management minimized measurement bias.

To minimize the effects of confounding factors, we considered all important predictors from the
existing literature before developing a conceptual framework during the design stage. Again, we
tried to control for confounding effects using multivariable analysis. Candidate variables for
multivariate analyses were selected based on the strength of association in bivariate analysis and
their clinical and practical importance. Multilevel (advanced) logistic and parametric regression
models and a modified Poisson regression model with robust variance estimates were used to
identify predictors at different levels. Interactions and other conditions that could possibly affect
the association were also addressed in multilevel models. This dissertation was conducted in
seven districts (four rural districts and three town administrations) of the Wolaita zone in
southern Ethiopia, which represents one-third of the districts in the zone. In addition, urban-rural

stratification, proportional allocations, and the use of standard and internationally validated
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(cross-culturally) data collection instruments were considered. The findings of this dissertation
can be reasonably generalized to the zone's postpartum population and a setting with similar
attributes. However, the results of this study are unlikely to be replicated in other settings due to
existing sociocultural, socioeconomic, maternal, and partner-related attributes, particularly in
more developed contexts where women have more expansive agency and opportunities and

cultural norms and values tend to prioritize gender equality over male entitlement.
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7. STRENGTHS AND LIMITATIONS OF THE STUDY
7.1 Strengths of the study

This dissertation has several strengths. First, to the best of our knowledge, this is the first
community-based prospective follow-up study to examine the effect of maternal exposure to
PIPV on postpartum modern contraception in Ethiopia in general, and in the study area in
particular. Second, this dissertation was based on a large sample size, which increased the power
and precision of the study. This may increase the generalizability of the findings. Third, standard
and internationally validated data collection instruments (the WHO and DHS modules on the
domestic VAW) were also adapted to increase the validity and reliability of the data. Fourth, the
study found high responses and disclosures of PIPV and contraception due to intensive training
of interviewers and supervisors by the standard WHO guidelines for researching VAW.
Correspondingly, this study focused on recent self-reported IPV and may indicate a lower
assumption of recall bias. Indeed, a woman never forgets her husband’s actions following
pregnancy and childbirth; whether he treated her poorly or disrespected her over the perinatal
period, it would scar her. Thus, abuse from their husbands is recalled with great clarity. Fifth,
advanced statistical models such as multilevel logistic and survival regression models, and a
modified Poisson regression model with robust variance estimation, were used to deal with
clustering effects and identify predictors operating at various levels. Sixth, the study also
employed mixed-methods study design (concurrent triangulation), which helped generate
comprehensive evidence for policy and program implications. Seventh, as this dissertation used
an observational prospective cohort study design, we can test temporal relationships and assume
less recall bias. Last but not least, applying the Weibull AFT model rather than the PH model to
estimate the expected survival times between group characteristics in time ratios may be a
strength of the study because the estimated regression parameters in AFT models are robust and

easy to interpret.
7.2 Limitations of the study

There are some significant limitations to using the dissertation findings. For the qualitative part,

study participants were recruited using convenience sampling, which failed to reach hard-to-
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reach victims. Similarly, some respondents were traced with the help of HEWSs. This could have
resulted in selection bias. The sensitive nature of the topic of gender roles because a male
interviewer collected the data may prevent women from disclosing the full extent of their

experience with IPV.

For the quantitative part, there are limited community-based cluster-level studies to compare
with these findings allowing us to compare the results from clinical studies to those of
population-based studies. In addition, research on VAW suffers from underreporting. Despite all
data supervisors and enumerators being well-trained, this study was not free from this problem.
In the baseline study, we excluded women with an unmarried status within the extended
postpartum period and those with stillbirth or neonatal death. This may be one of the limitations
of this study because violence rates might be high in these groups. Women’s IPV experiences
were analyzed based on self-reported and retrospective data. Therefore, potential recall bias may
not be ignored. The study respondents may not have disclosed their experiences of violence due
to stigmatization, fear, and sensitivity. As a result, there is a possibility of underestimating the
true prevalence of PIPV. Similarly, we only collected data on the frequency of violence over the
perinatal period, which may not reveal the chronicity or severity of the problem. This study also
did not assess the quality of the information provided during prenatal family planning
counseling, which may positively affect postpartum contraceptive uptake. As this study relied on
women’s self-reported results for partner characteristics and -controlled contraception, it can be
biased and underrepresented. However, a recent study did not address the timing of the
contraceptive method mix. Although traditional methods are an important part of avoiding
unwanted pregnancy, the scope of this study's identification of traditional method users is
limited.
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8. CONCLUSIONS

The qualitative findings highlight that postpartum women are experiencing continuous and
severe forms of PIPV. The circumstances leading to PIPV are multifactorial. However, IPV and
perinatal period complexities and burdens are indicated as an interplaying challenge for

postpartum women in the study area.

A considerable proportion of postpartum women reported intimate partner violence over the
perinatal period, with nearly a fifth experiencing continuous violence before, during, and after
pregnancy. The study showed PIPV encountering among postpartum women were strongly
influenced by individual and contextual factors. In terms of contextual factors: rural residence,
living in a neighborhood with high female literacy, high IPV acceptability norms, high women’s
decision-making autonomy, and living in a neighborhood with low wealth status were positively
associated with PIPV victimization. Individual-level variables such as maternal and husband
education status, childhood witness to inter-parental violence, husband intention to index
pregnancy, husband wife-controlling and alcohol misuse behaviors, marital duration, and spousal
difference were all significantly associated with PIPV encountering. In effect, the complex
patterns of inter-playing factors operating at different levels could put pregnant or postpartum

women at a higher risk of perinatal abuse.

Furthermore, more than half of the women in the study area adopted postpartum contraceptive
methods, but those who reported PIPV were less likely to adopt modern contraceptive methods
compared to the women who did not experience it. Being employed, living in a middle-income
household, and giving birth in a health facility all positively predicted postpartum modern
contraceptive adoption, whereas having a husband with a secondary or higher education and

reporting no menstrual resumption negatively predicted modern method use after childbirth.

In this study, women took a median survival time of six months to adopt modern contraceptive
methods. Rural residence, low household wealth status, and high rate of early marriages in the
community are thought to take a longer time to start modern methods after childbirth. In
addition, a woman who had a history of violence either a year before or during pregnancy took a

longer time than her counterparts to adopt postpartum modern contraceptive methods.
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9. RECOMMENDATIONS

Based on the study's findings, the following recommendations are forwarded to the relevant

bodies.

To the policymakers: Federal Ministry of Health, The Regional Health Bureaus, and Zonal

Health Department

« Strengthening and designing more community-level interventions that alleviate women’s
IPV-favourable norms that promote IPV acceptability and sustainability in the study area.

« Improving gender equality and women's empowerment by harmonizing efforts with
individual, community, and local entities could also alleviate contributing factors.

o Appropriate guidelines, strategies, and programs that prioritize and support PIPV victims
should be developed, particularly perinatal women and their infants.

« Routine screening programs should be implemented throughout the continuum of care to
detect and intervene in the initial or ongoing nature of the IPV.

o Designing strategies and plans to promote healthy, respectful, and nonviolent
relationships are needed to enhance couple’s communications.

« Integrating violence screening and psychosocial support programs into family planning
services will likely to improve postpartum contraceptive use patterns.

o Family planning policy and programs should pay special attention to postpartum women
who live in rural areas, and unemployed and economically poor women, and those who
have not seen menstruation to improve modern contraceptive use behaviors

e Launching intervention that aimed to reduce the rates of early marriage can improve
delayed modern contraceptive adoption

o Strengthening home-to-home visits by HEWs to reach postpartum women who gave birth
at home for immediate postpartum contraceptive adoption, despite the fact that home
delivery is not promoted.

« Policies and strategies that prioritize the improvement of contextual factors, particularly
norms toward IPV and women's empowerment, are likely to be the most effective

interventions, involving multidisciplinary and multiagency engagement from health care,
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social services, voluntary organizations, victim support services, policymakers,

lawmakers, and the criminal justice system.

For researchers and Academia

o Future researchers are recommended to conduct cross-cultural research, particularly
qualitative studies, that explore how societal norms and institutions promote or
discourage violence behavior in the community.

o Further prospective follow-up study with multiple interview intervals is recommended to
capture the extent of PIPV and its effect on postpartum contraceptive use dynamics like

switching and discontinuation.
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Postpartum Women’s Lived Experiences of Perinatal
Intimate Partner Violence in Wolaita Zone, Southern
Ethiopia: A Phenomenological Study Approach

Objective: Perinatal intimate parmer violence affects the health and safety of postpartum
women and thesr mfanes However, it has not been well recogmzad and addressed in the stady
setting. Hence, this study aimed to exph "s ived expenences of peri

mmmumcmmmmmsmm

Mechods: A phenomenologmical study approach was used to explore p s
Mmdmﬂm“ﬁmlmybmmAwd’
twenty-two postnatal women and five health extension workers (HEWSs) were interviewed.
Interviews were audio-recorded, transcribed verbatim in local & and then lated
mto English Data were analyzed thematically, using deductive and nductive coding. The
caonsolidated cnteria for reparting gualitative ressarch (CORE-Q) checklist was followed to

report the findings.

Resules: Results indicated that postp had experienced recumrent violemce
mmummmmmmlsmdnmm
subjected ®© p P lence. A majority of the participants delineated
their exp to peri physical viok unmmpelmmlps)dnhgxnlmmy
of the interviewed women noted that lence during pregnancy was exacerbated and
increased during p M the i i that some p were

m(cnlyasmmsd:a(lolhaxm bmalsotumh.lsdmmgtbepompemd.
Fudmmmmnmm-mummmwmmm
became unconscious. Participants linked husband ] violence with suspécion about
mmmmmmwm coniraceptives usage.
alcohol consumptions, indifference to shartages on household necessities, nproper parent-
ing. and financial problems.

Condusion: This study highlights that postpartum are lencing conti and
mﬁtmsdpmld“mmmmmscmy-mmﬂm
minimize perinatal p = P and their infants are needed.
Keywords: POSIT perinatal, violence, ph logical, Ethiopi
Introduction

Intimate partner violence (IPV) is an imvasive social and public health problem,
which compromises women’s physical 11 1, and tive health
regardiess of age. education, economic stams, race, religion, ethmicity, or sexmal
orientation ' It is 2 broad concept and occurs in many forms, inchading physical
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shoving, throwing, grabbing, choking, shaking hair-
pulling, burning, and use of wespons, which can cause
mild o severs injuries. Psychological violence comprises,
but is not limited to; insulting, belitling, snd constant
bumiliation, intimidation, verbal threats, smd threats to
take awsy children Sexmal viclence incorporates rape,
forced sewmal imtercourse, and other forms of sexual
coercion.** From global estimates, one in three women
experiences violence in their lifetime from someone they
know; mainly from intimate parmers* Rates of IPV are
unacceptably high in the Sub-Saharan region, particularty
in Ethiopia **” Wearly half of Ethiopisn women experi-
ence at least one form of IFV in their lifatime ® According
to the World Health Orzanization (WHOY) report, Ethiopia
ranks first in reporting physical andfor sexual violence
agpinst women * In addition, one in three women do not
disclose partner sbuse in Ethiopia.”

Ballard et al identified four patterns of perinatal partner
violence that messure persistence, including: violence
begins (starts st pregmancy), violence comtimoes (before
and during pregmancy), violemce ceases (before it mot
diwing pregnancy), @nd o violence (Do violence at amy
stage)."” Presumsbly, IPV has no limits, ocourming during
reproductive life, but women are more likely to experience
violenre during prepnancy and postpartum ' Tn addition,
immence physical and psychosocial changes taking place
hming the perinatal period poses a great msk of IPV." Due
to imtensified motherhood role, women are particulardy sos-
ceptible o poar health immedistely following childbirth 4
The srowing evidence demonsirates sn ncrement of exist-
ingz violence as postparnm develops.'*'" Tt is noted that
perinatal IPV is an important indicator of severe violence,'®
However, issues regarding perinats] IFW against postpartum
women and developing infants has not been adequately
researched '

Perinatal TPV has negative impacts on the health and
safety of postparium women and their infants. It is asso-
ciated with postpartum depression,'** psychological
stress, less work satisfaction imadequate hospitalization
of babies, poor breastfeeding behavior, infant mortality,
and child malirition *'~** It is also linked with some
postpartum health risks, such as parmer imposed fear of
condom negotiation and usage, infants sleeping problems,
and paremtal stress.* Moreover, there are several risk
factors for perinatal TPV like; younger women 'S low
education status, low socieeconomic statos,**7 depres-
sion, poor social support”'** and lack of agreement on

contraceptive use, ™ which may increase the risk of peri-
natal parmer violence. To date, several IFV smdies have
been comducted im Ethiopia, bat only a few explored
perinatl IFV for the posiparum population. To under-
stand and provide appropriste assistance and support for
postparum women living in an sbusive relationship, it is
important to have deep knowledge about their experience.
Therefore, this stady explores postparm women's lived
experiences of perinatal IPV, particularly the major forms
of IFV (psychological, physical, and sexmal violence) and
its conmbuting factors using a phenomenclogical shady
approach.

Materials and Methods

Study Setting and Period

The study was condocted in Wolsita Zone. Wolsits Zone is
located in the Southern Watioms, Mationalities, and
People’s Region Wolsits Sodo is its capital town which
is 330 km south of Addis Ababa, Ethiopia. The zone is
administratively divided imto sixteen districts (woredas)
and six towm administrations. It is one of the most densely
populated zomes with an estimated total populatiom of
2.5 million people. It has a total of 310454 households
with an sverage howsehold size of 4.84 persons and
297,081 hmsi:ugmils.m'l'lmem? hospitals (5 govern-
ments]l and 2 private), §8 health cenfers, and 345 health
posts located within zone” On sverage, two Health
Extension Workers (HEWS) are assipned o each health
post. The smudy was conducted in the five rural health
posts (Sura Koyoo, Kindo koyoo, Dolla, Bossa Eacha,
and Bilbo Badesza) and one Women Children and Younth
Affairs (WCYA) deparmment (Sodo city) betwesn Fannary
to March 2020. In the comtext of our smdy, the population
of inferest was posmatal women who reported amy vie-
lence grievances, either to heslth posts in the mral setting
or WCYA in the whan setting These smdy sites were
conveniently selected based om the pofentisl to access
victims exposed to parmer vielence.

Study Design

The phenomenclogical smdy approach was employed o
explore perinatal [PV experiences lived by postparbom
women living in the Wolaita zone The phenomenaclogical
approach underpins the mterpretive ontological and episte-
mobogical paradizm which seeks to understand the lived
experience through the eves of the people experiencing it *
In this stiady; the sbove approach offers an opportmity o

o4 -

Diore

Intermationad journad of Yomen's Health 7020:12

130



Diove:

Aotz at al

explore the postpartmm women's lived experience of peri-
natal [PV, This approach allows the researcher to umder-
stand not only the individnal’s lived experience bt also the
condition surmoumding it *>** In this process, phenomenol-
oy valnes both philosoply and method Moreower, this
approach aleo provides many opportmities for interviewesas,
inchoding catharsis, self-reflection; healing, empowenment,
and sense of purpose.*

Participant Recruitments

A totsl of tweniy-two participants were recruited from
uwrban and moral settings with the help of HEWs and the
head of WCYA. The inchision criteria incinded; ourmently
married postpartum women aged 18 years and older with
index children aged below twelve months and reporting
violent grievances either to health posts or the WCYA
Diepartment. Participants were recmaited using the comve-
nience sampling method and consecntively interviewed at
each site***S where informs] interviews were conducted
before sequential questioning ** Mo postpartum women
who fulfilled the inclusion criteria and were spproached
for an interview declined to participate in the smdy.
Simdlarly, five HEWs from different rural heslth posts
who interact with women seeking treatment for other
conditions™” were also interviewed Health extension
workers who had a minimmm of a collepe diploma in
health science, and have been working in the heslth exten-
sion propram at health posts for more than two years were
inclnded in the interview. The data samrztion™ was
achieved with the 22" interviewes and further data collec-
ton stopped.

Interviews
Semi-stmctured, in-depth interview puides were used to
gather data from two groups of respondents: postpartum
women viclence victims and HEWs. Diifferent interview
puides were used to inferview the two respective groups
(Supplementary File 1). The interview guides for postaatal
women consisted of main and probing questions such as;
pIesnancy imtention, coniraception, and perimatal TPV
experiences for imdex birth For instance, some of the
main questions asked to mberviewees were:
Could you please tell me a life about yourself and your
Imshand™ How did you come o know him? What is your
main reason to visit this institufion” When did your pro-
Tlems with your lasband stant? How does be treat you in

fromt of others in the perinatal period” Could you tell me if
your parimer bas ever inflicted amy physical hamm on your
body in the perinatal period? Could you tell me if your
parmer barassed you sexually in the perinaial periad? How
can you explain your busband’s feelings about comracep-
tive use before pregnancy versus now?
The imterview guestions for HEWs probed reasoms for
IFV, and types of IPV reported.
pants in 4 private and gquiet environment, which was
either at the health posts or WCYA deparmment based
on their personal preferences. Participants were imber-
viewed in both Amharic and Wolsita langmages.
A neuiral single bilingual interviewer [TL], a male prin-
cipal imvestigator, who had a Master in Reproductive amnd
Maternal Health and was experienced in qualitative
research, comducted the interviews to aveid imber-
interviewer differences. The inferviewer had no contact
with the service centers to ensure there was no effect on
their respomses. An empathetic rapport was made with
each interviewes for five to seven minutes. At the begin-
ning of the interview, permission was reguested from
each imterviewee to record the smdio. Each participant
‘was interviewed separately. The length of the interviews
was thirty-five mimmtes on average. Field notes were
recorded to mclude key messages and participants’ non-
verbal cues. After interviewing the first four participants,
the imterview guide was slightly modified to sccommo-
date mew ideas. Two pilot imterviews were conducted
with HEW's to validate interview guides. However; mo
changes were required. All stady participants were com-
pensated with one bumdred Ethiopia bimr (about $3) at the
end of interviews.

Diata Management and Analysis

The ransferability of the findings was ensured by collecting
dats from two target groups for tiangulstion ** All sudio
recordings were transcribed verbatim and translated to the
done with each interviewes to ensure trustworthiness and to
minimize emors. All transoipts of the imterviews wene
checked for emors by the sinmltsneous resdings of the
transcripts. beside the aodic-recorded wvoices. Final tran-
scTipts were also compared with field notes to ensure qual-
ity. Verbatim transcripts were analyzed nsing the CpenCode
software version 402 for comypuper-sssisted coding and
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categorization. The text was read several times to be famil-
by the principal imrestigator [TL]. The key atributes of
each term or namates were coded and tallied and later
used fo create catepories. The codes were compared based
grouped into categories. Diata were analyzed thematically,
u=ing deductive and indurtive coding™® where salient quotes
were used to support the themes. The comsolidated criteria
for reponting qualitative research (COREC)) from a 32- item
checklist was used to report the findings ™

Results

Background Characteristics of Study
Participants

A total of twenty-two in-depth interviews with postnatml
women were conducted All respondents were marmied.
Almost half of them were living with their lmshands at
the time of the interview. About two-thirds of the parti-
cipants were between 19 to 25 years. The minimom and
maximmm apes of the imterviewees were 18 and 41
years, respectively. The average age &t first marriage
was 188 years. More than half (12 of 22), of the
participants were from a mural setting. Except few (3
of 22), all participants were housewives and daily
lsborers by their occupation. A majority had atiended
formal education However, only one of them had
a collepe diploma Two-thirds of the participants had
between two to eleven children with the age of the
index child ranging from three to twelve months. With
respect to family planming. only 6 participans were
using posipartom contraceptives at the time of the infer-
view. Duration of stay in sbusive relstionships ranged
from two to twenty-twoe years. Five key informant inter-
views with HEWs were also conduocted in the selected
rural heslth posts. All of the key informants were
females. Their ages ranged from 29 to 42 years, and
all were marmied. Three had completed college diploma,
and the other two had wmiversity-level education. Four
of them had at least five years of work experience, and
one had three years of experience. Im-depth and key
main themes emerzed from data: “women's experience
of major forms of perinatal IPV (psychological, physical
and sexmal violence)™, “factors associated with perinatal
IPV /m’, and * implications of perinatal IPV on
women's health” (Supplementary File )

Postpartum Women's Lived Experiences
of Perinatal IPY

Study participants explicithy shared their hard hit by peri-
natal IPV. According to the reports, several of the inter
psychological, physicsl sexmal, snd economic vielence,
controlling behsviors, and deprivation of basic meeds:
ford money, clothing and housing. Their experience of
permnatal IPY ranged from mild to severe, in which many
(16 of 22) reported recament viclence ooomrence before,
during, and after pregnancy. Some of the participants in
the interview narrated that viclemce started at the begin-
ning of their relstionship. A majority of the interviewses
indicated that violence during pregnancy was exacerbated
and incressed in the postparmm (Supplementary File 3).
Some of the respondents had this to say:

He forced me [to have sex] within fourtesn days of having
achild (P-1)

He keeps saying this, "W will meet after your safe birth".
@

He just kicked me, inat I did net react fo him since I was in
posiparimm. However, he ofien injured me when I was
pregrant. (P-8)

5he came here with a three-day old infant ... ber Imshand
bad beaten ber very badly. We all cried about her (HEW-I)

Perinatal Psychological IPV
The interviewed women explicitly delineated their volner-
ability te psychological violence before, during, and after
the birth of an index child Sixteen of the participants had
experienced recmment psychological violence within three
liati infirmidati alling, belift and more.
on how they had been subjected to severe perinatal psy-
chological IPV. In addition, scme of the smdy participants
were embarmassed to explain the name-calling they
encountered  For example, ome of the participants
explained that:
He called me a bar lady”. How can I tell you all his
msolent? He insults me in all mammers. T saw you here
and there ... " ] am wery afmid o menfion what he said
P-3)
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The subsequent threats to hit, beat and kill were prominent
in women'’s responses. In most cases, husbands used body
language otiose words, and beatings to intimidate their
wives.
... but he scares me ‘T will show you my hidden identity
I'will give your result’. He raised his hand to hit [showing
his action of intent to hit] (P-3)
Additionally, violence victims were also abused psycholo-
gically by their in-laws and friends. As five of the inter-
viewed women explained the peninatal verbal assamlt
occurred in the forms of intimidation, mocking, and teas-
ing. Some of the participants had this to say:

... that woman sent me gangsters to hit me ... not meet
with him [lmsband] again (P-2)

... I said, "they made crops to be eaten. Your brothers made
me suffer. I was insulted: they harassed me because I told
them [brothers-in-law] to keep their cows enclosed”. (P-6)

Perinatal Physical IPV
As revealed from the data, sizeable proportions of post-
partum women are at higher risks of expeniencing perinatal
physical IPV. Ten participants experienced subsequent
physical parter violence from their husbands before, dur-
ing, and after pregnancy. About 12 participants experi-
enced physical violence during pregnancy while sixteen
had it during the postpartum period A majority of the
participants noted that physical violence was exacerbated
ing, and punching Some of the interviewees stated that
their husbands had repeatedly beaten them or kicked at
vulnerable parts of their body including the abdomen dur-
ing pregnancy. One participant, for example, said the
following:

... He approached from the back and kicked me when

cooking dimmer. Immediately, I fell towards the fire and got

injured. After I fell to the zround, we went to a traditional

birth attendant’s house and she told us I was pregnane. (P-2)

... He kicked my abdomen and went out At the time,

I was three months pregnant. (P-15)
According to participants’ narrations, severe physical
attacks were common in the perinatal period, like threats

with knives, big sticks, and throwing objects (coffee cups
and pots, tea-cups and chairs). Consequently, parucipants
lost their tooth or hearing or had broken hands and legs.
As four of the interviewed women explained their bus-
bands contimously attacked them with knives.
Since owr wedding, he has hit me with whatever he
found ... even by “Kincora" [big knife] until people called
him crazy. I reported him once and had him jailed here in
the Keble [lowest administrative unit in Ethiopia] because
of using a Kincora. (P4)
... then he beat and broke my hand (P-5)

.. In this commmumity, many women have been stabbed by
their husbands and they never belp to g2t medical treat-
ment after stabbing ... this week, a woman came for
treatment after being stabbed by her husband, three
weeks after child-birth for tnvial reasons. (HEW-4)
In this study, interviewees briefly described the spillover
effect of perinatal violence. The data from the interviewees
revealed that some partners were not only a serious threat
to their wives, but also the infants during the postparmm
peniod. Four of the participants mentioned that their new-
borns were hit and thrown by their father from a high
distance and became unconscious, as a result of physical
following-

... He started a2 conflict with me and grasped the baby and
threw her from a high distance ... the baby was uncon-
scious for a long time (P-1)

Perinatal Sexual IPV
The interviewees experienced various forms of sexual
abuse, ranging from sexual misconduct to unwanted sexual
encounters without their consent in three mutnally exclu-
sive periods. Ten participants reported sexmal violence
before pregnancy while eight reported violence during
pregnancy, but some participants were severely sexually
assaulted at the verge of pregnancy. An interviewee shared
her experience in the following way:
... I cried and shed tears until people gathered Family
shouted at hum " .. shame on you! Why did you do that to
her She is powerless’. Then, I zave birth at night towards
morning hours. (P-5)

Intornatioea! journal of Women's Health 2021:13

- 1107
Do

133



Abota at 3

Dowve:

... £ 1 refuse it [sex], he beats me. He pushed me to Lie
down on the bed when I was pregnant It [forceful sex] is
exacerbated after childbirth. (P-19)

The majority of interviewees experienced postpartum sex-
ual violence. In the first fow weeks of postpartum, some
participants were exposed to forceful, nonconsensual sex.
The women performed unwanted sex because they feared
their hmsbands® frequent battering. Some respondents said
the following:

One night he asked and forced me to have sexual inter-

course without nry willingness. Due to lack of power;
I submitted my body to his sexual demands. (P-1)

... I submitted to his sexual demands because I was frigh-
tened that he would beat me. What can I do? You can’t

equate women's and men’s power. (P-4)

... One woman said that,” I never want him I can’t toler-
ate it [forceful sexual intercourse].” She asked for divorce
following this issue. (HEW-2)

and slaps o sleep [to have sex] with their wives. (HEW-4)

According to most of the participants, sexual libido
cal inactivity, and poor mufrition were associated with
reduced sexmal impulses. About seven of the interviewed
women reported a lack of sexual libido. For example, two

... To do it [sex], first my body feit burdened, second I'm
breastfeeding and third, he doesn’t worry about my hunger
and thirst Due to those reasons; I don’t want it [sex]. (P-2)

and ate ... it [sex] was very pleasing to do it ... We did it
as we wanted. Rizht now, T do not know, hate it. (P-6)

Factors Associated with Perinatal IPY

Regarding factors associated with perinatal IPV, partici-
pants mentioned several issues that could be assumed to be
causes of such incidences, mcluding; alcohol consump-
tions, suspicion about the newborn, preference for a male
child, parmer infidelity and jealousy, use of contraceptives,
indifference to shortages on household necessities, lack of

Excess Alcohol Consumption
As revealed from the data, excess alcohol consumption
often contributed to viclent events. Many participants
reported that alcohol abuse led to severe marital tension.
About one-third of the participants expenienced mixed or
overiapping forms of perinatal IPV because their husbands
were intoxicated. The story of two participants is revealed
in the following namratives:
... At times; I was powerless [at the verge of pregnancy].
‘Where are you going? I will be asked by neighbors,” he
said and he punched me because be was drunk. (P-10)

... When dnmk, he insults me very badly ... “You! The
son of bitch! Eat your mom’s ‘Entinaa’ [Vagima]. (P-17)

The study participants also narrated that the risk of pen-
natal violence increased when their husbands abused alco-
hol Four women’s narratives show that their husbands
displayed out-of- control behaviors when intoxicated

... Because of that, baby lost her breath for a long time.
When he did this, be was not aware of it because he was
drmk (P-1)

After dnnking spree, he beats me when he comes home as
drumk ... in worthy and in vain, he insults me. Drinking is
part of his Life (P-11)

Suspicion About Newborns

As revezled from the data, busbands are suspicious about
babies bom less than nine months. It is known that women
may give births in a short geststional period (premature
births) due to different canses. However, the interviewed
postpartum women narrated that the suspicion about new-
bomns were the reason for their abuse. According to the
reports, three women'’s busbands had doubts about their
newborns. According to the following namstives, two
interviewees elaborated on the suspicion of newboms.

him about the birth He said, “No! It is seven months, not
nine months. (P-7)

don’t accept the kst child like mme She had gone to her
family in the last fight (HEW-3)

Preference for a Male Child

The reports from the interviewees indicated that parmers’
preferences for male children triggered perinatal IPV. Four
of the interviewees experienced postpartum viclence due
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to giving birth to female infants. As a result, they were
insulted, belittied, kicked, and beaten by their husbands. In
some instances, after finding out that the child was female,
the hmsbands injured and tried to kill the newbomn. The
interviewed women also reported that their abusive hus-
bands wanted to know the sex of the unborn child during
antenatal follow-up.

... He came after two days and saw it's a baby muil
Afterwards, be quameled with me, grabbed the baby
from my hands and threw from a high distance. From his
evil ideas, he threw the baby. (P-1)

.. I'had consecutive births of baby girls. Due to this case,
we quarreled before With the help of God. I delivered
a baby boy by this year and he is good to me now. (P-13)

... After getting an anteratal checkup for the last pregnancy,
he wanted to know the sex of the coming child (P-7)

Partner |ealousy and Suspicion of Infidelity

Jealousy is another provoking factor that was revealed
during the interviews with participants. It is considered
a waming sign of abusive relationships. As delineated
from the interview participants, their abusive parters
have a pervasive sense of jealousy. Two of the intervie-
wees said the followmg:

... He stays away from the house by pretense and sud-
denly came home to see if I was home or not. (P-9)

... He didn"t let me go to the market and didn’t allow me
to go out. I wouldn't speak if one of my family members
came to our house. We just couldnt speak ... he was
waiting. (P-5)

Similarly, partner infidelity was also reported to lead to
IPV between parmers. The interviewees reported that part-
ner mfidelity was the source of quarrels with their parters.

... He had a close friendship with a neighboring woman
She is a good person. However; he made her his intimate
friend. (P-8)

... we quamreled after I heard that he was in a relationship
with someone. Then I went to my family and later he
called me and said, “don’t come upon my life. I started my
own life. You can contimue your own Life " (P-12)

... Commonly what we hear here; men are not tolerant.
They desire other girls. (HEW-3)

Use of Birth Controls

Reproductive rights are fundamental to women’s suton-
omy. However; according to some mterviewees; initiation,
stopping, and switching of contraceptives is controlled by
their husbands. Nearly one-third of the interviewed women
delineated that initiating contraceptives mggered pernatal
physical andlor psychological I[PV  expenences.
Consequently, interviewees repeatedly stated that they
had been coerced, abused, and forced by their husbands
to stop birth control.

... When I came from my family home I have brought the
birth control pills, but he forbids me to use For imstance,
one day he found the pills from where I put and secretly
hid them (P-1)

... He beats me ... “Remove what you inserted [implanon]
in your hand? You are living simply. You are not worthy
without giving me more chikiren " he said. (P-2)

The majority of mterviewees demonstrate that they had
repeated conflict and fought because of using birth control
methods. Further interviewees reported that some bus-
bands were too aggressive for them to use birth control.
Three women suffered severe physical violence due to the
use of contraceptives.

... I didn’t get pregnant as I was on confraceptive use for
two years. "You stayed two years due to an imjection.” he
said. Then he beat and broke my hand (P-5)

.. However, he msisted to stop usmg the injection [impla-
non] and I said no. We engaged in condlict and fought.
Then, in front of people he zathered. I said that be was not
good for me even the first Child. Due to this case. we
quarreled in front of the gathered people. (P-2)

-.. Once he dangerously beat me due to it [birth contrel]
and T zot sick for four weeks (P-18)

Family, Neighbors. and Peer Involvement
Interference from third parties may be “cancerous™ and
shake the bases of many mamages. According to study
participants, the involvement of family and peers were the
main source of their quarrels. Eight of the twenty-two
interviewees reported that families, neighbors, and/or
peers’ ill involvement were an associsted factor for pen-
natal IPV. Some of the participants had this to say regard-
ing family, neighbors and peers’ ill involvement:
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He screamed at me. For that matter; the problem was
raised by the family We started fizhting because of family
issues. (P-2)

distarb mamiage bases. (HEW-2)
Additionally, reports from the participants mdicated that
wives with knives becanse of their neizghbor’s involvement
with their affairs. Two of the respondents experienced
violence by their busbands when a dispute occurred with
their neighbors:
Once upon 2 time when [ was four months pregnant, I was
cdeaning our home and a woman next to our door abused me.
As soon as my bmshand amved to the home he has slapped me
by supparting ber. Afier that, ane ear stopped hearing (P-1)

Women from the neizhborhood told him that I had wisited
women's affairs office ... she told him that he should
discipline me. After that he constantly threatensd me
with a knife He just became skeptical since he believes
that I took someone else’s advice. (P-9)

Implications of Perinatal IPV on Women’s

Health
The stories the study participants narrated show the wvar-
ious effect of perinatal IPV, including unintended pregnan-
physical mjunes. Almost half (12 of 22) of interviewees
experienced unintended pregnancies. As five of the inter-
viewed women stated, losing their tooth or hearing or had
broken hands and legs occurred as a result of their part-
ner’s physical violence. In addition, some of the wictims
of the twenfy-two interviewees reported a history of nuis-
camriages. Of these, two women encountered repeated mis-
pressure. Some of the victims shared their experiences
and said the following:

... My blood pressure rose unknowingly as we had quar-

rels each other and shouted for this and that (P-3)

... at night time, 1 lost to sleep. I thought T would be killed
at night. (P-9)
... T suffered a lot due to miscarriages, unknowingly. It

affected me a lot. I muiscamiad twice here It damaged me
severely since I had lost a lot of blood (P-6)

The smdy participants also reported that repeated and
severe violence resulted in mental health problems, like;
and attempts. Three respondents explained that they devel-
oped sleeping disorders. Six of the participants delineated
attempts. Following experiences of violence, three inter-
viewees tried to throw and kill their newboms. Some of
the participants had the following statement:

hmm ... he was angry and looked weird ... with red eyes.

I couldn’t sleep at nizht and I thought he could do some-

thing to me. (P-3)

... I thought many times about committing suicide.
T attempted to kill my daughter many times. (P-7)

... Like a crazy person, I cried m my bouse and tried to
throw the baby into the pit. (P-20)

Discussion

The wviclence of any kind is unacceptable Postpartam
women and their infants deserve safety and protection
from sexmal physical psychological, or verbal violence.
In the current study, participants who experienced parter
violence either before or dunng pregnancy continuously
reported postpartum violence. This concurs with other
findings; women with a history of violence are at risk of
future violence “*** Consistent with a study conducted in
Australia * perinatal IPV increases over time. The possi-
ble reason mught be, for some couples, the transition to
parenthood can be a stressful ome and demanding addi-
tional physical, psychelogical, social, and economic needs.
If it 15 difficult to cope up with such relationship stress; it
could result in continued abuse. Results show that partici-
pants had psychological violence in three nutually exclu-
sive periods accompanied by physical violence. Studies
suggzest that psychological violence predominantly occurs
in physically violent relationships and is a precursor for
other forms of parter violence **4** Psychological vio-
lence is the most prevalent and severe form of
violence 47 Indeed, it is the most under-researched
form of violence This indicates that a single abusive
incident could result in many forms of perinatal violence.
In the present study, 3 substantial portion of interviewees
experienced perinatal sexmal IPV which occurred at its
earliest within the first two weeks of postpartum. Two
postpartum women expenienced forcible rape from their
husbands, which resulted in reproductive tract bleeding
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and infections. Similar to other studies **** forceful non-
consensnal sex agaimnst women is common in consensual
umions. This is 3 great implication for the fact beyond
perinatal TPV and it could result in severe comorbidity.

Besults from this study smzzest a link between bus-
bands who sbuse alcobol and perinatal violence. Likely,
the finding reveals that alcoholism leads to many howse-
hold problems, mchoding; peychological, physical, and
sexmal winlence ** Compared to Women experiencing no
violence, women experiencing violence reported that pars-
ners chronically sbused alcohol *! However, slcohol mis-
use is a8 double burden and difficult to shoulder in this
formative period. In the present study, suspicion about the
newbom also increases the risk of vielence. Similar o
reports from the United States, the frequency and severity
of perinatal TPV increased with doubts about the paternal
resemblance **** The reason might be that shusive part-
ners are more likaly to be suspicious of their wives being
unfaithfol, which could lead o more conflict It is worth
menfioning that one participant in this sdy experienced
violence due to pre-term birth Literanare indicates that
women in viclent relstionships are at mcressed sk of
experiencing pre-term births, but such births do not neces-
sarily trigger violent incidents. *** The possible justifics-
tion could be a wrong perception about pre-term births ie
births less than thirty-seven weeks of gestation are
assumed as cheating. Comoborating to stdies set in
Ethiopia, Migeria, and the United States,*"*"** partmar
infidelity snd jealousy precipitated boshends® violence in
postpartum. A busband’s preferences for a male child
increased incidents of perinstal [PV Comrespondingly,
3 study conducted in Pakistan found that the inability to
give birth to male children is linked to perinatal
violence ** In a patriarchal and hypermasouline society,
busbands highly desire soms over daughters ** The possi-
honor their family at 2 social level wunlike danzhters.
Additionslly, the subsequent birth of baby girls is consid-
ered the woman's fault in a patriarchal seciety. Societal or
cultural beliefs may requoire creative ways to improve
commmmity awareness regarding issues of gender and
reproductive health rights. The use of comfraceptives with-
out the nchand’s consent was also a nsk factor for peri-
natal viclence Presumably, onpoing perinatal TPV was
associated  with reduced  conmmmceptive  use ™
Eeproductive coercion; incloding confraceptive sshotage
was also commonly reported by women eXpeTiencing part-
ner violence 950

Perinatal [PV tampers with several women’s mental
and reproductive health In this smdy, respondents
reported that previons umwanted pregnancies, miscar-
riages, high blood pressure, and reproductive ract infec-
tions and bleeding occurred due to perinatal [PV from
their hoshands These findings are comsistent with other
smdies **** Additionally, women in this stdy narreted
that they hed developed perceived stress, faars, sleeping
ties with other several studies conducted elsewhere 132461
Some participants exhibited suicidal thoughts or attempts
duoe to postpartom amgmishes Similatly, a report from
Brazil indicated that suicidal ideation was common in two-
thirds of low-income posiparium Women Teporting parmer
violence * The effect of contimous partner violence leads
to child sbuse snd neglect ™ a5 also evidenced by this
study.

Strengths and Limitations of the Study
This qualitative evidence provides some insights into the
nature of perinatal IFV in the sdy setting. However, there
Participants were recruited using convemience sampling
method which fails to reach hard-to-reach victims. Some
of the participants were traced with the help of health
extension workers. This may have infroduced selection
bias. Moreover, only 3 male principal investigator [TL]
collected data. Due to the sensitive natre of the topic m
relation to gender roles, this may have prevented women
from disclosing the full extent of their experience of IFV.
implicatioms. To the best of our knowledge, this is the first
smdy to explore postparum women's lived experience of
perinatal IFV in Ethiopia in general and in the study area
in particolar Attempis were made to inferview different
zroups of participants fo riangulste findings. To ensure the
integrity of the collected data, the verbal franscripts were
read to each interviewee and feedback was mcorporated.
Our smdy included both urban and mural residents, which
could represemt both compmmities. In addition, women
living with their abusive Imshands and women who left
Thus, this smdy could show the actesl natumre of the
problem i the health snd social service seftings.
However, the fiohmre study requires to understand the
extent of the problem in the commmmity.
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Conclusion

This study highlights that postpartum women are expenencing
continnous and severe forms of perinatal IPV in the study
setting. The circumstances leading o perinatal IPV are mmiti-
factorial However, intimate parmer violence and perinatsl
penod complexities and burdens are indicated as an interplay-
ing challenge. Thus, commumity-level nterventions that nuins-
mize perinatal [PV among postpartum women and their infants
are needed. Improving gender equality and women empower-
ment by harmonizing efforts with the individnal, commumity
=nd local authorities could also alleviate contibuting factors.
Moreover, routine screening programs should be lmmched in
the perinatal period since it offers a great opportumity to recog-
mze and infervene m the imitial or contimious violence agamst
‘women and their infants.
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Multilevel analysis of factors
associated with perinatal
intimate partner violence
among postpartum population
in Southern Ethiopia

Tafesse Lamaro Abota*®*?, Fikre Enqueselassie Gashe*® & Negussie Deyessa?

Violence around pregnancy is aritical in nature and major public heaith problem worldwide. Thus,

the present study aims to determine the extent of perinatal partner violence and to identify its
individual and community-level factors among postpartum women in Southern Ethiopia. A total

of 1342 postpartum women nested in 38 “Kebles’ (cdlusters) were enumerated using muitistage-
clustered sampling techniques for muitilevel analysis. Different parameters were computed for model
comparison and model fitness. The overall prevalence of intimate partner violence before, during,
andjor after pregnancy was estimated to be 39.99% [95% C1 36.9-44.5]. About 18% of women reported
continuous abuse over the perinatal period. Postpartum women who live in rural areas [adjusted odds
ratio (AOR)=2.46; 95% C11.21-5.01], or in neighborhoods with high IPV favoring norms [AOR=1.49;
95%C1 1.01-2.20], high female fiteracy [AOR =2.84; 95%0 1.62-5.01}, high female autonomy
[AOR=2.06; 95%01 1.36-3.12], or in neighborhoods with lower wealth status [AOR =1.74; 95%C1
1.14-2.66] were more likely to encounter PIPV. mmmdmmm
at different levels could put pregnant or postpartum women at higher risk of IPV victimization.
Therefore, policies that prioritize the improvement of contextual factors, particularly norms toward
Mmdmarsanpomnmnikdymbethemeﬁeaiveﬁtmﬁu&

Intimate r violence (IPV) is 2 serious public health and human rights issue that affects individuals and
families all backgrounds'-. This gross human rights violation involves physical violence, sexual violence,
lhlhn&md/uptychdogalwmbthuemndazmhmshp’ Violence of any kind is unacceptable,
but it is are p or postpartum because of its detrimental effects on the mother,
fetus, and newborns’. Pem:lm(m)re&flbndmammmadbyapambeﬁm during, and/or after
cy**. Ballard and coll identified four patterns of PIPV including violence begins (starts at
nincy) vidlence continues (before and during ).ndmcem(beﬁnbu!nmdwquym
no violence (no violence at any stage)®. Although . childbirth, and early parenthood are a joyful time
for family; # can also be potentially stressful time wnpnﬁnnzdn:gumpbymlpmbobpalmalmd
umxu&‘msmqmpemduhnhdbhghu&wdsmm&nﬁu!

and household ec u-dumdnmumalnmremndopponunn:smloaﬂmwhd:
mzthanepnnmpadonmnlwﬂbnng’%n ping with sucha i b oif-
ficul, the risk of lndpbyualnggnmmma‘ Wmmmm-mmdprqnancy-vu'y
critical’ and can to adve anmes.mchu..,r

Lacental probl infecti mood" ders. Poor includ pm:rmhnb.mn‘o(
phbmaia&andlowbuthwqh'“ o

nuﬁyhalfd'mmexpencna:ﬂeutoneﬁoﬂnofmmthwh&um“ According to the

%Mwom(wo)mmhmmhhmthwm{dmwdnpmw
agrinst women'!. Besides, one in the every three women fails to discdlose partner shuse ™. Unfortunately, limited

mmbeofmduhbmcmﬂnctdm&mntmdcmmoﬂ?prmuﬂpenod‘ Presumably,

‘cdlegeofuadumat\dmmmuzzﬂeptmmm Ethiopia. ?Schoal of Public
Heaith, College of Health Scences, Addis Ababa University, Addis Ababa, Ethiopia. ’Fikre Engueselassie Gashe is
deceased. *“email: lamaro.tafesse@yahoo.com
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Mmﬂdﬂxﬁqrﬂdmﬁdﬂnum nt step for d ‘rﬂhmﬂliquﬂ
eval pm:ﬂmnmdnm:mﬁn&ps""hadmg lhenom—ccnlopal studyiz‘um-
mnl&cusmybdpmbmm; iatel fntIPvasmd

of p ] violence”. Ahtbmmmhdmnqbﬁmnhﬁanmudm
wmmwambmh&dudw&hslhmumﬂw

dies™ = only 'r—‘ -d:mpngmnqndm'--- dd

nlmoﬂl’Vmﬂ:me Ily exclusi 30ds (befo andlfurpmln:y)'ﬁrmﬁ'n
lh-mdymmdbklmmlbepwﬂmd?ﬂ’vdbldmhfy dividual- and ity-level
associated with PIPV in the Wolaita rone, South Ethiopia.

e d oy ¥ oY

Methods and materials

Study design and setting. This community-based cross-sectional study was conducted in the Wolaita

mmdﬂhwpuSothMuNmnnhamd?mpkstoubﬂmOcﬂamw‘dkmwym
» the Zoae is divided into sixteen rural districts ("Waoredas) and six town administrations. It is

medlhemm&mely uwmtberqmn.wﬂhummmdpopuhmd'25mﬂunpeqhm

number of women of age is estimated to be 582,500. The esti of

&mmlh::mkm

Soun:eand smdypopdatnonvmhdogbiuym Allpaq;m-wnm!mngmthewt:hn

Theponputnmmwbmmnamwbhdnomofhmmgmmbm&mh

year following the survey, had a hy tamy, or their hushands had a vasectomy, had a history of stillbirths and
Ehldmhnnmdnded&umlh:mxd;

ia:mplemdemnnnatuon I&uﬂm&ua&&kﬂmﬁph& i 7.0by "';f
lln5kl’[PV Mmmﬂnmdymm&::dmthmwyb‘emdb&umﬂm_;:ux:

mlylnﬁvmdhadﬂdqnngm'amed.m reported PIPV
in Nageria was found to be 43.8% (p=0.438)%. A95Idmm ofenur.mdack-s@

Jedof!malmndﬂad. 10% was added for nan- wmmdmub‘nﬂmr The final sn:pl:
was 1301. Considering f C wnhulfmpcrt:dl’ﬂ’Vﬁr‘ ble pop -

isi pmmbm&dd_mmﬁundhbelmmg lih:tntu”'[hepo-
ponhnoﬁq)ahd whose household issues hnmm:dnndmlymhnd
!nbeﬁéi.whl:pmpwmd'lw B wbue hold i d issues are d d by jointly was assumed

to be 53.6% by considering lSNmk&&-m%iCLMpmwﬁhnmdl.‘.(r 4) and design effect of
lﬁmﬂyl“d&dhm—mmﬂhﬁnﬂl size b 1236. Hy er, this study was part of

mslbemummylem(lno)nhhn
CL 4% margin of error, B0% powez, prop ont: ‘-,uveux(m)“.&sigudixlo(
2, and 10% non rate. H lmm 'homd' cusion criteria were app
nlhmdlhham&:mum&epmdlhmdy

Sampling procedure. A multistage-dlustered sampling technigue was used to identify study
Kr‘mmdmhﬁﬂ:mhm(hrmdmﬂthumm
ldectedunqnnwle h Thsuﬁdndtntlbwumﬁuﬂ:adutadbym

Mmmﬁwmnﬂmdnﬂ:‘m Second, thirty-eight Kebles
(twenty-two rural and sixteen urban) Kebles were ch ly dering the number Kebles in cach dis-
trict. Then, size was allocated for cach Keble using to the size and the
mberdpottpummpk mwﬁhdeMWMGw%Wm
were refined and reconciled by data collectors from family folder of extension workers (HEWSs). In the
case of households with more than one eligible woman, only one per household was ch randomly.
Fanally, 1342 eligible women who met the indlusion criteria were sampled.

Smdymblsandmeasumm; Data collection toal used can be found in the supplementary fle
y Table 51 online). Depend. vaubh:mmdthmwsdfﬂwpm
"'.hw"k..""’ g e ol e e
at one act ol was as”
for experiencing reported PIPV, and otherwise 0" (( sa= u“lmeAww
ecalogical famework™¥, followed as a guide to ] factors ciated with vi
ent levels, The individual-level factors were specific to hashands, and relati cﬁ.mm.um
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women-level factors included were s age at childbirth and iage, education, employment status, reli-

gion, number of children, history of receiving bride-price at the wedds s to inter-

vialence, and attitudes that justify wife-beating. The pamlad&dmmmmdmedm

status, sex p ferences, and alcohol/ sub abuse. The relationship-level factors considered for is were
jon in h hold decision-making, asset ownership, sex of index child, the couple’s age, and

thewmd&m:

%mmdm&mﬁmvﬂamsmﬂmhw&smﬂmm
mumdwmgmummdmoﬁhwmm-cwmmdym s health and d
quam:nmm'!"a Particip 5 chold issues was "by-hng
wmhhl _L 14 3 m | N - O
mﬁmﬂya&mh&bﬂd\ﬂktm(&m:u-on) Qmmmy—ltvelmnhﬁsmdnde
raqu.chnﬁcduurbmonm:lbaudonlh:m ian Central Statistical Auth ma:mum-
d P =. Other y-level were d by aggregating individual-level

Data collection procedure. D:hm:coﬂedednmgapmmmmdquh
madqedﬁmolhrhmu including WHO and lndhdhnmym}mmnd.dmk
d in English, then lated to and used to collect the data after back
mwwbénckmmxy According to WHO ethical and sfety recommendations for
h on d VAW?, traini ised of study’s aim and implementation, the basics of VAW, compo-
mudqmmdmmmmwmw&nm&cm(mm
zlmnudﬂxwwﬂe‘hw(&kmhﬂtw“mmmdmd

2daysof & = The was given in each district for administrative

Aﬂmmmnd:mdml mm on icipants’ 1f the
purpuu-“ ks o private s meﬁ?ol pce‘crenfn.

bmbﬂhﬁmuM&ecﬂdd’&mmP district, Keble, villapor name of women's

nrunp-ns
health development army (WHDA), head of WHDA, house and phone numbers, and name of the head of the
household were recorded for relocating and arranging the study participants for a follow-up interview.

Data management and analysis. Dm-uemded.mdmipdnmmll andapaudwlhe

SPSS&:WMBB:% The wealth status of participants was pml
component analysis (PCA). The dlnwnhﬂmmmnuudmﬂm

were constructed. The study participants within each cluster ranged from 20 to 3. Multilevel logi

models were used to determine associations between PIPV and individial- and ,L.ufu:ununng
ﬂAﬂmlemddwpm&redbmd&:dequﬁmnmuﬁﬁemh&
on the outcome variable and violate the ption of independ in standard k 3 "Al]ng-
nlﬁmlﬂriﬂ:hﬂ.lhep—nlne<0.ﬂ$in&vwiﬂeam.lpim idered candid ﬁtmnln i ¥

The measures of association (fixed-effect) were shown as odds ratios at a 95% CI. Statistical si

wudm-mmedmngap-nllu'<0.05 hmm:ﬂmm&emdm(m&meﬁcﬁ)

the models also include I0C, MOR, and PCV. ICC measures the proportion of the total hetero-
geneity that was attributable to the level It rep thermdt&bﬁmn-chnerwem
total variance™ . Hi er, MOR p the cluster variance in the odds ratio scale. The MOR is the median
dmd&od&mhmhmu&eh;heﬁnﬂﬂ&hmnﬂnhmmk‘ The PCV was
ﬂmmpﬂdheﬂmoﬂmq&em&nmlmoddbpml&;rmﬂd&em&ndﬂ and
community-level factors in the modes i g between
lhem«kpen@muﬂu- hecked using variance inflation factors (VIF). VIF value > 10 indicates that the
presence of collinearity. Wherever multicollinearity existed, ooe of them was from the model in turn.
Akaikes Information Criterion (AIC) was used for model selection, and the with the Jowest AIC value
was considered the best-fitted model and used for description of the data™.

Ethical considerations. The study was reviewed and approved by the Institutional Review Board of the
College of Health Sciences, Addis Ababa Uni y. witha | numb ofOWl9lSﬂl'numdyfaﬂwd
.A**-ahmrmwuém.wu for I research i

inhmnnbjxh’.ﬂtbem)dymmnn lbﬂlh:mmdpcmdmuoﬁl:uﬂrd:lnd
Ibeirﬁ&!mlbﬂinawiﬂldm mdy:mm&mhmdcm“m&mni
Mm“wmﬂﬁwmhﬁnm:mr&mmbm

d to visit 2 psychiatric nurse if they experienced any psychological discomfort.

Resuits

Basic background characteristics of currently married postpartum women in Wolaita
Zone. Of the 1342 ehgible women, 1262 (96.27%) participated in this study. The majority of participants,
57l$m25—3‘yunoldmthlmmapdus:tS.SmAppmnmdyx‘d&pmqnﬂshd
never attended formal educati -hﬂ:ll!d’tburhﬂln& completed secondary or higher education.
About 85% of the participants were unemployed and 35% of their busbands were in paid jobs. Approximately
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18% of postp i d inter-parental vi dming““ ‘mdmlhnhﬂf.mhd
Il’Vﬁmnngm About 37% of the posty d to partner vi before index

Regudmgmmykvdd\nma Igmmbmhvmmammnyvmh
rural residence (56.3“) hﬁ nﬂy m (52.3%), E; fem; (55.7%), high 1PV favoring norms
(53.2%), high y (543%), udmd&mhhm(m)ﬂ'ﬂg 1.

Prevalence of self-reported perinatal partner violence against postpartum women in Wolaita
zone, Southern Ethiopia (n=1292). The overall prevalence of self-reported IPV over the perinatal
EZJNMMhMWWWMMGZ“)MMPWM

(29.3%). The pattern of partner violence was changed over time. The overall prevalence of self-reported
IPV before pregnancy was 37.4%, where vialence (34.2%) was high prevalent and sexual violence
(20.7%) was low prevalent. The violence pregnancy was 28.3%, where psychalogical violence (24.8%) was
b@.hwﬂkﬁm&p&pﬂ(l?ﬂ)dmm(lém) Overall prevalence of violence
mthepaqnnnm was 22 4% where psychological viclence (22.2%) was high prevalent and comparative
figures for violence (13%) and sexual violence (13.7%) (Fig. 1).

Continuitiesinself-reported perinatalintimate partnerviolenceinWolaitaZone(n=1292). The
mmiﬁwﬂWﬂmm;hmwmﬁtmﬂaﬁnml
The point of the numbers of post-

\vow‘vmh and “without™ wyPll’Vdnlmg pa'luhl riod. Out of 483 women who
wgomwm:mbeﬁumlbmm meapen:nadvnlmcz&mglharpem

"“”w‘"“".':l,‘ﬁn’fw 1&&: m-b@ahmmmmm

l& s 0.001 women

about 56% had Bﬁmnng (x*=152.00, p=0.001). Ofmmrmnmwhn
were not abused Sut:pmgm mmndy?ﬂuflhmmnpamudn their pregnancy.
Among those who PIPV pregoancy, approximately 70% encountered recurrent abuse during
their y. Of b mehbeﬁ:enddurmgptqnnqabamﬂ!dthemmﬂam

mmimT..b...snmngd.ﬂdhmh 18% of the 7 experienced violence can-
tinuously over the entire perinatal Fig. 2).

Community-level variance and model comparison of multilevel logistic regression by factors
assoaamdwthpermnalwdmcemngmnmmnm?lohmlom. Random effect
results. Theh in PIPV exp using deviance, ICC, PCV,
mdMOK'ﬂlennllmnddmﬁhedmvutfy mhbltydmuhﬁﬂdmbll.l(l:ﬁmndbbe&lllm
that 11.3% of the total variability in experiencing PIPV was attributable to b duster jons. The likeli-
hood ratio test was strongly significant (p < 0.001) which favors the p of dustering effect. M er, PCV
Mhmﬂmww#amdk7ﬂd&eMmmm
jes. Furth led the y variation in experiencing PIPV
mdncadﬁnu!ﬂ(ndlmodd)tolA?(ﬁnﬂmodd).'ﬂnuﬂm&nufn d ly two individuals from
m&ﬁmmmmm&:mm&ab@ﬂﬂo‘m 1 times higher odds of
PIPV d with in the wﬂllbﬂa’nﬂkoﬂ’lwmn

. 3 = r L2

Fixed effect resudts.  In the full model, the effects of community-level varishles largely emerged, but the associa-
tion between self-reparted PIPV and individual-level factors genenally remained similar Women from rural
mﬂwmmhﬁdybmmﬂPV&aﬂMm:ﬂmmmﬁml&mw

mw&hghmn&myknkml“mmhﬂym sence PIPV compared to from
community with low lzeracy levels. The odds of violence were bySl% B who lived in the
mmeWMWmmhmwmammﬁwx&hW&nm
norms. The likelihood of PIPV g y with high was 2.06 times
hghﬁthmwmm&unthex md:bw ¥ l’bw:v:r.oddsoﬂ’ll’\!nmm

mlb:dﬂ:m-mnhng regarding hoasehold issues were & d by 65% compared
b&mewhodidnd.“' ity with middk mkhm-ml7lhmlmnulihdym
wm&m&oueﬂhlhembalmhhm who ded no formal and

Wmehmwmmmdlmumh‘haw&mgmhnm-ﬁa
Mm“wmwmﬁicmmemn
whose husbands attended primary and dary and higher ed d by 45% and 39% com-
th“hﬂ&mwwmwmm“m
upodeﬁmgmmeod&Jm-mBSShmuh@u&mmwbddemﬁ-
beating attitude, and the odds were 2.16 times higher ng those who wit d inter I viol during
Mhmlﬁmwbhﬂmhwﬂh&&d&ﬂwﬁmw'ﬁtlﬂm
and 8.38 times more likely to experience PIPV than those who did not repart such behaviars (Table 3).

Discussion
The current stady shows that about £0% (95% CI 36.9-44.6) of women had experienced intimate partner viclence
before, during, and/or after pregnancy. This finding is consistent with clinical studies conducted in Southern
Nigeria (43.8%) and Tanzania(43%)%, bmlonu!!nnmu‘lycmdn:mdmnunl((74ﬁ)mdhu(ﬁ7§)‘“‘
mm::muﬁmﬁmdmnlumnpwhdlyﬂdhghr ] rates, this

based finding mﬁmlmdmmmmnmkhﬂwmptwﬂm
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Table 1. Individual-and community-level characteristics of } ied postp in Wolaita
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Figure 1. Patterns of self-reported perinatal p ol ding to the period of occurrence and its
forms.
of PIPV m&cmzdmpennﬂpcn&.t&b‘hutmthmrhﬁxtmy(ﬂAﬁ)mdbwmﬂu
childbirth (one and half months) (22.4%), wb:.d: with here!’ 4, This lowest
madenadiunlfter hildbirth can be attrib the study period variability of postpunumpenod
and ¢ hrations and p ofamddﬁmiyﬁﬂlawmgnwm-ﬁﬂ hildbi Jz.‘ oth
bmcoddbelmhdb&nrofnﬂncnhhytbnpamhl inanat P may try to

bemg"— d by using techni m:huhﬁng:ni:m&mlnthsmdxbwpmlmﬂo‘ 3
hvndmhﬁedb'mhc:c‘ hysical and sexual ] period™4_The possible
mﬂdk&:wﬁnd&mdm“cmdmﬂ:mﬁm«dxmdmﬂ
chmlﬂlmthuﬁ:mﬂwpu‘nd. importantly, caution should be taken when interpreting the reduction
of abuse over perinatal mmmm&nmdmnnathﬁ!qmqmdmmm
the perinatal periods’ Our study found that over two-thirds of women who reparted IPV before pregnancy
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Figure 2. Continuities in perinatal intimate partner viclence in Wolsita zone, Southern Ethiopia, 2020.
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Table 2. The random-effects model and model comparison.

ﬁmmmmm:&rmmmﬁmﬁmhﬁdhm&mh
initiated, it will inue d parenthood.
hthmdybug:mnhmdmwmﬂedwﬁh&mmmum cl'mborlmg
with prior studies™*. In contrast, urban residency was also a trigger for PIPV*. Again, paradoxically to
shM“bmgnmhnpbsmﬁudbklpmﬁcmwmmw&bemhm
in urban 2reas may offer women more opportunities to access media outh
mﬂmmﬁdmhdplhmcqewnhndmmmwwwh&
m-lmtheoq” lhcummdybw:awod education status
and PIPV. 1 i i tedncsanyﬁwmoﬁher«:ntmdlnugmmpmhhﬂnad’m
wbd:-m&dby md:omdx&dmhhdemmd&eUSA”” In contrast to a study
done in ighborhoods with high 's literacy were linked with an increased risk of PIPV. This
n@lhhmmmnwhwm*obwmlpmdulmth&mmwh
inall of mqndwwkfurmaeeducﬂdmmndcaﬂd
Indtnvnlm::.lnlhnnndy from the ¢ with low wealth terciles were also at increased risk
of PIPV as evidenced by studi ducted elsewhere™*. Thnmkmym:ply&nmymkmprmnmn
strategies should prioritize living in neighborhoods with the lowest wealth terciles. At individual level,

tum g aut y in household issues was found to be ErPlPVm‘b:
current study. C ly din the ity with high v
hnahidl ik 'il'tyd' mg?ﬂ”V'Ihnmwd:.-'om lutﬂnmy;!htynmggkhr
Y di &nﬂny whd!mludtnl’lwmmmmdﬂmd
Jmmm d dby other studies™ “!_ Also, the result
ucnmum-lt{ambnnmady l.nN Mhmd&n!hrddmw“hqbu
mwmvbbmmpqnmudmh:ﬁthnmh:wb&dﬂ“hmﬁuhmmn
decision- g y req dd. g IPV and related c
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Abstract

Objective

The main aim of this study was to examine the nexus between women’s experiences of perinatal

partner violence and postpartum modern contraceptive adoption in Southern Ethiopia.
Methods
Design This is a classical prospective cohort study

Settings and participants The study included 1,292 postpartum women from seven randomly

selected districts (four rural districts and three town administrations) in Wolaita Zone.

Main outcomes and measurements Women were designated as users if they reported use of the
male or female sterilization, implants, the 1UD, injectables, pill, the male or female condoms,
and emergency contraception. All other individuals were considered as non-users. A modified

Poisson regression model with a robust error variance was computed to estimate crude and
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adjusted risk ratios with 95% CI. All variables with p-values less than 0.2 were considered for

multivariate analysis.

Results: Of the respondents, 62% (95% CI: 59.1-64.5) had started the first modern contraception
within the year after childbirth. The relative risk of postpartum contraceptive adoption was
reduced by 31% (aRR=0.69; 95%CI: 0.50-0.97) among women who reported perinatal partner
violence compared to their counterparts. Compared to home deliveries, the risk of using modern
methods in the extended postpartum period was significantly higher for health facility deliveries
(aRR=1.58; 95% CI: 1.41-1.78). Furthermore, women who reported no menstrual resumption
had a 46 % lower risk of contraceptive methods initiation after childbirth (aRR=0.54; 95% CI:

0.48-0.62) than women who reported menstrual resumption.

Conclusion: In the current study, postpartum modern contraception use was predicted by
women's employment and household wealth status, their husband's educational level, place of
delivery, and menstrual resumption. A comprehensive approach that integrates violence
screening and psychosocial support programs into family planning services may be more
effective in improving postpartum contraception uptake. Moreover, strategies to promote
healthy, respectful, and non-violent relationships are central to prevention.

Keywords: Perinatal partner violence, postpartum, contraceptive adoption, Ethiopia

Strengthens and Limitations

e This is the first study of its kind in investigating the effect of perinatal partner violence on
postpartum contraceptive adoption in Ethiopia, and in Wolaita Zone in particular.

e Relatively, the study was focused on recent partner violence during perinatal period and
may indicate the assumption of less recall bias.

e On the other hand, the analysis of women's IPV experiences was based on self-reported
and retrospective data. Therefore, the potential recall bias may not be ignored.

e Women often did not disclose their experiences of violence due to stigmatization, fear
and sensitivity. As a result, there is a possibility of underestimation of true prevalence of
PIPV.

e We only collected data on the frequency of violence over the perinatal period, which may
not reveal the chronicity or severity of problem.
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Background

Intimate partner violence (IPV) is a major public health and human rights issue that affects
millions of women worldwide [1 2], particularly reproductive-age women [3]. It is a “silent
epidemic” often occurs between two people in a romantic relationship [4]. Violence against
pregnant or postpartum women is a critical concern because of its chronicity to the mother and
child [5 6]. It increases in frequency and severity over time and kills more pregnant women each
year than any other cause [7]. Perinatal IPV (P-IPV) refers to violence perpetrated by a partner
either in the year before or during pregnancy, or/and up to one year after childbirth [8 9].
Although all women deserve to be safe and protected, violence against perinatal women is linked
to poor physical and psychosocial health, some of which may impact future childbearing and
contraceptive use [10 11]. Based on literature, IPV has been linked to many reproductive health
problems such as unintended pregnancies, lower contraceptive use, fetal loss, abortions, and a
higher incidence of infertility [12-15]. Women in abusive relationships have limited decision-
making power. Studies have highlighted that women's ability to control their reproductive health
choices significantly impacts control over pregnancy and pregnancy timing [16 17].

Contraception is a critical component of empowering women to achieve their desired fertility.
Contraceptive use during the first year postpartum has the potential to prevent unintended
pregnancy and short birth intervals [18 19]. However, this formative period could be a complex
time for women to make family planning decisions, especially if they are in a violent
relationship. The World Health Organization (WHO) recommends that women wait at least two
years before having their next child to reduce the risk of adverse maternal, perinatal and infant
outcomes [20]. Although more than 90% of women who want to avoid or delay pregnancies
postpartum, two-thirds are not using contraception [21]. Due to limited reproductive health
control, women in abusive relationships are at high risk of unintended pregnancy [11 22 23]. As
such, violence around the time of pregnancy may interfere with postpartum contraceptive use
behaviors. Although numerous studies have been conducted to examine the interplay between
violence and contraception [14 24-26] and have yielded diversified results [25], postpartum
contraceptive use among women experiencing violence over the perinatal period, especially in
low-income settings, has not been adequately researched. Most prior studies were also from
middle- and high-income countries and only assessed the link between physical abuse and
postpartum contraception. Still they did not examine psychological and sexual abuse effects on
methods used after childbirth [14 24 25 27].

Ethiopia has made significant progress toward meeting the FP2020 agenda, but the contraceptive
prevalence rate remains low [28 29]. Furthermore, the country ranks first in terms of reporting
physical and/or sexual violence against women [30]. This may obscure the true nature of the
problem that makes women poor contraceptors and impede the development of new strategies
for violent prevention programs. In recognition of its negative consequences, the family
planning (FP) agenda 2030 aims to reduce psychosocial barriers that prevent women from using
life-saving and life-changing modern contraceptives [31]. Moreover, exploring how PIPV
exposure affects postpartum women’s contraceptive use patterns has important policy and
program implications. Also, the finding will be critical in achieving national family planning
program targets set in Health Sector Transformation Plan-I1 (Contraceptive prevalence rate from
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41% in 2019 to 50% in 2025) [32]. Therefore, the present study examines postpartum modern
contraception uptake between women with and without PIPV, and identify predictors that
influence contraceptive methods use after childbirth in Wolaita zone, South Ethiopia.

Methods and Materials
Study design and setting

This community-based classical prospective cohort study was conducted in the Wolaita zone
located in Ethiopian’s South Nations, Nationalities, and People’s Regions (SNNPR). It is about
328 KM away from Addis Ababa, the capital city of Ethiopia. Administratively, the zone is
subdivided into sixteen rural districts (“Woredas”) and six town administrations. It is one of the
most densely populated zones in the region with an estimated population of 2.5 million people.
The estimated number of women in the reproductive age group is 582,500. Of these women, the
estimated postpartum population is 86,500. The zone has 310,454 households with an average
household size of 4.84 persons [33]. There are seven hospitals (five governmental and two
private), 68 health centers, and 345 health posts within the zone [34]. This study took place in
randomly selected rural districts (Damot Woyde, Offa, Kindo Koysha, and Boloso Sore) and
three town administrations (Soddo, Boditti, and Areka). The baseline interview was carried out
between October 2019 and January 2020, and then study participants were interviewed after one
year follow-up.

Source and study population with their eligibility criteria

The source population for this study was all postpartum women who had given birth in the Zone
between October 2019 and January 2020. The study population consisted of postpartum women
who were randomly selected from sample districts and towns within the Zone. As this was part
of a prospective follow-up study, participants were all women who had been enrolled in the
study at baseline and followed for a year after childbirth. At the baseline interview, the extent of
perinatal abuse and associated factors were assessed and documented. The study inclusion
criteria were; women of reproductive age, living with a current male partner for the last year,
who were interviewed for baseline survey, and had a current healthy infant. The postpartum
women who were divorced and widowed after the baseline survey were excluded from the study.
The women who experienced miscarriages were also excluded from the final interview.

Sample size determination

First, the sample size was calculated using a single population proportion formula by considering
the following assumptions: 49 % of contraceptive adoption after childbirth [35], a 95%
confidence level, a 4% margin of error, and a design effect of 2. Finally, 10% was added for non-
responses or missing during the follow-ups. The final sample becomes 1320. Second, the sample
size was determined considering the effect of perinatal violence (the main exposure variable of
interest) on postpartum contraceptive adoption. Based on this, the proportion of immediate
postpartum contraceptive initiation among women who reported IPV was found to be 25%(
p1=0.25) and the proportion of postpartum modern contraceptive adoption among women
without IPV was assumed to be 35.9% (p2=0.359) to 10.9% risk difference [24]. A 95%; level of
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confidence with a power of 80%, ratio of 1:1 (r=1), design effect of 2 and non-response rate of
10% was considered giving a final sample size of 1,232. However, to increase the power of the
study, 1,342 postpartum women who met inclusion criteria were approached at the baseline
interview. After excluding non-response cases, 1,292 women were followed for a year after the
baseline survey. As a result, all 1,292 women were included in this study.

Sampling procedure

A multistage-clustered sampling technique was used to identify the cohort of postpartum women
to be enrolled in the study follow-up. The zone was stratified into rural districts (16 in number)
and town administrations (6 in number). Seven out of the twenty-two districts (“Woredas™) (four
rural districts and three town administrations) were randomly selected. These districts and towns
were further clustered by 'Kebles," Ethiopia's lowest administrative unit, and stratified into rural
and urban Kebles. Second, thirty-eight Kebles (twenty-two rural and sixteen urban) Kebles were
chosen randomly taking into account the number of Kebles in each district. The sample size for
each Keble was allocated using a probability proportional to the size, and the expected number of
postpartum women per Keble. A list of households with eligible women was prepared from a
family folder of health extension workers (HEWS) in the respective Kebles. Enumerators
compiled the lists with the help of HEWSs. When there was more than one eligible woman in a
household, only one woman was chosen randomly. Finally, 1,342 eligible women who met the
eligibility criteria were included in the baseline survey. However, 1,292 women had been on
one- year follow-up for this study.

Variables measurement

The outcome variable was postpartum contraceptive use within the first year after childbirth. The
adoption of a modern method was classified as a binary variable (yes/no). Women were
designated as users if they reported use of the male or female sterilization, implants, the IUD,
injectables, pills, the male or female condoms, and emergency contraception. All other
individuals are considered non-users of modern contraceptive methods. The primary predictor
variable of interest was violence experience in the 12 months before or during pregnancy,
measured using section seven of the WHO standardized questionnaire. A woman who reported at
least one act of perinatal psychological, physical and sexual partner violence was coded as “1”
for experiencing PIPV, and otherwise”0”. Several sociodemographic, psychosocial and
behavioral factors associated with contraceptive use in the literature were included as
independent variables.

Data collection procedure

A pre-tested interviewer-administered structured questionnaire was adapted from the WHO and
DHS standard tools. [30 36]. As this was part of a prospective follow-up study, the data were
collected in two phases. At the baseline, socio-demographic, economic, psychosocial, and
reproductive characteristics were collected. Then, participants had been on follow-up for a year.
Data on the reproductive events (e.g. breastfeeding, resumption of menses and sexual activity),
PIPV (psychological, physical and sexual violence) exposure status, and contraceptive use
patterns (adoption, switching, continuation, and discontinuation) were collected at the final
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interview. Thirty-eight data collectors (married, female, diploma holders) with eight supervisors
(BSc in Public Health) were trained and deployed after receiving two days of intensive training.
For administrative purposes, the training was given separately in each district. The main focus of
the training was on the purpose of the study, the contents of instruments, and nuances of coding,
errors, and consistency of each questionnaire. Data quality was maintained by pretest, training,
and supervision.

Data management and analysis

Data were checked for completeness, coded, and entered into Epi-data Version 3.1 to minimize
logical errors and design skipping patterns and exported to SPSS for windows Version 25.0 for
cleaning, editing, and summary statistics. Women’s household wealth status was computed using
principal component analysis (PCA). Bivariate and multivariable analyses were performed to
determine predictors of postpartum modern contraceptive adoption. A modified Poisson
regression model with a robust error variance was computed to estimate crude and adjusted risk
ratios with 95% CI. This model was appropriate for prospective studies with common binary
outcomes (incidence of 10% or more) and avoids overestimation of effect size [37 38]. All
variables having p<0.2 were retained in the final model. Multicollinearity between the exposure
variables was checked using variance inflation factors (VIF). The presence of collinearity was
declared if the VIF value >10. Overall perinatal violence exposure was correlated with types of
violence that women experienced. The perinatal sexual violence variable was therefore dropped
while other variables were retained in the model.

Patient and public involvement “No patient involved”
Results

Background characteristics of study participants by postpartum contraceptive adoption
(n=1,252)

Of the 1,292 study participants recruited during the baseline study, 1,252(96.9%) participated
and completed the interview in the extended postpartum period. The majority of women were 25
-34 years old (57.1%), followers of Protestantism (70.7%), lived in the rural areas (55.8%) and
were married at the age of eighteen and above (69.0%). Approximately 36% of the participants
never attended formal education while 41% of their husbands had completed secondary or higher
education. About 85% of the participants were unemployed, and 35% of their husbands were in
paid jobs. Approximately 58% of the women had justified IPV favoring norms. Approximately
37.9%, 29.6%, and 24.1% of women reported perinatal psychological, physical, and sexual
violence; respectively. Overall, about 41% of the respondents experienced perinatal partner
violence either before or during pregnancy (Table 1)

Table 1 Background characteristics of postpartum women in Wolaita Zone, South Ethiopia

Postpartum contraception adoption status

Variables Category Yes (n=776) No (n=476) Total (N=1252)

n | % n | % n | %
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Perinatal psychological violence Yes 237 30.5 238 50.0 495 37.9
No 539 69.5 238 50.0 777 62.1
Perinatal physical violence Yes 182 23.5 188 39.5 370 29.6
No 592 76.5 288 60.5 882 70.4
Perinatal sexual violence Yes 143 18.4 159 334 302 24.1
No 633 81.6 317 66.6 950 75.9
Perinatal partner violence Yes 251 32.3 258 54.2 509 40.7
No 525 67.7 218 45.8 743 59.3
Place of residence Urban 353 45.5 201 42.2 554 44.2
Rural 423 54.5 275 57.8 698 55.8
Religion Orthodox 207 26.7 103 21.6 310 24.8
Protestant 536 69.1 349 73.3 885 70.7
Others 33 4.2 24 5.1 57 4.5
Maternal age (in years) <24 149 19.2 143 30.0 292 23.3
25-34 468 60.3 247 51.9 715 57.1
35-49 159 20.5 86 18.1 245 19.6
Maternal age at marriage <18 years 230 29.6 158 33.2 388 31.0
>18 years 546 70.4 318 66.8 864 69.0
Maternal education Iliterate 257 33.2 192 40.2 449 35.9
Primary 244 31.4 146 30.7 390 31.1
Secondary + 275 35.4 138 29.0 413 33.0
Maternal employment status Not employed 636 82.0 427 89.7 1063 84.9
Employed 140 18.0 49 10.3 189 15.1
Number of living children 1-2 316 40.7 207 43.5 523 41.8
3-4 276 35.6 172 36.1 448 35.8
>5 184 23.7 97 20.4 281 22.4
Place of delivery Facility 598 77.1 225 47.3 823 65.7
Home 178 22.9 251 52.7 429 34.3
Breastfeeding status No 460 59.3 312 65.5 772 61.7
Yes 316 40.7 164 34.5 480 38.3
Menstrual resumption No 168 21.6 262 55.0 430 34.3
Yes 608 78.4 214 45.0 822 65.7
Sexual activity resumption No 15 1.9 16 3.4 31 2.5
Yes 761 98.1 460 96.6 1221 97.5
Justify wife-beating norms No 359 46.3 165 34.7 524 41.9
Yes 417 53.7 311 65.3 728 58.1
Wealth Status Poor 167 215 128 26.9 295 23.5
Middle 409 52.7 234 49.2 643 514
Rich 200 25.8 114 23.9 314 25.1
Partner employment status Non-employed 489 63.0 319 67.0 808 64.5
Employed 287 37.0 157 33.0 444 35.5
Partner education status Iliterate 221 28.5 156 32.8 377 30.1
Primary 224 28.9 134 28.2 358 28.6
Secondary + 331 42.7 186 39.1 517 41.3
Partner alcohol misuse No 535 68.9 329 69.1 864 69.0
Yes 241 31.1 147 30.9 388 31.0
Partner substance abuse No 668 86.1 409 85.9 1077 86.0
Yes 108 13.9 67 14.1 175 14.0
Partner controlling behavior No 409 52.9 175 36.8 584 46.6
Yes 367 47.3 301 63.2 668 53.4
Women’s decision-making autonomy | No 416 53.6 291 61.1 707 56.5
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Yes 360 46.4 185 38.9 545 43.5
Communication about daily life No 226 29.1 193 40.5 419 33.5
Yes 550 70.9 283 59.5 833 66.5
Women owned land/houses (n=764) No 289 63.9 194 68.6 483 65.7
Yes 163 36.1 89 314 252 34.3
Couple’s relative income difference No income 475 61.2 313 65.8 788 62.9
Earns less 199 25.6 118 24.8 317 25.3
Earns same+ 102 13.1 45 9.50 147 11.7

Postpartum women’s contraceptive use dynamics in Wolaita Zone, South Ethiopia

Results on postpartum women’s contraceptive use (adoption, continuation, and discontinuation)
are presented in Table 9. Of the 1,252 study participants, about 62% (95%CI: 59.2%, 64.5%) had
adopted the first modern methods in the extended post-partum period. Out of the modern
contraceptive methods, Injectables (44.1%), pills (16.9%), and Implants (15.3%) were
predominantly mentioned methods. Over one-third (33.1%) of the women discontinued their first
modern contraception after childbirth. Of these, 57.6% did not use any methods after
discontinuation. About 44% of women did not discuss with their husband before they
discontinuing the first method. Of these, about 47% reported their partner forced them to
discontinue. At the time of the survey, nearly half (49.4%) of the respondents were using modern
contraception. Injectable method was the most preferred method (47.2%), followed by Implants
(25.7%) and IUCD (14.4%), with about half (51.3%) reporting side effects from the current
method. Most, (27%) of the study participants stated that they intended to discontinue current
methods (Table 2).

Table 2 Postpartum women’s contraceptive use patterns in Wolaita Zone, Southern
Ethiopia, 2021

Variables Category n %
Adopted first contraception after childbirth No 476 38.0
Yes 776 62.0
Types of the first contraceptives adopted Tubal litigation 1 0.1
IUD 91 11.7
Implanol 119 15.3
Injectables 342 44.1
Pills 131 16.9
Condom 34 4.4
Emergency contraception 40 5.2
Others 18 2.3
Are you using the first contraception Yes 519 66.9
No 257 33.1
Used any methods then after (n=257) No 148 57.6
Yes 109 42.4
Talked about discontinuation with your No 112 43.6
husband
Yes 145 56.4
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Did your husband force you to discontinue No 137 53.3
Yes 120 46.7
Who initiated discontinuation It’s me 148 57.6
My husband 89 34.6
Jointly 20 7.8
Currently, are you using any methods No 634 50.6
Yes 618 49.4
Type of current PPMC Tubal litigation 2 0.3
IUD 89 14.4
Implanol 159 25.7
Injectables 292 47.2
Pills 62 10.0
Condom 3 0.5
EC 5 0.8
Others 6 0.1
Experience side effects with current method | No 301 48.7
Yes 317 51.3
What are you doing for side effects (h=230) Making home remedies 33 14.3
Trying to consult HPs 43 18.7
Get advice from friends 9 3.7
Get advice from husband 32 13.9
Want to change the method | 51 22.2
Want to stop the method 62 27.0
Were you told by HP about side effects No 147 46.4
Yes 170 53.6
Who initiated the use of current methods It’s me 316 51.1
My husband 76 12.3
Jointly 226 36.6
Reasons for not using the methods (n=634) Breastfeeding 56 8.8
Postpartum abstinence 30 4.7
Not resumed menses 96 15.1
Advised from HP 17 2.7
Husband not wanting 185 29.2
Feared side effects 172 27.1
To be become pregnant 63 9.9
Others 15 2.4

EC: Emergency contraception, PPMC: postpartum modern contraception, HP: health professionals

Predictors of the first modern contraception uptake in the extended postpartum period

After controlling for other factors, women’s violence exposure in the year before or during
pregnancy, women’s employment status, husband’s education status, household wealth status,
place of delivery, and menstrual resumption found to be predictors of modern contraceptive

adoption in the extended postpartum period.

Our finding reveals that the relative risk of using postpartum contraception was reduced by 31%
(aRR=0.69; 95%CI: 0.50-0.97) among women who reported perinatal violence compared to
those who did not. Similarly, socioeconomic status of the women was found to be significantly
associated with risk of using contraceptive methods post-delivery. Employed women were 1.14
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times as likely to adopt postpartum contraceptive methods than unemployed women (aRR=1.14;
95%CI: 1.03-1.28). Besides, women from household with middle wealth status were 1.14 times
more likely to use modern methods after childbirth than women from the poorest household
(aRR=1.14; 95%CI: 1.03-1.26). The risk of using modern contraception after childbirth was
reduced by 13% (aRR=0.87; 95% CI: 0.77-0.99) in women whose husbands had secondary or

higher education than those whose husbands had no formal education.

Compared to women who delivered at home, the risk of using modern methods in the extended
postpartum period was significantly higher (aRR=1.58; 95 percent CI: 1.41-1.78) for women
who delivered at a health facility. Furthermore, when women reported no menstrual resumption,
their risk of using contraceptives after childbirth was reduced by 46% (aRR=0.54; 95%CI: 0.48-
0.62) compared to women who reported menstrual resumption (Table 10).

Table 10 Predictors of first modern contraceptive use after childbirth among currently
married women in Wolaita Zone, Southern Ethiopia

Variables Category Unadjusted relative Adjusted relative risk ratio
risk ratio (95% CI) (95% CI)
Perinatal psychological violence Yes 0.72(0.0.65-0.79) 1.13(0.81-1.56)
No 1 1
Perinatal physical violence Yes 0.73(0.65-0.82) 0.99(0.83-1.19)
No 1 1
Perinatal partner violence Yes 0.69(0.63-0.77) 0.69(0.50-0.97)*
No 1 1
Maternal age (years) <24 0.78(0.68-0.91) 0.94(0.82-1.09)
25-34 1.01(0.91-1.12) 1.08(0.97-1.19)
35-49 1 1
Maternal age at marriage <18 years 1.07(0.96-1.17) 1.08(0.98-1.18)
>18 years 1 1
Maternal education Illiterate 1 1
Primary 1.09(0.98-1.22) 0.98(0.87-1.08)
Secondary + 1.16(1.05-1.29) 0.96(0.84-1.08)
Maternal employment status Not employed 1 1
Employed 1.24(1.12-1.36) 1.14(1.03-1.28)*
Place of delivery Facility 1.75(1.55-1.97) 1.58(1.41-1.78)**
Home 1 1
Breastfeeding status No 0.91(0.83-0.98) 0.94(0.86-1.02)
Yes 1 1
Menstrual resumption No 0.53(0.47-0.59) 0.54(0.48-0.62)**
Yes 1 1
Sexual activity resumption No 0.77(0.54-1.12) 0.77(0.54-1.11)
Yes 1 1
Justify wife-beating norms No 1 1
Yes 0.84(0.77-0.91) 0.96(0.88-1.05)
Wealth Status Poor 1 1
Middle 1.12(1.01-1.26) 1.14(1.03-1.26)*
Rich 1.13(0.98-1.28) 1.06(0.94-1.12)
Partner employment status Non-employed 1 1
Employed 1.07(0.98-1.17) 1.03(0.98-1.13)
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Partner education status Iliterate 1 1

Primary 1.06(0.95-1.19) 0.96(0.88-1.07)

Secondary + 1.09(0.98-1.22) 0.87(0.77-0.99)*
Partner controlling behavior No 1 1

Yes 0.78(0.72-0.86) 0.92(0.84-1.01)
Women’s decision-making autonomy No 1 1

Yes 1.12(1.03-1.22) 0.98(0.90-1.07)
Communication about daily life No 1 1

Yes 1.22(1.11-1.35)*** 1.02(0.93-1.13)

*p<0.05, **p<0.001
Discussion

This study highlights that a sizeable proportion of women who reported violence in the year
before or during pregnancy do not use postpartum contraception when compared to women who
were not abused over the perinatal period. This finding corroborates with studies conducted in
India and the United States that have revealed that non-use of postpartum methods was higher
among women who reported physical abuse than those who did not report physical abuse during
the perinatal period [14 25 27]. This could imply that women in abusive relationships may have
low bargaining power to initiate postpartum contraception due to the fear of future violence. This
prompts to launch special interventions such as screening for violence and providing partner
unobservable methods to abused women. Whilst other studies have found that PIPV exposure is
linked to increased postpartum contraceptive use [24 39]. This might be because abused women
are suspicious of their marriage’s continuation and do not want to have a child with a violent
partner, which in turn increases the use of contraception after delivery. In our study, the positive
correlation between health facility deliveries and postpartum contraceptive adoption could be
attributed to the effect of immediate post-placental family planning counselling for those who
delivered at health facilities. It may also suggest that opportunistic contact with the health care
system through maternal services such as childbirth in facilities improves clients’ relationships
with health systems and access to postpartum family planning services [40-42]. Our study also
observed that employed women were more likely to use contraceptive methods during
postpartum than their unemployed counterparts. This was consistent with prior studies conducted
in Kenya, Uganda, and in the USA [43 44] which show that compared to low-income women,
economically empowered women may not face the same financial constraints related to
contraceptive choices and access. Similarly, contraceptive use after childbirth was higher among
wealthy women than poorest women, which is in line with the findings of some studies [42 45].
This may reflect the fact that women with better household living conditions may compensate
indirect costs such as transportation, which deter them from accessing postpartum contraception
even if the services are provided free of charge in the public health facilities. In contrast,
evidence from the previous studies has revealed divergent relationships between household
wealth status and contraceptive use in the year after birth [40 46]. In this regard, strengthening
the provision of postpartum family planning services at their homes through health extension
programs could reach and help women with low socioeconomic status in the community. Our
result has revealed that women who reported no menstrual resumption were less likely to use
contraceptives after delivery as compared to women who reported menstrual resumption. This
corroborates with some other studies conducted elsewhere which revealed that contraceptive
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adoption after childbirth peaked following the month of the first menstrual cycle [47] [35]. In
other words, resumption of menses has been found to be a marker for contraceptive adoption,
putting women at risk of unintended pregnancy. Besides, studies conducted in the northern
Ethiopia [48] and other settings [49 50] show that postpartum women had very little knowledge
and practice of lactational amenorrhea as a contraception method This indicates that
policymakers and program managers should work diligently to optimize postpartum fertility-
reducing behaviors, such as provision of postpartum family planning information and services
including post-placental contraception.

Regarding partner characteristics, only education status predicted postpartum contraceptive use
in our study. In contrast to other findings [51 52], postpartum contraceptive initiation was low
among women whose partner had completed more than secondary education compared to
women whose partner attended no formal education. The possible justification might be
education by itself does not guarantee postpartum contraceptive acceptance, despite it playing a
critical role in determining the overall use of reproductive health, including family planning.
Further studies will be required regarding this relationship.

Conclusion

In the present study, over half of the respondents used modern contraceptives in the year after
childbirth. The finding also reveals that women’s exposure to perinatal partner abuse was
negatively associated with modern methods use in the year postpartum. Modern contraception
use was also predicted by women's employment and household wealth status, their husband's
educational level, place of delivery, and menstrual resumption. Thus, it is recommended that a
comprehensive approach that integrates violence screening and psychosocial support programs
into family planning services, particularly identifying violent marital relationships, may be more
effective in improving postpartum contraceptive uptake. Moreover, strategies to promote
healthy, respectful, and nonviolent relationships are central to prevention. Furthermore, policies
and programs that target unemployed, economically poor women who have given birth at home,
and those who have not seen menstruation are more likely to improve postpartum contraceptive
use.
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Perinatal intimate partner
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Weibull regression modeling
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Background: Adopting contraception on time is a critical intervention for
postpartum women, but violence exposure around pregnancy may interfere
with postpartum contraceptive use behaviors. Hence, this study aimed to
investigate the time duration of the first modem contraceptive adoption and
its individual-and community-level predictors among postpartum women in
the Wolaita zone, South Ethiopia.

Methods: A community-based prospective follow-up study was conducted
among 1,292 postpartum women nested in 38 “Kebles™ (clusters) using
multistage-clustered sampling techniques. A multilevel Weibull regression
model was employed to investigate predictors of tima-to-method initiation
after childbirth using STATA Version 14, Kaplan-Meier curve and Wilcoxon
log-rank test were used to estimate time-to-modern contraceptive use across
different variables. All variables with p-values 005 were considered for
multivariate analysis. Adjusted time ratios (ATR) with 95 % ClI were computed
using Weibull accelerated failure time models.

Results: Of the respondents, 62% (95% Ck 59.1-64.5) had started the
first modemn contraception within a year after childbirth. The restricted
mean survival time-to-postpartum modern contraceptive use was 6.28
months. Being a rural dweller @TR: 144; 95% CI- 1.06-199) and living
in the middle household wealth quinties (aTR- 1.10; 95% CI: 1.02-1.19)
predicted longer time duration to adopt first modern contraception by
44 and 10%, respectively. The women from the community with a high
early marriage {aTR: 1.14; 95% CI: 1.01-1.28) took longer time to initiate
modern postpartum methods. Furthermore, women who had no history
of perinatal abuse took less time than those who had a history of
abuse to start postpartum contraception (aTR: 0.71; 95% CI: 0.66-0.78).
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Conclusion:  Rural residence, poor household wealth status, history of
perinatal abuse, and a high rate of early mamiage in the community
are predicted to lengthen the time duration to start modern postpartum
contraception. Thus, community-level women’s empowerment, particularly
among rural women and integration of intimate partner wolence screening
into family planning counseling throughout the continuum of care will likely
to improve postpartum contraception timing.

STwORoS

parinatal, postpanum, contracepton, multievel, survival, Ethiopla

Introduction

Intimate partner violence (IPV) is a global public heakh
on millions of women and families (!, 2). Vial aga

existing evidence reveals a variety of results (25). PIPV has
been linked to lower or non-postpartum contraceptive use in
some studies {13, x,-’s).-rbinmhcﬁn&m(‘s‘ 1) shows
MPWV is iated with i

J

s

o ar p is a critial concern because

ofnmmmmmﬂpydmlnpalndphynd
to mother and child (3, 4). Perinatal IPV

hmﬁmdhn@ﬁumm&eﬁﬁy
M(W)me:::-hmdmpqdawad
that p from uwsing lLife-saving and

(P-IPV) refers to violence perpetrated by a partner cither
in the year before pregr during P jand up

He—dun@ngmodﬂnmmczm(ﬁ) Exhiopia has made
ignify progress toward meeting the FP2020 agenda,

mlynrlhtdﬂdmd:(* ). Alhoql:pennna!-um

period is associated with poor physical and psychosocial
health, some of which may impact future childbearing and
:Mem(?,ﬂlhmr&qwhmuﬂ’vha
been linked to many reprod: health problems such as
mnddp:mhwemmuh-.
abortions, and a higher incidence of infertility (9-14). In terms
of birth '} in violent relationships have limited
decision-making power. Studies have highlighted that womens
ability to | their reproductive health choices significantly
impacts pgreater control over pregnancy and pregnancy
timing (15, 16).

but the eptive preval rate ins Jow (32, 33).
According to studi ducted in the country, about 46-66%
of initiated their first methods postpartum (34-36),

whilst only [0-30% of them adopted within 2 months
post-delivery (35, mmmmmmm
time of the first o was 7-11
mnnlhs.ﬁrﬁum&emmm&dm(ﬁ 36). The
mgdmmmmmn&pm“wd
an ity-level
chxm.du*,pluofmdm (37, 38),
maternal edacation (35, 34), bouschold wealth status (37,
appropriate and timely maternal health care utilivation (35, 36),
luunfa&ngm()") menstrual and sexual intercourse

Adopting contraception on time is a critical inter
for postpartum women who want to awoid unintended

and icati (39). However,
Mcuhun&omtheeﬁmafﬂ!’vnnme-h—m&m

pregnancy and dosed birth intervals (17, 18), leading to adh
maternal, perinatal and infant outcomes (19). ‘thcrldHull:

2

Momuplmngbwm

s 4

Organization (WHO) ds that start

' e b policy

methods immediately or within 42 days after childbirth, with
the option of continuous cantraception or effective switching
for two subsequent years, depending on a womans desire to
space or limit future pregnancies (20, 21). Despite more than

ndmmplnm,\l».thﬁndmgwﬂhmhnl
in achieving national family planning program targets set
in Health Sector Transformation Plan-11 (Contraceptive
prevalence mate from 41% in 2019 to 50% in 2025) ().

50% of women want to avoid or delay pregnancies postp Therefore, this study investigates time duration-to-modemn
m-dmdsmnntnm!mnuuzphon(”)l)mm ited eptive adoption b postp who
reproductive health in hi had the experience of perinatal abuse and whom not, and
mnnwh@ﬂﬂéwm to identify individual-and ity-level predi that
(4, 33, 24). Violence around the time of pregnancy may infiy postp s method initiation in Walaita
interfere with posty contraceptive use behaviors. The 20ne, South Ethiopia.
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Materials and methods
Study design, setting, and period

A community-based prospective follow-up study was
conducted in the Wolaita xone located in Ethiopians South
Nations, Nationalities, and People’s Regions (SNNPR). The xone
is subdivided into si rural districts (; das) and six
town administrations. It is one of the most densely populated
rones in the region with an estimated popalation of 2.5 million
people. The estimated number of inlh:ﬂ_ ductive age

103389 Mpubh 2022 313546

2
Zap
rate). Number of event — éﬁml,.mu-w

probability for rejecting the null hypothesis (Type I error
rate), f = probability of failing to reject the null hypothesis
under alternative hypothesis (Type 11 error rate), p = survival
probability rate in group | {exposed), q = survival probability
rate in group 2 {unexposed), and AHR — Adjusted harards
ratio. The probability of event = Pr (event) = I - [P S1
() + q S2 {f)]. However, this study was part of a large
longitudinal study that designed to investigate the interplay

group is 582,500. Of these the 4

Wummmhslomhmu.m
an average household size of 484 persons (41). There are seven
hospitals (five governmental and two private), 68 health centers,
and 345 health posts within the 2one (42). This stdy took
place in randomly selected rural districts (Damot Woyde, Offa,
(Soddo, Boditti, and Areka). The study was conducted between
October 2019 and fanuary 2021. The baseline data was collected
between October 2019 and January 2020, and the final data was
callected between October 2020 and Janmsary 2021.

Source and study population with their
eligibility criteria

All postpartum women living in the one during the
mdypawdnumnndaed\hempapnhhon.'ﬂ:e

study popuk 3 'o‘, 1P mdﬁem
inclusion criteria were of reproductive age, who lived

with a current male partner for the last year, who were
interviewed for baseline survey, and had a current healthy infant.
The postp who were d d and widowed after
the baseline survey were excluded from the study. The women

Sample size determination

The sample size was computed using STATA Version
160. As no similar stdy was conducted in the country
country, Uganda (43) was used by taking 50% median survival
time among groups, 90% power, 5% level of significance,
and harard ratio (1.83). By considering the design effect
of 2 and 10% non-response rate, the final sample size was
assumed to be 494, The following equations were used to
calculate the required sample size. The sample size (o) =
[{number of event/probability of event) * deff}/(1-non-response

Frantiors in Pubbic Haalth

b PIPV and postp P The study had
was calculated. Thus, maximum sample size (1320) was taken
for all objectives considering the following assumptions: 95%
confidence interval, 4% margin of error, 80% powes, proportion
of p modern ptive use (49%) (32), design
&ﬁildl“mmmﬁﬂmgnnde
papdnﬁnupmpamun&mhwundmdcdxzdxmph
- |[{Za/2P*p (1-p)Jid™ 2* desf)/ (l-nowmpom rate),
'fhmz—puuuieoflhc dard al distrit K
- P d A e 1 =
ﬁmth:odzrmdy d—thechnmdprmaldum
H—&n@eﬁnhhnmwd&em
H L to the studys powes, 1342
P who met inclusion criteria were approached
l.tkh-:lmmm After exchading non-response cases,
1,292 women had been followed for a year after the baseline
survey. As 2 result, all 1,292 women were included in this study.

¥

Data collection procedure

4 ] 1

An interviewer
MMWMWOMDHSM
tools (44, 45). The pilot study was conducted to test
were made induding frequency and timing of violence

in the p I period (before, during and after
pregnancy). As this was part of a large longitudinal study,
!b:d-hmcnled:dmmphu.utb:budm:.
PR psych ial, and reprod
dnrnm-u: llected. Then, particip had been on
Hlarnphlyur;nd&nonﬂwmpmdxnumh&.g.
breastieeding, ption of and sexual activity), PIPV
exposure status, and plive use dynamics (adoption,
switching, continuation, and di ion) were collected at
the final interview. Thirty-eight data collectors {marriead, female,
diploma holders) with eight supervisors (BSc in Public Health)
were truined and deployed after ng 2 days of i
separately in each district. The main focus of the training was on
the purpose of the study, the contents of the instruments, and

frootiersin.org
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how to check the nuances of coding, errors, and consistency of
each questionnaire.

Sampling procedure and d
A i age | | .. =4 h .‘ was uﬂd R
identify study participants. The oane is divided into si rural

103389 Mpubh. 2022 513546

daily Efe, and income difference Womens norms and
mMWMlmlmﬂmhw&s
beh and activities were d using six and
mdhﬂ{OmﬂmmmMyoummshﬂl&

i q ire (44, 45). Participants’

hald

decixi 15 h issues was also
maswad(-ﬁ)byuhqwbﬂbermnwwpm:dm
| bhealth care, daily houschold purchases, major

(=>25%), four rurl districts and three town administrations
clustered by “Kebles” Ethiopia’s lowest admini unit, and
stratified into rural and urban Kebles. In this study, a cluster s
2 community of people likely to share common values. Then,
four rural and two urban Kebles were randomly selected from
each rural district. Fourteen Kebles were chosen from town
adm:mm(aﬁ!urhmanduml)mlmpk

sampling method. With this, thirty-eight (twenty-two
selected districts and towns. The sample size for each Keble

was alk d using probability prop ] to the size and
the expectad ber of postp per Keble. List of
b holds with eligibk were prepared from a family

folder of health extension workers (HEWs) in the respective
Kebles. Enumerators compiled the lists with the help of HEWS.
Whenﬂ:ﬂe-um!hlnoned‘iblemmnmlhudmld.
only one was ] Finally, 1,342 eligible
mnwbonalb:el’f&hycnmummdndedmlbe

survey. H 1292 had been on 1 year
follow-up for this study.

Study variables and measurement

The uumme variahle was time length-to-modemn
g use posty This was ded in h
using a contraceptive calendar (45, £7). 'ﬁseevenu

medemﬁmﬂymr&nmhM.and
her income.

G -'L“_! BERY inchadat  were o
ruldencyduﬂﬁdumhﬂormﬂbmdmﬂrﬂhm
Central  Statisti of s
locations (as). an m&ndmlkvd dunmnmu

d other ity-level f The aggregates
for clusters were computed using means (for normally
distributed) or median (oot normally distrhated) values
for each respondent in each category of z given variable

Fanally, high-level variables were re-categorized into lower and

higher categories.

Data management and analysis
m&nammdeidmm&-ndednduqm

for Windaws 25.0. Descriptive and ¥

were computed in number and percentages. Multilevel sisrvival

beczuse the hierarchical nature of data collected from 1292
postpartum women nested in 38 clusters (Kebles). The study
participants within each duster ranged from twenty to forty-
three. The multifevel survival model & the best model for
risk of the occurrence of the target event (19). Consequently,
the model handles the cluster-specific random effects on the
mniv:lomcunel(SO) The efiect of covariates on baseline
harards & d through two often-used models:

was coded as "17 when report

adoption and "0" otherwise. m(ptydxdopal. pl:ynnl.
and sexual violence) was the main exp

using section seven of the WHO dardired o

(44). Omultheupmofﬂ!'vmdn-:ﬁndn-
bmmmnbk(ﬂm)?hm&vdpt«hﬂonmdtﬂ:d

tbe.:od:mad&ﬂmr—nm:(h?ﬂnodglmddummo&l
The covariate effect is multiplicative on the time scale in the
AFT model, while it is multiplicative on the b i scale
in the PH models (50, 51). We preferred AFT to the PH
model; hence it accounts for the effect of the covariates directly
on the survival times rather than on the havards rate as in

!'dve that i of -ag:nchﬂ&nnh the PH model, and it yields more accurate inference, proper
duxcats plo ber of fitting of the modd and ecasy interpretation of the results
m&hbmmmdm (52, 533). Then, time ratios rather than havard ratios were
d wife-b xg norms, o p n-udmmpmumelmgthm—mmuampuwm
! (before, during preg: ,aﬂhﬂ).mdwm:nl The i etfici (ld:)ﬁ:rlbelmeu:qx
“hhmmﬁvehﬂnndlﬁdpudxmumd&d only model was calculated to & vhether or not the
4 mploy atatwabcohal s adh Jtilevel survival analysis was required. 10C R
nbunh'-m:y.mdwi&mnuuﬂhg“ jor. The relationship total variation of postp Ptive use timing b
level predictars incorporated were s decisi king = without any covariates (52, 54). The model comparison
asset ershi 1 ication about was made using the log-likelihood ratio test, deviance (-2L1),

Y o 3 L2

Frontiors in Pubbic Hasltn

o4 frootiensin org

172



Abotaatal

and Akaike’s Information Criterion (AIC) value. The model
with the Jowest deviance and AIC was selected os the best
ﬁmdmoddlndmdbducﬂxlhdlh.ﬂlvamﬂu
with a p-value of «<0.05 in bivars lysis were id
candidates for lmﬂnnmbl: lmlym ln ﬂ:cmuhunb]e
QSﬂGwmuthhdofipiﬁﬂn:eandmuyh
of association.

Ethical consideration

Review Board of the College of Health Sciences, Addis
Ababa Univensity, with a protocol number of D06/19/SPH.
mmmm&md'nhﬁﬂrspctfmmo
cthical and safety d guidelines (55). Al
the study particip were b

d sbout the aim and
procedures of the research and their right to abstain
or withdaw from the study at any time The informed
verbal consent was obtained from each particpant

ly. The fdentiality of the collected data was
mmmncdbyhchn;nmlbeﬂeahnaumdy
information was kept d and Bdential with
the first author. After the interview, participants were
allowed to visit a psychiatric nurse if they experienced any
psychological discomfort.

Results

Individual- and community-level
characteristics of study participants

A total of 1,252 of the study participants had completed
the interview. About 3.1% of them were lost to be reached
and censored for survival analysis (Table 1). The majority
of the respondents were aged 25-3¢4 years (57.1%), had
no formal education (36%), were married to men with
no education (30%). unemployed (85%) and had husbhands
wboworkmpnd;dn(”%)ﬂppmﬂy“‘uf&e
and 95%

103389 Mpubh 2022 313546

favoring norms (532%), and high womens decision-making
zutonomy (54.3%).

Postpartum women's contraceptive use
dynamics in the Wolaita zone, Southern
Ethiopia

Of the study participants, 62%(95% CIL: 39.1%, usu)
bad started the first postpartum modern contracey n
the year postpartum (Table2). Injectables (44.1%), pills
(165%), and Implant (153%) were the most commonly
used modern methods. More than one-third (33.1%) of
women discontinued their first modern  contraception
after childbirth, and 57.6% did pot use any methods after
discontinuation. At the time of the survey, nndylnlfoldle
Postpartum women were using j
mlhennlpu&n!dmﬁbod(ﬂlﬂ) ﬁl]awadby
Implants (25.7%) and TUCD (14.4%), with half (51.3%)
reporting side effects from the current method, the majority of
respondents (27.0%) stated that they intended to discontinue
current methods.

Survival analysis result for time
interval-to-modern contraception
adoption among postpartum women

Atmalofl.!ﬁ ths (407

yeass)

were at risk of i d g after index
childbirth (Figurs 1), mwmdmnlmulme-w-
first p jon was 628 months (95% CI

6.07-651). At the 3 and 6 months postpartum, about 1223
and 445% of the study participants had started their finst
curves with large steps for time-to-postpartum contraceptive
adoption start at 2 ths postpartum. This inds that

many of postp had d their first methods after
2 manths.
We ined postp 2 2o

for selected characteristics using the Kaglan-Meier sirvival

nflbanmedznﬂmtymduyw, )

AbomSNof&epumapnm:hdpmﬁedmﬁmmg
norms, and 38% of the particp

(Figure ). Kaplan-Meir survival curve indicates a
nlmu:ml difference in postpartum contraceptive method

d being
tnnokn:em(heymtbeﬁumplmcywﬁbﬂ%of
lbemctpenmdt&m Y- Approximately 40%
af exp 'plnnﬂ'-" cither a
wb&eor&mmmw
characteristics, the majority of respondents were living in
the community with rural residence (563%), low early
marriage (528%), high female literacy (55.7%), high 1PV

Frantiors in Pubbic Haalth

b who experienced PIPV and women
'dnddmtupermm T&hﬂm-Mmsurvnl
function for who d y!
umﬁmdyhgherl.hnlburmapnmmuﬁn;
that exp before orfand - dusi
lengthens time duration to mod mﬂ.ho&lbpmln

difference in the length of survival time-to-postpartum
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TABLE! Indivduai (woman, sartner and r y-lovat pants (n = 1232
Sarvival statas
Variables Category Failures(contraceptive users) n = 776 Censored (nonusers) n= 516
n % n %
‘Woman kerd factors
Mol age- (yeey) =2 14 2 14 M3
B-u &8 03 m 523
3549 1= ns 10 194
Maernal e 2 maiage <iByess 30 95 169 128
> 18y 546 e 7 2
Maermal education Ibteraie =7 332 N5 9K
Primary W EIn 157 304
Secondary + s 54 154 08
Maternal empioyment status Not emmployed 636 20 83 "7
Emphoyed i 180 s 03
Number of iving chidren -2 e 407 a7 421
34 e 356 13 366
=5 154 ny e us
Ssuastfeedng sans No %0 23 m 46
You 36 407 17 354
Ssumpton of Renss No 168 25 3m 85
You 08 R4 it} 415
Jastify wik:-deating noemns No 3= 463 186 360
Yo a7 57 E: &0
Abuss bafoer Se Index No 536 LA 529
pregramcy
You w 309 3 47
Abus: Qg Bdex gy Mo s 4 £ 528
Yo 175 ns 192 372
Abuse Quring o her prognancy N 525 @3 56 ws
Yos -1 22 0 504
‘Weazith Stalus Toor 132 56 167 s
Anddle 24 512 - 527
A 128 n3 m 58
Partner loved faciors
Empicymers satus Noo. empioyed o &0 7 @2
Faphoyed 7 70 167 28
Eductional Stalus Interate m 85 167 324
PamTy m 19 145 ®1
Secondary 4 Bt 27 M s
Akodol misuse No 535 &89 ) 6
Yo M n 157 304
Sahstmce basy No %1 us 68
You 108 139 &8 132
panines ceatrulng beture »o ws 27 m £
Yoo » o3 k12 ) €09
Relabisaship level facton
(Contimued)
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Sarvival statas
Variables Category Failures(contraceptive users) n = 776 Censored (nonusers) n= 516
n % n %
Decion-making 2stoncary o as 36 08 9.7
Yes %0 6.4 0 s
Duraticn of mamtage 1-5 Yars m pUE] 176 £
6-10 Years w 396 193 74
211 Yo M“2 3 a7 mS
Coapl ommumce diflytfe  No ns 9.1 05 07
Yos 550 e 3n 03
Asszt Ownendip (1 = 764) o m €39 b7 @06
Yo 163 361 s 304
Coapie tncome differance No mcome as 612 35 &40
s les 19 56 131 54
Exms mon 102 13 El 2.7
Commenity-iovel characterstics
Place of residence Ustan 53 455 212 ALl
Reral @ 5 k) 589
Eany marrae Low @ 558 9 E]
High 3 “2 %7 517
Commumty kvd women low 350 451 m 430
Ieracy
Hgh Qs 549 ™ 570
Commnty norms vorng 1PV Low 2 492 i) 432
Hgn Y s = %8
Decxicn making aatnnomy Low 307 “r 2 o
gh o9 553 m 529
Pl of daltvery Faciey 98 7 3 490
Home 178 ny 63 510
Wealth Staius Poor 4 n7 162 34
Middle 258 332 131 351
R 24 M 173 33s
contraceptive use at individual and cluster-level characteristics level-1( ) residuals is d to be independent and

(Table 3).

Model comparison for different
parametric regression models based on
the Akaike information criterion

We fitted different p ic survival models with different
survival distribution for model selection: Exponential, Weibull,
G Log-logistic, and log; L. Weibull regression model

was found to be the best-fitted moddl (Tahle ). The ICC
for the null model was computed using the variance of
level-1 residual and variance of level-2(Keble) to identify the
need of multilevel analysis (Tuble5). The variance of the

Frantiors in Pubbic Haalth

model we are fitting In the case of the Weiball distribution,
the error term (ress foll Gumbell distribation. We
R Y | PR - using equati 11[(6 % pl)'
where p is the ancillary parameter of the Weibull distribution
(52). 1ICC was found to be 0.805 indicates that BO.5S%
of the time length-to-postp eptive use can be
explained by at custer-levdl variance. In addition, the LR
test was significant, which fvored the multilevdl Weibull
regression model than standard Webull moded Based on
AIC walue, and selected to describe time-to- first postpartum

frootiarsin.org
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TASBLEZ P 4 Yy In Wolalta 2one. South Exhicpia.
Variable Measurements n *
Have you usad (he find modern methods 2l chddierth N 476 330
Yes 76 620
Type of modern methods used afier Chidiirh (e = 776) Tusal Mgpoon 1 ot
Tucn 9t 1y
Imztanc 19 153
imecatries w2 wi
s 12 169
Comdom M 44
i mergEney contracmte P 52
Others 13 23
Are you currenly exing Bnt mathods o = 11y
Yes 19 669
$i you usad 2ny Sethed afler dBCOIEAME (= 257) o s 75
Yes (L] a4
D you discoms with your hastand beflre @scontnued »o uz as
Yes M5 564
Was your hustond forcad you (o disconfinae Ne 137 53
Yes 10 %7
‘Who tmrsad the methods discontinsaton ‘Womes s S76
Hstand 8 Ms
This bodty 0 78
Are you currently ustng sy methods o 34 05
Yes 618 i
Type of current methods you Rave hoss tsing Tasal migzeon 2 o3
cn ” 44
Imptanst 1= =7
Imecsties @ oz
s a2 mnn
Cmdom 3 a5
2 o) s 03
Oxhers 6 ol
$Haw you been ey \g stz cifects for »o 30 ary
Yes kv 53
Whal mezsires are you carmently bikng for the side effects (% = exting Rorme remadies n us
B0
Trysg 1o conmt HCPs a 17
et adivice Bue Iriemds ? kv
Gt adwice Brum hasdand n 139
‘Want fo diange S melod 5 nz
Want 1o sop the mathod 70
Were you tid by health profesions bout the dde eftcts Ne u7 64
Yes (2] 536
‘Who imstiad {he curvent mathods Nsme 36 S50l
1= =y hestant 7% 123
Jeentty 2 %5
(Contiad)
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TASLE Z (Contmusd}

Variable Measurements n %

Rosons for mol esing e methods curtendy (v = 634) Breastiredng & 3
Postpartum ahstinence =0 2
Not reumd aass 9% 151
Advisad from HI 17 )
Histund nol wanizg s b 5
Feared sde ofecs m prAl
Tobe decome pregramt & 99
Others 15 4

4 i

143

Kaplan-Moicr Zurvival catimore

asuRR L

1 » 3
DI AN AR SIAR GEMAGS O

Kapian Maler suninGt function Cun for POSIEEnuUIT Contracaption tming e ndex childbirth Jmong Marmcd womsn

Multivariate multilevel survival analysis
for time duration-to-the first modem
contraceptive adoption among
postpartum women

Aﬁﬂmliqﬁtothummhofrmdmg
“’y '“ mL A
mdhchfpmuhl-hu:mfnundmbepndxm
for the length of time-to-first modern contraceptive adoption
(Table 5). Women from the rural community took “!

expected longer time to adopt the first postp

longer time to initiate postpartum contraception compared
to women from the richest weakh guintdes (aTR: 1.10; 95%
CE 1.02-1.19).

Discussion

level factors that predict the time duration of the first modern
contraceptive adoption after childbirth, considering Keble as
-duerlnele&a.‘memdyﬁmdmmﬂynpﬁnn

cmphnnmmpudhwomﬁmlhem‘bmm!y
(aTR: 1.44; 95% CI: 1.06-1.99). Similarly, women from the
mmynﬁhghadympulltﬁhmw
first pastp pared to

fram ﬂae community with low uﬂymnlp (2TR:1.14;95%
CL!OI—].B) Besides, we have also examined the impact
of I abuse exp on the
:mmpuvudopanomwbrqudmpnmahx
befare orfand duri y had 29% expected lesser time

o mmxmmnmdnnmdhodsm
dnﬂm'l'h:ﬁndmg the infl of unobserved
mnnny—lﬂcl&lm:gnnducmwnhuher

a s affects the
m;ofmabduelﬁad:ﬂbmh(‘s).mms
the i of 1 ity-level diffe:

in planning intervention En timely modern contraceptive
initintion. In the current study, 62.0% of women started
using the Brst modern contraception in the year postpartum
[95% CI: 59.1-64.5%]. This finding is consistent with studies

to start the first —jr sk eptive method than
wamen who experienced PIPV (aTR: 0.71; 95% CI: 0.66-0.78).
Women from the middle wealth guintiles were taken 1.10 times

Frantiors in Pubbic Haalth

ductad in Fthiopia (59.1%) and Kenya (60.0%) {35, 38),
However, this estimate is considerably lower than other study
done in Northwest Ethiopia (66.7%) (34) and higher than

frootiarsin.org
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the nation-wide study done in Tanzania (37) and Exhiopia mma&mm&mhmn&mﬂ

(56). We!pecu]n:ﬂlxth:mmybedxﬁr in pl se, wh our study examines the time length from
population characteristics, study design, and outcome variable delivery to the uptake of modemn contraception. In this study,
For ple, these nation-wide studi d s median survival time to start first postpartum modern
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TASLE 3 Wicauon log-rank test for the langtn of 1ime-10-POSTRSAIM COMTACEPTion Wsa IMONg MArTod woman.

Variables 12 P-valoe Variables 12 P-value
‘Women's 2g¢ tn yeany (g <0o0 Exposare 1o PIPY in ether periods Ly ) <0.00001
Women's age 3t mrThgR ww <0000 wie comtmiling =13 <0.00001
‘Women's educanon Status 5 <0000 Histond sshsamcr abase 5 «00260
‘Wimmen's atsede oward (FV sorms pi L <0.00001 Hustund Jcohol s L83 <0030
Women'y deckston making acicoomy 4% <03 Coapie mmmumiction about dagy e 1765 <0000}
Women's hoaseok waalth e u» <0.00001 Rsspomden: place of rendencs an <0.00001
Exposzre to PIPY before pragnancy 10441 <0.00001 Commumnys carty marriage lewt b2 <0.00001
Exposzre i PIPY durtng pragnancy n <0.00001 Commumys [PV xcepting s 157 <0008
contraception was found to be 63 months. This finding concurs TABLE & Modal camgRrison parametars.
with a study done in Northwest Ethiopiz (36), but with at least
Parameter Deviance AlC BIC
5 months’ time kg than the WHO recommended time. This
if"“‘""?“l’kr opartion of postp wouldbeat oo e rogmston 43559 439593 s
risk of unintended pregnancy as many marks menses return to Wil regresin PETRTY 3T 385754
:xt cn'::n:phun ..::’ requires commaunity-based intervention Ganim regresson 1nse 3767.965 35035
P period. Lognoemal regremon 376745 3811453 394U
Wmsﬂ-mufrmdm:ndtharmymﬂy Tng gt gt 27 A 19627

marriage status were predicted time interval-to-contraceptive
use after childbirth when other variables were controlled for.
As in other studies (56, 57), rural women took a long time
to adopt mod: ethods postp than their )
wr 3= X "“h Iw‘n‘ 15

humm&mm&

(35, 37) that have sdentified no difference in time to modern
be dated with rural 's limited access to media outlets,
muu&mmmwm
wamen, which may also be d with delayed ad

ciats inti partner violence and the time
interval-to-postpartum contraceptive initiations. While our
sbuse toak less time to adopt modern contraception than those
who had a history of abuse For instance, Marina Plesons’

nfmdan:mpmmmdymoh:ndlloug
lag time to start T aﬁa‘“‘ h

prospective cobort study in Kenya shows a positive correlation
between xuan partner abuse and time to postpartum

carrob previous studies (58-60) that have identified early
marriage s associated with a lower intention for postpartum
ive use. According to this study, from middl

dopti (6‘)Asnzh.vm¢nlnponmb
penlnuldnzmy fl postp timing
mdﬁmmuﬁmmmmmb
any form of contraception ar prevent from using the most

wealth quantiles took longer time 1o start methods postpartum
aligns with studies conducted elsewhere (37, ¢3) that show 2
shorter time to methods adoption among women in richest
quintiles. The fact that low socs ic status is a d

'or P tum m ‘r~ P a vl 18
aof social and community-based health insurance schemes
health-care utiliration among the poor {61). Besides, women

effective methods in an attempt to get the woman pregnant
agein (64, 65). M s less decisive power and fear
of future violence linked with contraceptive initiation could
deter timely adoption of the method after childbirth (64).
This would imply intimate partner violence shoald be part of
family planning counseling to identify a woman in a viclent
relationship which could significantly reduce the likelibood of

In this community-based p study, applying the
Wﬂmwmﬂnﬁemﬂdbm

mp could alleviate indirect costs like portation expected survival times b group ch in time
for contraceptive use g low-in-come mothers even if rmumybe!beﬂndyslmnpb' d
contraceptive services are provided free of charge. M er, a in AFT “-mmbunlndmyhmﬂu-pum

quasi-experimental study by Deborah Sitrin et al. reported that
mmpmmnﬁmﬂyplmmgwbahhhm
program could increase postp P of mod
contraception (42).

Frantiors in Pubbic Haalth

erhmh-ddmm&nnp&uﬂmh.lbeﬁn&ng
should be interpreted with caution. The stidy had a himited

follow-up period and frequency of interviews, which coald
be problematic given the persistence of protective factors

frootiarsin.org
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TASLES tabie survavad anailysts of the tum uss timing among marred waman (0 = 778).
Characteristics Categories Model 1 Model 11 Model 111 Modd IV
aTR [95% C1] aTR [95% CI] aTR [95% CI] aTR [95% CI]
Commenity-level tactors
Early marrage status Low na m et Bt
High na m 109 M.98-1.21) LI4(1D1-1.28)°
Norm that Srvees IV Low nz m 0.96 (0.37-1L.06) 058 (0321100
High na m et et.
‘Women aducation Leved Low na m 0.96 (0.34-1.09) 1.05(0.91-121)
Higs n2 m et et
Flac of nsidmoe Urtan nz m et et
T nz m 120 (13- 138" EAL(106-1.99)"
‘Woman-levef factors
Age 3l maToge <18 Years na L0549.97-1.12) m 104 (096-112)
> 18 Years na et m et
Masernal adnction No formsal nz 107 (0.57-1.18) m 1,06 (0.96-1.17)
Pranmry nz 1.9 (0.90- 1L.0K) m 058 (0.89-107)
Secondary + nz Ret m Rl
Employmant status Not employed na Ret m Ref.
Emploped na 0.95 (0.85-105) m .97 (3.88-1.08)
Tastify wike deating No na Bt m Rat
Y na L.02 (0.55-1.09) m 101 (094-108)
Vidience in evder perods No nz 072 U6s-0TE™ m 071 (Les-078"™
Y nz et m et
‘Wealth Satus Poor na 097 (058 1L.97) m .98 (0.39-108)
Midae na Lo Lo 20 m LIo(1e2-1.19"
Hsch na Bt m et
DM autosomy No nz Bod m 101 092-1.11)
Ys na 093 (86099 m Rt
Partner-devdd factors
Ni na 099 (0.91-L09) m 0.96 (1.37-1.06)
Pranary na 103 (0.9¢-112) m 102094111
Secondary + nz 3 m et
Hustand akccholiss No na 0.9 (0.92-1.06) m 0.99 (292-1086)
s nz Bt m et
Hudand ststana Dus No na 098 (0.58-1.06) m 097 (028-107)
Yo nx Rt m et
Controfitng behavior No na St m 106 (0.93-1.1.08)
Y na 0.92 (0.93-1.07) m et
Ralaticoshiplevel factors
Coapie commumcse DLI No na L7 (0.99-1.15) m 147 (0.99-1.15)
Y na et i Het.
Random offects
Inp [Anciilary paramater] - 27 nEM o o802
Vatance - oz o1s 03 o083
Li-tost(on square tost) LR Sest va. WahuE model 1603 41337 285" B
Devtmee {a1) -8 - ~ 1860696 (18) ~ 1920184 (7) - JE55.573 ()
Modsl statisso AIC - ik ) 3854363 3755146
nac - 3340168 18597 3857537
Hetarogenaity leved cc oxl o3 0w an

*Povaline < 005, " vale < 081, ™p-walas < 0001, £TH, acfuastesd Somme ration; mef, scfcremce groeqs =, et sppicails, DM, decision vaking DU, daly life imas LR, lkeihoed Ratis
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Ehmmmmdmmhmdy
is based on s self- ’dﬂn

h istics and i contraception may be
Wmﬂ.Ammﬂy&dmn&butheumg
ofﬂ!mmbdmmwuﬁwm&o&
are an important part of the pathways to avoid
pregnancy, the scope of this study is very limited to identify
traditional method users,

4

Conclusion
ll 1 L3 ml =} b. } 4 .14 ..I
statas, and a high rate of early marriage in the ity are

103389 Mpubh 2022 313546

fieldwork planning, and the result section. ND was involved in

of the ript. All auth ibuted 1o the article and
approved the submittad version.
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APPENDIX 2: Data collection tools
Annex 2.1: Data collection for qualitative part (English version)
Annex 2.1.1: In-depth interview guides
ADDIS ABABA UNIVERSITY
COLLEGE OF HEALTH SCIENCES
SCHOOL OF PUBLIC HEALTH

Informed consent for In-depth interview of postpartum women for the study entitled “ nexus
between perinatal intimate partner violence and postpartum modern contraception among

currently married women in the Wolaita zone, Southern Ethiopia”’
Study participants: perinatal violence victims
Investigators: Mr.Tafesse Lamaro, Prof. Fikre Enqueselassie Gashe, and Prof. Nigussie Deyessa

Title: Postpartum women’s lived experiences of perinatal IPV in Wolaita zone, South Ethiopia:

A qualitative study
Part —I: Information sheet .
Introduction

Good day. My name is . I am representing School of Public Health, Addis

Ababa University. We are conducting in-depth interview with an individuals who are selected
conveniently based on their exposure to perinatal IPV and we believe that you have rich source

of information concerning this issues.

Purpose of this research: The purpose of this study is to explore the lived experiences of
postpartum women about perinatal IPV. You are among those selected to participate in this
study. The findings of the study will be used to highlight about women life events among

postpartum women and to design interventions for its preventions in the future.
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Procedures : You are one of the women selected purposively for this in-depth interview. We are
asking for your permission to interview you about your lived experience with regard to life
events. The interview will take about 30 minutes. We will talk with a range of issues related to

violence that happens to every women like you. So, | request your volunteer participation.

Risk and discomfort : The expected maximum risk of this interview may be a less
psychological disturbance. If the interview has any disturbance emotionally, further interview
will be stopped and counseling and follow-up care will be given. The interview may take some
of your time. However, we try to make it short and to the point and guide you through the

interview.

Benefits: There will be no direct benefit to you from participating in this study, but the genuine
information that you would provide is paramount important for us. We are asking for your help
to ensure that information we collect is accurate. Based on the information you provide us, we

will design strategies for prevention of this phenomenon.

Confidentiality: Information from this interview is confidential. We will not record the names
of any participant. Your name will not appear on the interview questionnaire, digital recording or
any other study document. You will only be identified by a code that has no link to your name or
other identifying information. Any information gathered during this interview will not be shared

for third bodies and further security; it will be locked in a file cabinet.

Right to refuse or withdraw: This interview is completely voluntary and you can choose not to
participate and even if you agree to participate, you may withdraw at any time. There will not be
any penalty if you decide not to participate or withdraw from the interview. If you have any
questions or concerns related to this, we will give you principal investigator phone numbers Mr.
Tafesse Lamaro:+251-912-922-271 or Prof. Negussie Deyessa: phone number: +251-911-400-
059. In addition, I will give you IRB contact address of Addis Ababa University, College of
Health Science: Tel: +251-115-538-734

Part-11: consent form

Based on aforementioned study information, do you agree to proceed?
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Yes| ]

I, the undersigned, confirm that, as | give consent to participate in this study. It is with a clear
understanding of the objectives and conditions of the study & with recognition of my right to
withdraw from the study if | change my mind. | have been given the necessary information about
the research. | have also been assured that | can withdraw my consent at any time without
penalty or loss of benefits. The main purpose of study has been explained to me in the language
| understand.

Participant’s signature/finger print Date

(procced with the interview)

No|[ | (Terminate the interview)

Name of the interviewer Sig. Date

Name of Supervisor Sig. Date

1. Bibliography of study participants

Part. Age | Education Residence Occupation Religion Age of No.of Birth control
Code index child children status

2. Directions: In the following interview stage, | am going to ask you which are common to
many women. When two people marry or live together, they usually share both good and bad
moments. | would now like to ask you some questions about your recent relationships and how
your husband / partner treated you. If anyone interrupts us | will change the topic of
conversation. | would again like to assure you that your answers will be kept secret, and that you

do not have to answer any questions that you do not want to. May | continue?
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No Main questions Probing questions
1. Could you please tell me a little about | e Where do you live now?
yourself? e How many children do you have? Male , Female
e How do you normally spend your days?
e What things do you like to do?
2. Could you please tell me a little about | e How did you first meet?
your husband? e When did you get married?
e  What does he do?
e How you explain your partner’s feeling (Sad vs Happy) about index
birth?
e What was a sex preference of your partner about index birth? Why?
3. What is your main reason to visit this | e When did your current problems with your hushand start?
institution? e How long has this continued?
e Did this happen for you before? When?
4. When did your problems with your Explain how your husband treats you before you get pregnant for this
husband start? child?
How he treated you during pregnancy? Would you explain more?
How he treated you after childbirth?
Did he ever make you to continue or terminate pregnancy against your
will? When and How?
5. How does he treat you in front of others Did your partner use respectful words while talking to you?
in the perinatal period? How your partner treats in front of your relatives, and friends?
How your partner treats in front of strangers and at your home? Would
you explain more?
How it affected your psychological well-being? In what ways?
How has it affected your feelings about yourself?
6. Could you tell me if your partner has ever Was he ever hit or hurt you before or during pregnancy following
inflicted any physical harm on your body childbirth? When? Where? Why?
in the perinatal period? Was he used an object or weapon, e.g. a shoe, a knife, a gun, a
telephone, a fist?
Has anything been broken or damaged (i.e. phone ripped out of the
wall)?
Has anything been thrown directly at you or near you?
7. Could you tell me if your partner harassed How did you see the sexual relationship with your partner?
you sexually in the perinatal period? How do you resolve sex disagreements? When and how often to have
Before or after birth of index child? sex with disagreement?
Have you ever gone to bed because you were afraid of him?
Has your partner ever forced you to have a sex by using a weapon, or by
physically hurting you?
Have you ever had sex with your partner because they have threatened,
pressured, forced, or hurt you? What happened?
8. How can you explain your husband’s How you discuss with your husband about contraceptive methods

feelings about contraceptive use before
versus now?”’

before pregnancy and after delivery of this child?

Did your husband protect you from using contraception? When and
how?

Have you ever stopped or continued using contraception due to abuse
from husband?

Did your husband ever restricted (hided, withhold,
contraceptives for this pregnancy and birth this child?

removed)
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That is the end of our interview:

Thank you so much for sharing your thoughts with me!

APPENDIX 2.1.2: KEY INFORMANT INTERVIEW GUIDE ( ENGLISH VERSION)
ADDIS ABABA UNIVERSITY
COLLEGE OF HEALTH SCIENCES
SCHOOL OF PUBLIC HEALTH

Informed consent for In-depth interview of key informants for the study entitled *“ nexus

between women’s life events and postpartum modern contraception among currently married

women in the Wolaita zone, Southern Ethiopia’’
Key informants: Health Extension workers
Investigaors: Mr. Tafesse Lamaro, Prof. Fikre Enquesilassie, and Prof. Nigussie Deyessa

Title: Postpartum women’s lived experiences of perinatal I[PV in Wolaita zone, South Ethiopia:

A qualitative study
Part I: Study information sheet
Introduction

Good day. My name is . | am representing the School of Public Health, Addis

Ababa University. | am a PhD student at this institution. We are conducting a study to generate
empirical evidence on perinatal IPV against postpartum women. The objective of the study is to
explore the postpartum women’s lived experiences of perinatal partner violence for index child
and to indicate important prevention strategy on this problem. You are among those selected to

participate in this study.
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Procedures: We are asking for your permission to interview you about your experience with
regard to postpartum women’s violence sharing habits. The interview will take about 30 minutes.

We will talk with you about a range of issues related to partner violence.

Right to refuse or withdraw: This interview is completely voluntary — you can choose not to
participate, and even if you agree to participate, you may withdraw at any time. There will not
be any penalty if you decide not to participate or withdraw from the interview. Your decision to

participate will not affect your employment at this institution or any other institution in Ethiopia.

Confidentiality: Information from this interview is confidential. We will not record the names
of any study participant. Your name will not appear on the interview questionnaire, digital
recording, or any other study document. You will only be identified by a code that has no link to
your name or other identifying information. Information collected during individual interviews
will not be shared directly with other people and will be grouped together with information from

other interviews in all reports and presentations.

Benefits and harms: There will be no direct benefit to you from participating in this study but
we expect the findings will be good input in the way preventing violence against women in
Ethiopia. We are asking for your help to ensure that the information we collect is accurate. | can
provide you with the phone number for the research team, Prof. Nigussie Deyessa (Tel: +251

911 400 059) if you have any questions or concerns in relation to this assessment.
Part-11: consent form

Based on aforementioned study information, do you agree to proceed?

Yes | ]

I, the undersigned, confirm that, as | give consent to participate in this study. It is with a clear
understanding of the objectives and conditions of the study & with recognition of my right to
withdraw from the study if | change my mind. | have been given the necessary information about
the research. | have also been assured that | can withdraw my consent at any time without
penalty or loss of benefits. The main purpose of study has been explained to me in the language
| understand.

Participant’s signature/finger print Date

(proceed with the interview)




No S (Terminate the interview)

Name of the interviewer Sig. Date

Name of Supervisor Sig. Date

Directions: Thank you again for agreeing to participate in this interview today. As we
discussed, the aim of this study is to explore the postpartum women’s lived experiences of
intimate partner violence and provide possible recommendations on the prevention strategy of
violence against postpartum women in Ethiopia. The ideas and information you will provide are
very important to the study and will help us improve performance. However, if there are any
questions that make you uncomfortable and you would prefer not to answer, or you would like to

stop the interview, please let me know.

Do you have any questions before we begin?

The rest of the questions in this interview will be more like a conversation. | am interested in your thoughts on the
topics I’1l be asking you. There is no right or wrong answer. I will not write everything you will have to say, but | may
take notes some times to make sure we accurately record what you are saying. Our conversations will be audio
recorded only to ensure the main massages are captured. If you don’t want to answer any part question, you can jump
or stop. If you don’t want to be audio recorded, I can stop it.

Can we continue?
If yes, ask the questions

First I’d like to know about your job in this institution.

Main questions Probes
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What are your main job responsibilities in this
institution?

Do you have other job responsibilities in relation
to second staff at your organization?

When did you start this job?

What are your academic qualifications?

How many years’ experience does have in this area
and trainings?

What are major grievances that make women to
visit this institution?

Can you comment which segment of women mostly
visit your institutions?

How these women regularly visit this institution?
Would you explain more?

How about postpartum women?

Did postpartum women with index child aged
below twelve months visit your institutions for
sake of help/advice seeking?

What is their main reason to visit this institution?
Is there partner abuse related issues

How you solve these problems?

Would you explain more?

Any story sharing related to this?

How do you explain postpartum women habit of
reporting partner violence at your locality,
community or at your working sites?

Women’s shares their partner abuse for you?

Could you tell when and how often times they
shares to your institutions?

Would you explain more?

Could you tell me forms of husbands’ abuse
women shares for you: Whether it is
psychological, physical or sexual violence?

Did they share different forms of violence
separately?

How? When it will occurs more (pre-pregnancy,
pregnancy or following child birth)?

Any story sharing?

That is end of our interview

Thank you so much for sharing your thoughts with me.
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APPENDIX 2.2. Data collection tool for qualitative part (Amharic version)
A0g 2.2.1: ePhPT PAD- PA-0oMPP avavlf (PROICT HE)
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APPENDIX 2.2: Data collection Tools for quantitative part (English versions)
ADDIS ABABA UNIVERSITY
COLLEGE OF HEALTH SCIENCES
SCHOOL OF PUBLIC HEALTH

Appendix 2.2.1: Baseline study on postpartum women’s health and life events in Wolaita

zone,Southern Ethiopia.

Informed consent for respondents participating in the survey entitled with > Women’s health and
life events and its intersection with postpartum contraception among currently married women in

the Wolaita zone, Southern Ethiopia.”’

Investigators: Mr. Tafesse Lamaro, Prof. Fikre Enqueselassie and Prof.Negussie Deyessa
Part I- Stuy Information sheet(SIS)

Introduction

Good morning/afternoon! My name is . | represent the research team from

Addis Ababa University. We are speaking with postpartum women about their experience of life
events and their postpartum contraception pattern in Wolaita Zone. we believe that you have

rich source of information concerning this issues.

Purpose of the research : Six in ten women have experienced one forms of IPV in their life time
in Ethiopia and majority of postpartum women lately adopt modern contraceptive as well as
discontinue sooner than other period. The cause of lately contraceptive intiation and timing is
multifactorial while the situation may be the worst for women experiencing IPV from their
husband. However, prevalence of PIPV and its intersection with postpartum modern
contraception haven‘t been well assessed. Therefore, this study is aimed to fill this gap by
conducting community- based survey in Wolaita Zone.
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Procedures :You are among the 1342 postpartum women selected by chance for this study. I will
ask you few questions concerning some personal, socio-demographic and economic information.
I will also ask you information regarding postpartum women’s health and life events, sexuality,
and contraceptive use status following birth of the last child. The interview will take about 60

minutes. So, | request your volunteer participation.

Participation : We are asking you to voluntarily participate in this study because you have been
recently chosen. For the next one year, we will have additional questionnaires to learn about your
experience related to postpartum women’s health and life events and contraceptive use pattern.

Our study is completely interview based and does not involve any invasive procedure.

Risks and discomfort : The study has no risk for respondent whereas there might be slight
discomfort to share some personal information. However, we do not wish this to happen and you
may refuse to answer any of the questions if you feel uncomfortable.

Benefits :There will be no direct benefit to you, but based on the information you provide us, we
will design strategies to launch the interventions targeted to spousal violence in line with family
planning services as to have special attention to postpartum women under poor health. In
addition, your participation is very important for us to find the answer to the research question

which in turn benefits the society especially women who experience and their families.

Confidentiality: Any information that we collect about you during this research will be kept
confidential. Your name will not be written in this form and the information we collect from you
will not be shown to anyone. The hard copies will also be kept in a locked cabinet and will not
be divulged to anyone, except the investigators. However, if need by ethical may be seen by the
researchers; and ethics committees and then, confidentiality remain between them.

Right to refuse or withdraw :You can refuse to answer any question to which you are not
comfortable. You may stop participating in the interview at any time if not convenient for you
without losing any of your rights as a participant. However, your active participation and genuine
responses have paramount importance in the prevention of violence against women and to have

qualified family planning services for postpartum women.
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Whom to Contact: If you have any questions, you may ask or contact to the persons stated
below. You can contact them any time, even after the study has started. If you wish to ask

questions later, you may contact the investigator at the following address;
If you have any further question and in case of urgency you can contact

e Professor Fikre Enqueselassie (0912459707; E-mail fikreens@yahoo.com)

e Professor.Negussie Deyessa(0911400059;E-mail: negdaysun@gmail.com )

e Mr. Tafesse Lamaro (0912922271; E-mail lamaro.tafesse@yahoo.com)
e IRB of Addis Ababa University,College of Health Science.Tel:+251115538734

Part 1. Consent form
Based on aforementioned information, are you willing to participate in the study?

Yes [ ]

I confirm that, as | give consent to participate in the study, it is with a clear understanding of the
objectives and conditions of the study & with recognition of my right to withdraw from the study
if I change my decision. | have been given the necessary information about the research. | have
also been assured that | can withdraw my consent at any time without penalty or loss of benefits.
The proposal has been explained to me in the language | understand.

Participant’s signature/finger print Date

(procced with the interview)

No|[ | (Terminate the interview)

Name of the interviewer Sig. Date

Name of Supervisor Sig. Date
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Location of study respondents and screening format to participate in the survey

Questions and Filters

Coding category

Address name

Skip

Participant located using Woreda 1. Yes 0. No
Participant located using Kebles 1.Yes 0. No
Participant located by Village/block/Got 1.Yes 0. No
Participant located by household head 1.Yes 0. No
Participant located by house number 1.Yes 0. No
Participant located by phone address 1.Yes 0. No

Is participant postpartum women 1.Yes 0. No

Is participant meets eligibility criteria 1.Yes 0. No
Code of questionnaire (follows sample | Woreda Keble_ Woman code in each
size) keble

Name of data collector sig. , Date
Name of data Supervisor: sig. Date
Date of data nterview / /

Section-1: Sociodemographic charactersitics of postpartum women under study in the Wolaita zone, Southern

Ethiopia
Sr.No | Questions Response Category Skip to
Questio
ns
101 | Where is your area of residence? 1. Rural 2. Urban
102 How old were you at your last birthday? | Age in completed years
103 | What is your Ethnicity? 1. Wolaita
2. Gurage
3. Amhara
4. Dawuro
5. Others Specify
104 | What is your religion? 1. Orthodox Christian
2. Protestant Christian
3. Catholic
4. Others specify
105 Have you ever attended school? 1. Yes 2. No (illiterate) ->Q#10
7
106 If yes to Q105,what is the highest Grade
level of school you attended? 1. Primary (1-8 grade)
2. Secondary(9-12 grade)
3. Technical/vocational (10+3 and above)
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4. Higher(College and above)

107 Had your mother ever attended school? | 1.Yes 2.No 3.1don’t know
108 If yes to Q107,what is the highest level Grade
of school your mother attended: 1. Primary (1-8 grade)
2. Secondary(9-12 grade)
3. Technical/vocational (10+3 and above)
4. Higher(College and above)
109 | What is your current occupation? 1. Housewife/farmer
2. Government employee
3. Private employee
4. NGO employee
5. Merchant
6. Student
7. Others specify
110 In addition to your house work, do you 1. Yes 2. No If
have any other work for which you are No,—»>Q
paid in cash or in kind? #112
111 If yes to Q110,on average how much (ET. Birr)
birr is paid for you per month?
112 Do you usually work throughout the 1. Through out the Year
year, or do you work seasonally, or only 2. Seasonally/Part of the Year
once in a while? 3. Once in a while
113 What was your age when you marry? years
114 | How long since you have married your years
current husband?
115 How much you are younger or older Years
than your partner? 1. Younger than spouse
2. The same age as spouse
3. Older than spouse
116 | At time of your marriage ;did you/your 1. Yes 2.No 3.Idon’t Know
family have received any bride groom’s
family in kind or cash?
117 How you level the cost of bridal price 1. Little bridal price
according to groom and his family 2. Some bridal price
economic status? 3. huge bridal price
4. 1didn’t remember it
118 | What is current occupation of your 1. Farmer
husband? 2. Government employee
3. private employee
4. NGO employee
5. Merchant
6. Student
7. Others specify
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119 | What is approximate monthly income of (ET. Birr)
your husband per month?
120 How label your earnings when 1. Earns less than spouse
compared to your spouse? 2. Earns same as spouse
3. Earn more than spouse
4. Woman has No earning
121 Have vyour husband ever attended | 1. Yes 2.No 3.Idon’t Know If
school? No&D
K; skip
to 224
122 If Yes to Q121, What is the highest Grade
level of school your attended? 1. Primary (1-8 grade)
2. Secondary(9-12)
3. Technical/vocational (10+ 3)
4. Higher(College and above)
123 How label your educational status 1. Less educated than spouse
when compared to your spouse? 2. The same education as spouse
3. More educated than spouse
124 | How many inhabitants residing in this Inhabitants
house including you?
125 Does your household own the following?
Electricity? 1.Yes 2. No
Radio? 1. Yes 2. No
Television? 1. Yes 2. No
Computer 1. Yes 2. No
Non-moblie telephone functioning? 1. Yes 2. No
Refrigerator? 1. Yes 2. No
Table? 1. Yes 2. No
Chairs? 1. Yes 2. No
A bed with cotton/ sponge/ spring | 1. Yes 2. No
mattress?
An electric mitad? 1. Yes 2. No
A kerosene lamp/pressure lamp? 1.Yes 2. No
126 Does any member of your household own the following?
Watch? 1. Yes 2.No
Mobile phone? 1. Yes 2. No
Bicycle? 1. Yes 2. No
Motor cycle? 1.Yes 2. No
Animal drawn cart? 1. Yes 2. No
A car or truck 1. Yes 2. No
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127 Does any member of this household | 1. Yes 2. No If No

own any agricultural land? skip to
Q129

128 If Yes to Q126, how many hectares? Hectares

129 Does this household own any livestock, | 1. Yes 2. No If No
herds, other farm animals, or poultry? skip to

Q#201

130 If yes to Q128, how many:

Cattle?

Milk cows or bulls

Horses, donkeys or Mules?
Goats?

Sheep?

Chickens?

Section-2: Obstetric and Reproductive history of postpartum women under study in Wolaita zone

201 | Currently; how many children do have | Male Female Total
now?

202 How many pregnancies have you ever
had?

203 Did any of these pregnancies ended in | 1.Yes 2.No If
abortion (termination of pregnancy No
before 28 weeks of gestation)? skip

to
Q#2
05

204 If Yes to Q 203, how many of them times
ended in abortion?

205 How many of your pregnancies were
unintended?

206 | What is the name of your index baby?

Sex of index baby? Name:------------ -
Male........oooviviiiiiii, 1
Female......................ol. 2

207 In what month and year was your index
baby born? Date Month Year
Age of index baby? Age in months

208 Is your latest pregnancy was
intended?(Read the options)

1.Wanted to beome pregnant
2. Wanted to delay pregnancy
3.Unwanted pregnancy

4. 1 didn’t thought about it
5.Don’t know
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6. Not agreed to answer

209

If your answer is *’1’” for Q208; Have
you used anything or tried in any way to
delay or avoid getting pregnant?

1. Yes

2.No 3 Don’t know

210

If yes for Q209,which one of the
following contraceptions was used to
prevent latest pregnancy?

IUCD

Implants

Injectables

Pill

Male condom

Female condom
Emergency contraception
Traditional methods
Others specify

211

What was the most important reason
you stopped using this method?

COoONOOUA~AWNEOONTA~WDNE

16.

Wanted to become pregnant
Became pregnant while using
Side effects

Health concerns

Difficult to use

Infrequent sex/husband away
Husband/partner disapproved
Wanted more effective method
Lack of access/too far

. Costs too much

. Difficult to get pregnant/menopausal
. Marital dissolution/separation

. Missed appointment

. Method not available

. Other(Specify)

Don’t know

212

Regarding your latest pregnancy ; what
was your husband’s conditions?(Read
the options)

1.He wanted to beome pregnant
2. He wanted to stay unpregnant
3.He didn’t want a child now

4. I didn’t mind about it
5.Ididn’t know/remember

6. Not agreed to give an answer

213

Regarding your latest pregnancy ;what
was your husband’s sex preferences ?

Male

Female

He didn’t mind it

I didn’t know/remember

Not agreed to give an answer

214

Where did you give your last delivery?

APONMEOGOR~ODNE

Hospital
Health center
Health post
Home
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5. Other (specify)

215 How much longer did you want to wait
before you became pregnant for this months
birth(change into months )?
216 Have you used any contraceptive since 1. Yes If
this birth? 2. No No;
skip
to
221
217 | What was your first family planning 1. IUCD
methods adopted  since  this 2. Implants
birth?(Multiple responses are 3. Injectables
possible) 4. Pill
5. Male condom
6. Female condom
7. Emergency contraception
8. Traditional methods
9. Others specify
218 If your answer is “’Yes” for Q217;
when you initiated first methods since | Date Month Year
this birth?
219 If your answer is “’Yes’’ for Q217, up | Date Month Year
to what month and year have you been
using(current methods)
without stopping?
220 If Yes for Q217,reasons for 1. Spacing 2. Limiting 3. Unknown
contraceptive adoption
221 If your answer is < No>* for Q217, 1. Breast feeding
reasons for not adopting contraceptions? 2. Postpartum abstinence
3. No resumption of menses
4. counselled by health professionals
5. Partner not wanting
6. Friends not supporting
7. others specify
22 Are you currently breastfeeding? 1. Yes 2.No 3. Don’t know
223 How many times did you breastfeed last | Number of night time feedings
night between
6:00p.m. and 6:00a.m.?
224 How many times did you breastfeed | Number of day time feedings
yesterday between
6:00a.m. and 6:00p.m.?
225 | Average duration of breastfeeding in in minutes!
each episode
226 Has your menstrual period returned | 1. Yes 2. No 3.1 don’t know If
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since this birth? No
skip
to
Q#2
28
227 | When your first menses have resumed
since this birth? Date Month Year
227B | For how many months after the birth of 1. Months /
. index child,did you not have a period? 2. Don’t know
228 From one menstrual period to the next, 1. Yes
are there certain days when a woman is 2. No
more likely to become pregnant? 3. Idon’t know
229 | If your answer is “°YES’’ for Q 228,is 1. Just before her period begins
this time just before her period begins, 2. During her period
during her period, right after her period 3. Right after her period has ended
has ended, or halfway between two 4. Halfway between two periods
periods? 5. Other specify
6. Idon’t know
230 | After the birth of a child, can a woman 1. Yes
become pregnant before her menstrual 2. No
period has resumed? 3. Idon’t know
231 Have you had sexual intercourse since 1. Yes 2. No
this birth?
232 | When was your first sexual intercourse
since this birth?(Read options) Date Month Year
1.Before menses resumes
2.After menses resumes
3.Before contraceptive adoption
4.After contraceptive adoption
232B | For how many months after the birth of | Months /
index child; did you not have sexual Don’t know

intercourse?

*Reproductive double column calender will be used to measure postpartum contraceptive adoption

Section 3: Household’s decision making,asset ownerships and women spouses’ characterstics

301 Who usually decides how to spend the money | 1. Yourself
that you earn? You, your husband/partner, both, | 2. Your husband
or someone else? 3. Jointly (you and your husband)
4. Someone else
302 Who usually decides how your husband's| 1. Alone
earnings will be used: you, your husband, or you | 2. My husband
3.

and your (hushand/partner) jointly?

Jointly(you and your husband)
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4. Someone else

303 Who usually makes decisions about health care | 1.Alone
for yourself: you, your (husband/partner), you | 2. My husband
and your(husband/partner) jointly, or someone | 3.Jointly(you and your husband)
else? 4.Someone else
304 Who usually makes decisions about making | 1.Yourself
major household purchases? 2.Husband
3.Jointly(you and your husband)
4.Someone else
305 Who usually makes decisions about making | 1.Yourself
daily household expenses? 2.Husband
3.Jointly(you and your husband)
4.Someone else
306 Who usually makes decisions to visit family or | 1.Yourself
relative? 2.Husband
3.Jointly(YYou and your husband)
4.Someone else
307 Does your huband help you with household | 1.Yes If
chores like 2.No No,
looking after children, skip
cooking,cleaning the house and doing other work to
around the house? 309
308 Does he help you almost every day, at least once 1. Almost every
a week or rarely? 2. Atleast once a week
3. Rarely
309 Do you own this or any other house either alone 1. Alone only If
or jointly with someone else? 2. Jointly only Doe
3. Both alone and jointly S
4. Does not own not
own
Ski
p to
312
310 Do you have a title deed for any house you own? 1. Yes If
2. No No
3. Don’t know and
DK,
skip
to
312
311 Is your name on the title deed? 1. Yes
2. No

3. Don’t know
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312 Do you own any agricultural or non-agricultural 1. Alone only
land 2. Jointly only
either alone or jointly with someone else? 3. Both alone and jointly
4. Does not own
313 Is your name on the title deed? 1.Yes
2.No
3.Don’t know
314 Do you have a title deed for any land you own? 1. Yes
2. No
3. Don’t know
315 How you label alcohol 1. Does not drink
(Areke, Teji,Tela,Beer,wine etc.) consumption 2. Drinks/never gets drunk
status of your husband? 3. Get drunk sometimes
4. Gets drunk very
316 How your husband chew chat? 1. Daily
2. 1to2times inaweek
3. 1to 3timesinamonth
4. Never chew chat
11 don’t remember
5. Idon’t know
317 Is your partner use tobacco? 1. Yes 2.No 3.Don’t Know
318 Did your husband engaged in any conflicts with 1. Yes
anybody since your engaged in this marriage? 2. No
3. Don’t know
319 If yes for Q318,how often did he engage in 1.Daily
conflict in last 12 months ? 2. 1to 2 times
3. 3to 5 times
4. More than 5 times
5. I don’t remember
6. I don’t know
320 Did your current husband has any relationship 1.Yes
with other women out of you? 2. No
3.1t may be
4.1 don’t know
5. Not agreed to answer
321 Did your husband born any children from other 1.Yes

women since this marriage?

2. No

3.1t may be

4.1 don’t know

5. Not agreed to answer
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322 Did you have an exposure as a child , whether 1.Yes

your current/ex father had ever beaten your 2. No
mother? 3.Don’t know

323 Do you think violence from your husband is 1.Yes 2.No 3 Don’t Know
normal?

324 In your opinion, is a husband justified in hitting
or beating his wife in the following situations:
a.) If she goes out without telling him? Yes No DK
b.) If she neglects the children?

c.) If she argues with him? a. Goes out 1 2 3

d.) If she burns the food? b. Neglect children 1 2 3

e.) If she refuses to have sex with him? c. Argues 1 2 3
d. Refuses sex 1 2 3
e. Burns food 1 2 3

325 In your opinion, when a woman can refuse sex

with her husband? Yes No DK

a. Not wanted 1

b. He gets drunk 1
c. Sick/notin mood 1
d. Engage in conflict 1

Session 4: Perinatal intimate partner violence against postpartum women in the Wolaita zone, Southern
Ethiopia.

When two people marry or live together, they usually share both good and bad moments. | would now like to
ask you some questions about your current and past relationships and how your husband / partner treat
(treated) you. If anyone interrupts us; | will change the topic of conversation. | would again like to assure you
that your answers will be kept secret, and that you do not have to answer any questions that you do not want
to. May | continue?

401 . With your current husband; did you have any communication in following issues?

Did you communicate your days with | 1. Yes 2. No 3.DK
husband?

Did your husband communicate his day | 1. Yes 2. No 3.DK
with you?

Did you share daily stressful events with | 1. Yes 2. No 3.DK
your husband?

Did your husband share daily stressful | 1. Yes 2. No 3.DK
events with you?

402. How often times you have engage in conflict with your current husband?
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Rarely

Refused to answer....1

403

| am now going to ask you about some situations that are true for many women. Thinking about your
former/current husband, would you say it is generally true that he:

A. Tries to keep you from seeing 1. Yes 2. No 3.DK
your friends?
B. Tries to restrict contact with 1. Yes 2.No 3.DK
your family of birth?
C. Insists on knowing where you 1. Yes 2. No 3.DK
are at all times?
D. Ignores you and treats you in 1. Yes 2. No 3.DK
differently?
E. Gets angry if you speak with 1. Yes 2. No 3.DK
another man?
F. Is often suspicious that you are 1. Yes 2.No 3.DK
unfaithful?
G. Expects you to ask his 1. Yes 2.No 3.DK
permission before seeking
404 | The next questions are about things | A) B) C)
that happen to many women, and that | a) Has this happened | a) Has this happened | @) Has this
your current partner may have done to | in 12 months before | during latest | happened
you. latest pregnancy? pregnancy? following
If  Yes’—’b”’ If  Yes’—’’b”’ index child
If *No’—»"B”’ If *No’—»"C” birth?
b) Was it happened | b) Was it happened | If ‘
once, a few times or | once, a few times or | Yes’—"’b”’
many times? many times? If ‘
No’—’405°
b) Was it
happened
once, a few
times or
many times?
Did you experienced the following | 1.  Yes 22 No|1. Yes 22 No|l. Yes 2.7F
events from your current partners in | B) V/ C) \/ No V/ 405)
three periods(before,during ad after
pregnancy)? 1.0nce 2.Few | 1.0nce 2.Few | 1.0nce
3.Many 3.Many 2.Few
3.Many
A. Insulted you or made you feel bad | 1 2 1 2 1 2
about yourself? 1 5 3 1 5 3 1 5
3




B. Belittled or humiliated you in|1 2 1 2 1 2
?
front of other people* 1 > 3 1 > 3 1 5
3
C. Done things to scare or intimidate | 1 2 1 2 1 2
you on purpose (e.g. by the way
he looked at you, by yelling and 1 2 3 1 2 3 1 2
smashing things)? 3
D. Threatened to hurt you or 1 2
someone you care about? 3 3 |1 2
3
405 | Did you experienced the following | A) B) C)
events from your current partners in | a) Has this happened | a) Has this happened | a) Has this
three periods(before,during ad after | in 12 months before | during latest | happened
pregnancy)? latest pregnancy? pregnancy? following
If * Yes’—’b”’ If < Yes’—’b”’ index child
If *No’—"’B”’ If *No’—C” birth?
b) Was it happened | b) Was it happened | If ‘
once, a few times or | once, a few times or | Yes’—"’b”’
many times? many times? If ‘
No’—’406’
b) Was it
happened
once, a few
times or
many times?
1. Yes 22 No|1. Yes 22 No|l Yes 2.T
B) c) v No\/ 4086)
1.0nce 2.Few | 1.0nce 2.Few | 1.0nce
3.Many 3.Many 2.Few
3.Many
A. Slapped you or thrown something | 1 2 1 2 1 2
at you that could hurt you? 1 5 3 1 5 3 1 5
3
B. Pushed you or shoved you or|1 2 1 2 1 2
pulled your hair? 1 5 3 1 5 3 1 5
3
C. Hit you with his fist or with 1 2
something else that could hurt 3 3 1 2
you? 3
D. Kicked you, dragged you or beat | 1 2 1 2 1 2
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you up? 1 2 3 |1 2 3 1 2
3
E. Choked or burnt you on purpose? |1 2 1 2 1 2
1 2 3 |1 2 3 |1 2
3
F. Threatened to use or actually used | 1 2 1 2 1 2
a gun, knife or other weapon
against you? 1 2 3 |1 2 3 é 2
406 | Did you experienced the following | A) B) C)
events from your current partners in | a) Has this happened | a) Has this happened | a) Has this
three periods(before,during ad after | in 12 months before | during latest | happened
pregnancy)? latest pregnancy? pregnancy? following
If  Yes’—"’b”’ If  Yes’—"’b”’ index child
If ‘No’—’’B”’ If ‘No’—’C” birth?
b) Was it happened | b) Was it happened | If ‘
once, a few times or | once, a few times or | Yes’—"’b”’
many times? many times? If ‘
No’—’407°
b) Was it
happened
once, a few
times or
many times?
1. Yes 2. No> B) |1. Yes 2. No® C) [1. Yes 2.T
1.0vce No\ 407)
1.0nce 2.Few 3.Many | 2.Few3.Many 1.0nce
2.Few
3.Many
A. Did your current husband ever | 1 2 1 2 1 2
physically force you to have sexual
intercourse when you did not want to? | 1 2 3 1 2 3 |1 2
3
B. Did you ever have sexual |1 2 1 2 1 2
intercourse you did not want to
because you were afraid of what your 1 2 3 1 2 3 |1 2
partner or any other partner might do? 3
C. Did your partner or any other |1 2 1 2 1 2
partner ever forced you to do
something sexual that you found |1 2 3 |1 2 3 ; 2

degrading or humiliating?
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407 | Verify whether answered Yes to any | Emotional  violence.............. 1 No  Emotional
question on Emotional violence,see | Violence.......... 2
question 404 N§
1. Before pregnancy <’ If 1 and 2°°->410
2. During pregnancy
3. After pregnancy®’ If 2and 3’->411
408 | Verify whether answered yes to any | Physical violence.............. 1 Physical Violence.......... 2
question on physical violence,See J
question 405 1. Before pregnancy®’ If 1 and 2°—410
2. During pregnancy
3. After pregnancy®’ If 2 and 3’—411
409 | Verify whether answered yes to any Sexual violence.............. 1 Sexual Violence.......... 2
question on sexual violence,see J
question 406 1. Before pregnancy ’ If 1 and 2°°—410
2. During pregnancy
3. After pregnancy “’ If 2 and 3’ —411
410 | How you level violence occurance | Increased......... 1 Remained  consistent  ...... 2
during pregnancy as compared to pre- | Increased........... 3
pregnancy period Don’t remember......... 4 not agreed to answer............ 5
411 | How you level violence occurance | Increased......... 1 Remained consistent ...... 2 I
during pregnancy and postpartum ncreased........... 3
Don’t remember......... 4 not agreed to answer............ 5

| have completed my interview thank you very much!

Appendix 2.2.2: Follow-up survey questionnaire for quantitative part (English version)

ADDIS ABABA UNIVERSITY

COLLEGE OF HEALTH SCIENCES

SCHOOL OF PUBLIC HEALTH

Informed consent for respondents participating in the survey entitled with > Women’s health and

life events and its intersection with postpartum modern contraception among married women in

the Wolaita zone, Southern Ethiopia.”’

216




Investigators’ Name: Mr. Tafesse Lamaro, Prof. Fikre Enqueselassie and Prof. Negussie

Deyessa
Part Il: Information sheet
Introduction

Good morning/afternoon! My name is . | represent the research team from

Addis Ababa University. We are speaking with you for the second time about their experience of
life events and its intersection with postpartum contraception in Wolaita Zone. we believe that

you have rich source of information concerning this issues.

Purpose of the research: Six in ten women have experienced one forms of bad life events in
their life time in Ethiopia and majority of postpartum women lately adopt modern contraceptive
as well as discontinue sooner than other period. It is multifactorial while the situation may be the
worst for women experienced bad life events from their husband. However, prevalence of PIPV
and its intersection with postpartum modern contraception haven‘t been well assessed.
Therefore, this study is aimed to fill this gap by conducting community- based survey in Wolaita

Zone.

Procedures: You are among the 1342 postpartum women selected by chance for this study. |
will ask you few questions concerning some personal, socio-demographic and economic
information. | will also ask you information regarding the PIPV against women, sexuality, and
contraceptive use status following birth of the last child. The interview will take about 30

minutes. So, | request your volunteer participation.

Participation :We are asking you to voluntarily participate in this study because you have been
recently chosen. For the next one year, we will have additional questionnaires to learn about your
experience related to postpartum experiences of IPV and contraceptive use pattern. Our study is

completely interview based and does not involve any invasive procedure.
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Risks and discomfort :The study has no risk for respondent whereas there might be slight
discomfort to share some personal information. However, we do not wish this to happen and you

may refuse to answer any of the questions if you feel uncomfortable.

Benefits :There will be no direct benefit to you, but based on the information you provide us, we
will design strategies to launch the interventions targeted to spousal violence in line with family
planning services as to have special attention to women under violent relationship. In addition,
your participation is very important for us to find the answer to the research question which in

turn benefits the society especially women who experience and their families.

Confidentiality :Any information that we collect about you during this research will be kept
confidential. Your name will not be written in this form and the information we collect from you
will not be shown to anyone. The hard copies will also be kept in a locked cabinet and will not
be divulged to anyone, except the investigators. However, if need by ethical may be seen by the

researchers; and ethics committees and the confidentiality remain between them.

Right to refuse or withdraw :You can refuse to answer any question to which you are not
comfortable. You may stop participating in the interview at any time if not convenient for you
without losing any of your rights as a participant. However, your active participation and genuine
responses have paramount importance in the prevention of violence against women and to have

qualified family planning services for postpartum women.
Whom to Contact

If you have any questions, you may ask or contact to the persons stated below. You can contact
them any time, even after the study has started. If you wish to ask questions later, you may

contact the investigator at the following address;
If you have any further question and in case of urgency you can contact

e Professor Fikre Enqueselassie (0912459707; E-mail fikreens@yahoo.com)

e Mr. Tafesse Lamaro (0912922271; E-mail lamaro.tafesse@yahoo.com)
¢ IRB of Addis Ababa University,College of Health Science.Tel:+251115538734
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Part 1. Consent form

Based on aforementioned information, are you willing to participate in the study?

Yes [ ]

I confirm that, as | give consent to participate in the study, it is with a clear understanding of the
objectives and conditions of the study & with recognition of my right to withdraw from the study
if I change my decision. | have been given the necessary information about the research. | have
also been assured that | can withdraw my consent at any time without penalty or loss of benefits.
The proposal has been explained to me in the language | understand.

Participant’s signature/finger print

Date

(procced with the interview)

No|[ | (Terminate the interview)

Name of the interviewer

Sig.

Date

Name of Supervisor

Sig.

Date

Location of study respondents and screening format to participate in the survey

Questions and Filters Coding category Address name Skip
Participant located using Woreda 1.Yes 0.No

Participant located using Kebles 1.Yes 0.No

Participant located by Village/block/Got 1.Yes 0.No

Participant located by household head 1.Yes 0.No

Participant located by house number 1.Yes 0.No

Participant located by phone address 1.Yes 0.No

Is participant postpartum women 1.Yes 0.No

Is participant meets eligibility criteria 1.Yes 0.No

Code of questionnaire (follows sample | Woreda Keble _ Woman code in each
size) keble

Name of data collector sig. , Date
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Name of data Supervisor:

sig.

Date

Date of data nterview /

Part I: Characterstics related postpartum contraception among postnatal women

In the last year, we interviewed you about postpartum contraceptive initiation and use patterns. Based on this, we would like to
interview you about postpartum contraceptive use patterns in the past twelve months.

101 | When was this last child born? Month Year
102 | Are you currently breastfeeding? 1. Yes 2.No
103 | When was the first postpartum contraception you 1) Month / Year /| | |
used after the birth of your last child? 2) | never used it
104 | Have your menses resumed since the birth of this | Yes............... I Nowoooooii 2 2—10
index child? 6
105 | When your first mense have resumed since this | Month / Year / /
birth?
106 | Have you had sexual intercourse since this birth? Yes.ooioninnnnn I No............. 21DK.........
When was your first sexual intercourse since this | Month / Year [ /_
107 | birth?
108 | Are you or your partner currently using | Yes.................. I No.oovoiieinn 2 2—12
contraception to prevent/delay pregnancy? 3
109 | What kind of contraception are you currently using? | 1.Tubal ligation
(Reminder: more than one answer/option is | 2. Vasoectomy
possible) 3.lUCD
4. Injectables
5. Implants
6. Pill
7. Male condom
8. Female condom
9. Emergency contraception
10.0thers specify
110 | When did you start using the contraception you are
currently  using?(compare  with  contraceptive
calender table) Month / Year / /
111 | Have you noticed any side effects of the birth | Yes.............. I No.ooooeoiiiin, 2 2—11
control you are currently using? 9
112 | What side effects do you experience? (more than 1. lrregular bleeding spotting
one answer is possible) 2. Period does not come
3. Too much bleeding
4. Weight gain
5. Weight loss
6. Facial spotting
7. Headaches
8. Abdominal pain

9. Infection(s)
10. Nausea/vomiting
11. Dizziness
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Other (specify)

113 | Is there any information from a health professional | Yes.................... I NOwovviiiiiien, 2
or family planning provider regarding this side
effect?
114 | Do the side effects interfere with your daily | Yes................. I Nowoororiiiiiii, 2
activities?
115 | Do the side effects interfere with your personal | Yes................couee. I NOowoooiriiiiiienn. 2
relationships with your husband/partner?
116 | How tolerable do you feel the side effects are: 1. Tolerable
2. Somewhat tolerable
3. Notat all tolerable
117 | Do you do, or try to do, anything about the side 1. Yes
effects? 2. No
118 | IF YES... 1. Self-medicate/take home remedies
What do you do? 2. Gotoclinic/see a health worker
(Multiple response is possible) 3. Seek advice from friend/family member
4. Seek advice from spouse/partner
5. Plan to switch method
6. Plan to stop using
7. Other(specify)
119 | Do you discuss your side effects with the method 1. Yes 2—12
with anyone? 2. No 1
120 | IF YES... 1. Husband/partner
With  whom do you discuss your side 2. Mother/Father
effects?(Multiple response are possible) 3. Sister(s)/ Brother (s)
4. Mother-in-law
5. friends/neighbors
6. health worker/pharmecologist
7. Other(specify)
121 | Why did you choose to use this current method? 1.Used method before
1. Fewer side effects
2. Easy to obtain
3. Convenience
4. Doctor recommended
5. Family/Friends recommended
6. Partner approved
7. Others(Specify)
122 | Would you say that the decision to use this current 1. Myself
method was made mainly by you, mainly by your 2. Partner/husband
husband/partner, or did you make the decision 3. Jointly
together? 4. Others
123 | What is the reasons for not using methods at this | 1.Breast feeding
time? 2.Postpartum abstinence
3.No resumption of menses
4.Counselled by health professionals
5.Partner not wanting
6.Fear of sid effects
7.0thers(specify)
124 | Did you or your partner use contraception to
prevent/delay pregnancy for the first time after the | Yes............ 1 NO.ooiviiieeee, 2 2
birth of your last child (use child's name)? —201
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125 | What type of postpartum contraception were you | 1.Tubal ligation
using for the first time after the birth of your last | 2. VVasoectomy
child (use child's name)? 3.lUcD

4. Injectables

5. Implants

6. Pill

7. Male condom

8. Female condom

9. Emergency contraception
10.0thers specify

126 | How many months you delayed after the birth of the
last child (use child's name) did you use the first | Started immediately................. 1
postpartum contraceptive? Number of months you stayed to initiate............

127 | When did you start the first postpartum | Month /
contraception? Year / / /

128

A) How long months have you been using the first | Number of months
postpartum contraceptive after the birth of the last
child (use child's name)?

128 | When did you discontinue the first postpartum | Month /

B) contraceptive you started after the birth of the last | Year / / /
child (use child's name)?

129 | How many months have you stayed after
discontinueing first postpartum contraception for Months
the first time?

130 | What was the most important reason you 1. Wanted to become pregnant
stopped using this method? 2. Became pregnant while using

3. Side effects
4. Health concerns
5. Difficult to use
6. Infrequent sex/husband away
7. Husband/partner disapproved
8. Wanted more effective method
9. Lack of access/too far
10. Costs too much
11. Difficult to get pregnant/menopausal
12. Marital dissolution/separation
13. Missed appointment
14. Method not available
15. Other(Specify)

Idon’t know

131 | Have you ever used any contraception after | Yes.................... I NO o 2
you stopped using the first time postpartum
contraception?

132 | Did you discuss it with your partner before | Yes................. 1 NO oo 2 2—13
stopping the birth control you were using for 4
the first time postpartum?

133 | If your answer is yes, who was the one who 1. Myself
came up with or proposed the idea to stop 2. Partner/husband
using contraception for the first time after 3. Jointly
birth? 4. Others
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134 | Does your husband/partner know that you | Yes............ I No.oooo... 2 IDK.......... 3
stopped using the  first  postpartum
contraception?

135 | In general, did your partner/husband push you | Ye...........c..cvevene. INO.oooiiiin, 2
to discontinue first modern contraception in the
last 12 months?

2—
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Contraceptive Calender

Directions: postpartum contraceptive use, calendar. Column 1 of the contraceptive calendar
refers to birth, pregnancy, and contraceptive use. Column 2 lists the reasons for discontinuing
contraception. First, find out what month and year the index child was born. In Column 1, write
the "'B™ in the month and year that the child was born. Second, ask if she is currently pregnant
and fill in the letter "'P"" in Column 1 for the month of the interview. Next, fill in the letter "' T
in Column 1 with the month and year of the interview if she has terminated the pregnancy.
Finally, inquire as to whether she is currently using contraception and how long she has been
using it, and then fill in the code assigned to each contraceptive in Column 1 based on the
number of months she has used it. Fill in the entire month she used with that code. If she has
stopped using contraceptives, fill in the code of the reason for stopping the contraceptive in

Column 2, identifying why you stopped using it.

Months Col.1 | Col. 2
Column 1 code: Births, Pregnancies and Contraceptive | August 12 2
use July 11 0
B =Birth June 10 1
P=Pregnancy May 09 3
T= Termination April 08 EC
March 07
0=No methods February 06
1=Sterlization January 05
2= Male sterilization December 04
3=1UcD November 03
4= Injectables October02
5=Implants
6= Pills September01
7=Male condom
8= Female condom JAl:gulsltlZ S
9=Emergency contraception uly
June 10 1
Column 2 code: Reasons for  Discontinuation of Ma){ 09 2EC
contraceptive use April 08
0= Infrequent sex/husband away March 07
1= Become pregnant while using February 06
January 05
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2= Wanted to become pregnant
3= Husband disapproved

4= Wanted more effective method
5= Side effects or Health Concern
6= Lack of access /Too far

7= Cost too much
8= Inconvenient to use

F= Up to God/Fatalistic
A= Difficult to get pregnant/Menopausal
D= Marital dissolution/separation

X= Other specify

Z=Don’t know

December 04

November 03

October 02

September 01

August 12

July 11

June 10

May 09

mEFRON

April 08

Section two:

Ethiopia.

perinatal intimate partner violence against postpartum women under the study in the Wolaita zone, Southern

When two people marry or live together, they usually share both good and bad moments. | would now like to ask you some
questions about your current relationships and how your husband treated you. If anyone interrupts us; | will change the topic of
conversation. | would again like to assure you that your answers will be kept secret, and that you do not have to answer any

questions that you do not want to. May | continue?

201. I am now going to ask you about some situations that are true for many women. Thinking about your current husband,
would you say it is generally true that he:
A. Tries to keep you from seeing your | 1.Yes 2.No 8. DK
friends?
B. Tries to restrict contact with your | 1.Yes 2. No 8. DK
family of birth?
C. Insists on knowing where you are | 1.Yes 2. No 8. DK
at all times?
D. Ignores you and treats you in | 1.Yes 2. No 8. DK
differently?
E. Gets angry if you speak with | 1.Yes 2. No 8. DK
another man?
F. Is often suspicious that you are | 1.Yes 2. No 8. DK
unfaithful?
G. Expects you to ask his permission | 1.Yes 2. No 8. DK
before seeking
202. The next questions are about things | A) B) C)
that happen to many women, and that | (If YES continue | Has this happened since | Since the last Interview;

your current husband may have done to

with B. If NO skip to

the last Interview? (If

would you say that this has

you. next yes, ask C only. If NO | happened once, a few
item) ask D only) times or many times?
Has your current husband.... 1. Yes 2. No 1. Yes 2. No One Few | Many
A. Insulted you or made you feel bad | 1. Yes 2. No 1. Yes 2. No One | Few | Many
about yourself?
B. Belittled or humiliated you in front | 1. Yes 2.No 1. Yes 2. No One Few | Many
of other people?
C. Done things to scare or intimidate | 1. Yes 2. No 1. Yes 2. No One | Few | Many
you on purpose (e.g. by the way he
looked at you, by yelling and

224




smashing things)?

D. Threatened to hurt you or someone
you care about?

.Yes

2. No

1. Yes

2. No

One

Few

Many

203

Has your current husband ever

since the

last interview?

A. Slapped you or thrown something
at you that could hurt you?

.Yes

2. No

1. Yes

2. No

One

Few

Many

B. Pushed you or shoved you or
pulled your hair?

.Yes

2. No

1. Yes

2. No

One

Few

Many

C. Hit you with his fist or with
something else that could hurt
you?

.Yes

2. No

1. Yes

2. No

One

Few

Many

D. Kicked you, dragged you or beat
you up?

.Yes

2. No

1. Yes

2. No

One

Few

Many

Choked or burnt you on purpose?

[EEN

.Yes

2. No

1. Yes

One

Few

Many

m

Threatened to use or actually used
a gun, knife or other weapon
against you?

[EEN

.Yes

2. No

1. Yes

One

Few

Many
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Has your current husband ever

since the

last interview?

A. Did your current husband/partner or
any other partner ever physically force
you to have sexual intercourse when
you did not want to?

1

.Yes

2. No

1.Yes

2. No

One

Few

Many

B. Did you ever have sexual
intercourse you did not want to because
you were afraid of what your partner or
any other Partner might do?

1

.Yes

2. No

1.Yes

2. No

One

Few

Many

C. Did your partner or any other
partner ever force you to do something
sexual that you found degrading or
humiliating?

1

.Yes

2. No

1.Yes

2. No

One

Few

Many

205

Verify whether answered Yes to any
question on Emotional violence, see
question 202

Yes- Emotional IPV

------ 1

No- Emotional IPV

206

Verify whether answered yes to any
question on physical violence,
See question 203

Yes- Physical IPV

1 No- Physical IPV-------

207

Verify whether answered yes to any
question on sexual violence,
see question 204

Yes- Sexual IPV------ 1

No- Sexual PV
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Study participants registration sheet for identification for the next follow-up study ( for

guantitative study and filled at the end of baseline interview)
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