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Abstract

Background Intimate Partner Violence (IPV) is a major public health issue affecting physical, mental, and social well-
being, particularly among women. In sub-Saharan Africa (SSA), IPV is widespread, with controlling behaviors being a
common form. These behaviors include monitoring movements, social isolation, financial restrictions, and dictating
daily choices. Data from Demographic and Health Surveys (DHS) highlight significant variations in these behaviors
across countries and communities. Understanding the determinants of intimate partner controlling behavior (IPCB)
requires a multi-level approach, considering individual, relational, community, and societal factors. IPCB has far-
reaching consequences, impacting victims, families, and communities. This study aims to assess the magnitude and
determinants of IPCB among reproductive-age women in SSA.

Methods This study is a secondary data analysis based on the DHS conducted in eight Sub-Saharan African
countries between 2021 and 2024. The study utilized the women'’s data-women recode component (IR file) from
the most recent DHS 8 datasets with the final weighted sample size 45,839 women. Multilevel logistic regression
was conducted to assess factors associated with IPCB. All variables with a p-value <0.05 were considered statistically
significant.

Results The prevalence of IPCB among reproductive age women in 8 sub-Saharan African countries was 54.47%,
with a 95% Cl of 54.02-54.93%. This study identified variables of age, marital status; education level, employment
status, reproductive health factors, smoking habits, asset ownership, wealth index, residence, and mass media
exposure were significantly associated with IPCB.

Conclusion This study highlights a high prevalence of IPCB among reproductive-age women in eight Sub-Saharan
African countries, with over half of the women reporting experiences of partner control. These findings suggest the
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DHS data

presence of persistent gender power imbalances and socio-cultural norms that may contribute to male dominance

in intimate relationships. These associations underscore the importance of promoting women'’s autonomy and
addressing structural gender inequalities. Programs and policies aimed at enhancing women'’s access to education,
economic resources, and information may contribute to reducing IPCB. Community-level interventions that challenge
harmful socio-cultural norms and raise awareness through media campaigns could also be beneficial.

Keywords Multilevel analysis, Intimate partner controlling behavior, Women, Demographic and health survey data,

Introduction

Intimate Partner Violence (IPV) is a global public health
issue that significantly impacts the physical, mental, and
social well-being of individuals, especially women [1, 2].
According to the World Health Organization (WHO),
IPV is defined as any behavior within an intimate rela-
tionship that causes physical, psychological, or sexual
harm to those involved [2]. IPV includes acts of physical
aggression, sexual coercion, emotional abuse, and con-
trolling behaviors [3]. Among these forms, controlling
behavior often acts as a precursor to more severe forms
of abuse, making it a critical area of focus for research
and intervention [4].

In sub-Saharan Africa (SSA), IPV is a pervasive issue,
with controlling behaviors being a common manifesta-
tion. Studies indicate that the prevalence of IPV in this
region remains alarmingly high due to various socio-cul-
tural and economic factors [5]. For instance, traditional
gender norms and societal expectations often perpetuate
male dominance and female subordination, creating an
environment where controlling behaviors are normalized
[6]. The Demographic and Health Surveys (DHS) data
from sub-Saharan African countries provide valuable
insights into the magnitude and determinants of these
behaviors, revealing significant variations across coun-
tries and communities.

Controlling behavior in intimate relationships includes
actions such as monitoring a partner’s movements, iso-
lating them from social networks, restricting their access
to financial resources, and dictating their choices in daily
life [7, 8]. These behaviors are often subtle and insidious,
yet they have profound implications for the autonomy
and agency of individuals. According to the DHS data,
the prevalence of controlling behavior among intimate
partners varies widely across SSA, ranging from 20% to
over 50% in some countries [9].

In Ethiopia, for example, a study using DHS data found
that 44% of married women reported experiencing at
least one form of controlling behavior from their part-
ners [10]. Similarly, in Tanzania, approximately 35% of
women reported being subjected to controlling behav-
iors, with restrictions on their social interactions being
the most common form [11]. These figures highlight the
widespread nature of controlling behaviors in the region,
underscoring the need for targeted interventions.

The high prevalence of controlling behaviors in SSA
can be attributed to various factors, including patriarchal
societal structures, economic dependency, and limited
access to education. For instance, women with lower lev-
els of education are more likely to experience controlling
behaviors, as they may lack the resources and awareness
to challenge such actions [12]. Additionally, economic
dependence on male partners further exacerbates the
power imbalance in relationships, making women more
vulnerable to control and abuse [6].

Understanding the determinants of controlling behav-
iors in intimate relationships requires a multi-faceted
approach that considers individual, relational, commu-
nity, and societal factors. At the individual level, fac-
tors such as age, education, employment status, and
exposure to violence during childhood play a significant
role. Younger women and those with limited educa-
tional attainment are particularly vulnerable to control-
ling behaviors, as they may lack the social and economic
resources to assert their autonomy [13].

Relational factors, including marital status, partner’s
alcohol use, and the presence of children, also influence
the likelihood of controlling behaviors. Studies have
shown that women in polygamous marriages are at a
higher risk of experiencing controlling behaviors com-
pared to those in monogamous unions [5]. Additionally,
alcohol consumption by male partners is strongly asso-
ciated with controlling behaviors, as it often exacerbates
aggressive tendencies and impairs judgment [14].

At the community level, cultural norms and societal
attitudes towards gender roles significantly impact the
prevalence of controlling behaviors. In many sub-Saha-
ran African communities, traditional beliefs about male
dominance and female submissiveness perpetuate the
acceptability of controlling behaviors. For instance, the
normalization of practices such as bride price and dowry
often reinforces the perception of women as property,
making them more susceptible to control [15]. Further-
more, community tolerance of IPV creates an environ-
ment where controlling behaviors are not only accepted
but also encouraged [4].

Societal factors, including laws, policies, and economic
conditions, also play a crucial role in shaping the preva-
lence of controlling behaviors. Weak legal frameworks
and inadequate enforcement of laws against IPV often
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leave victims without recourse, perpetuating a culture
of impunity [16]. Additionally, economic disparities and
high levels of unemployment contribute to stress and
frustration within households, increasing the likelihood
of controlling behaviors [6].

The consequences of intimate partner controlling
behaviors are far-reaching, affecting not only the vic-
tims but also their families and communities. Victims
of controlling behaviors often experience psychological
distress, low self-esteem, and feelings of powerlessness.
These effects can lead to long-term mental health issues,
including depression and anxiety [17]. Moreover, con-
trolling behaviors often escalate into more severe forms
of IPV, including physical and sexual violence, further
exacerbating the physical and emotional toll on victims
[7].

Children growing up in households characterized by
controlling behaviors are also adversely affected. Expo-
sure to such behaviors can disrupt their emotional and
social development, leading to intergenerational cycles of
violence [13]. Additionally, the economic impact of con-
trolling behaviors cannot be overlooked, as victims often
face limitations in accessing education and employment
opportunities, perpetuating cycles of poverty and depen-
dence [4].

Addressing the issue of intimate partner controlling
behaviors in SSA requires a comprehensive understand-
ing of its magnitude and determinants. Multilevel analy-
sis offers a robust methodological approach to examine
factors at the individual, relational, community, and soci-
etal levels simultaneously [18]. By analyzing DHS data
using multilevel models, researchers can identify the con-
textual factors that contribute to controlling behaviors,
providing insights that are critical for the development of
targeted interventions.

For instance, a multilevel analysis of DHS data from
SSA revealed that community-level factors, such as the
prevalence of IPV and attitudes towards gender equal-
ity, significantly influence the likelihood of controlling
behaviors [9]. These findings underscore the importance
of addressing societal norms and community attitudes in
efforts to combat IPV. Moreover, multilevel analysis can
help identify vulnerable subpopulations, enabling poli-
cymakers to design interventions that are tailored to the
specific needs of these groups [4]. There was conducted
a few study in that concerned IPCB, there for this study
that might be given insight about the magnitude and
determinants of IPCB among reproductive age women in
Sub-Sahara Africa countries.

To provide a theoretical foundation for this analysis,
the study adopts the Ecological Model of Violence as its
guiding framework. This model, developed by the World
Health Organization [19], conceptualizes violence as
the result of interactions among multiple factors at the
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individual, relationship, community, and societal lev-
els. It is particularly relevant for this study’s multilevel
approach, as it facilitates a deeper understanding of how
various determinants operate and interact across levels
to influence the occurrence of controlling behaviors. In
the sub-Saharan African context—where cultural norms,
economic conditions, and institutional factors differ
widely—the ecological model allows for a comprehen-
sive and context-sensitive exploration of intimate part-
ner controlling behaviors [20, 21]. Grounding the study
in this framework enhances its analytical depth and pro-
vides a robust foundation for policy recommendations
that address IPV from a systemic, multilevel perspective.

Methods

Data source, study design and sampling procedure

This study is a secondary data analysis based on the most
recent DHS conducted between 2021 and 2024 in eight
Sub-Saharan African countries: Burkina Faso (2021),
Cote d’'Ivoire (2021), Ghana (2022-2023), Kenya (2022),
Lesotho (2023-2024), Madagascar (2021), Mozambique
(2022-2023), and Tanzania (2022). These countries were
selected based on three main criteria: the availability of
DHS data collected since 2021, inclusion of the Domes-
tic Violence Module, and representation of diverse geo-
graphic and socio-cultural contexts within SSA. The
primary rationale for this selection was to provide an
up-to-date and regionally representative assessment of
the magnitude and determinants of IPCB among women.
Including countries from different sub-regions West,
East, Southern, and Central Africa enhances the gener-
alizability and relevance of the findings. Moreover, the
use of since-2021 data ensures that the study reflects cur-
rent trends and associated risk factors, providing timely
evidence to inform interventions and policy responses
aimed at reducing IPCB in the region.

The study utilized the women’s data-women recode
component (IR file) from the most recent DHS 8 data-
sets, which include a record of every eligible woman
interviewed. The DHS program, implemented by ICF
international, collects cross-sectional data in low- and
middle-income countries (LMICs) using standardized
model questionnaires that have been modified across
eight survey phases since the program’s inception [22].
DHS data from the selected Sub-Saharan African coun-
tries cover a wide range of health-related indicators,
including fertility and reproductive health, maternal and
child health, mortality and nutrition, and self-reported
health and behaviors among adults.

A multistage stratified cluster sampling technique was
used, with Enumeration Areas (EAs) as primary sampling
units and households as secondary sampling units. Each
country’s survey consists of multiple datasets, includ-
ing those for men, women, children, births, couples,
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and households. For this study, the Individual Record
(IR) dataset was used after obtaining authorization from
the Measure DHS program for data access. Data was
extracted based on the literature and then appended
using the STATA command “appends using” When
merging data from multiple countries in the DHS data-
sets, it is essential to ensure that the survey weights used
in each dataset are consistent to accurately reflect the
combined sample. Each country’s DHS dataset typically
includes its own set of weights, which are designed to
make the sample representative of that country’s popula-
tion. After adjusting the weights, we calculated the final
weighted sample size by summing the adjusted weights
for all respondents across the eight countries. This
ensures that the final analysis is based on a representa-
tive sample of women aged 15—49 years from all selected
countries in SSA. The initial sampling stage included
45,965 women, and the final weighted sample size for
analysis was 45,839 women (Table 1).

Variables and measurements

Outcome variable

The primary outcome variable in this study was IPCB.
Women were asked five questions to assess their part-
ner’s controlling behavior:

1. Does the husband/partner become jealous if the
respondent talks with other men?

2. Does the husband/partner accuse the respondent of
unfaithfulness?

3. Does the husband/partner prohibit the respondent
from meeting female friends?

4. Does the husband/partner try to limit the
respondent’s contact with family?

5. Does the husband/partner insist on knowing where
the respondent is at all times?

Women who reported experiencing any of these control-
ling behaviors were classified as having experienced IPCB
(coded as 1=Yes), while those who did not experience
any were classified as never experiencing IPCB (coded as
0=No).

Table 1 Description of study sample

Country Year of survey Weighted sample Prevalence in %
Burkina Faso 2021 8,946 19.52
Cote d'lvoire 2021 3,752 8.19
Ghana 22-23 4,209 9.18
Kenya 2022 12,631 27.56
Lesotho 2023-2024 1,687 3.68
Madagascar 2021 5,928 1293
Mozambique 2022-2023 4,203 9.17
Tanzania 2022 4,483 9.78
Total - 45,839 100.00
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To compute the final aggregate measure of IPCB, the
five controlling behavior components were dichotomized
(Yes=1, No=0) and summed. The intersection of all five
behaviors was considered as a strong indicator of experi-
encing IPCB.

The items used to construct the IPCB variable were
adapted from the WHO multi-country study on wom-
en’s health and domestic violence, which developed a
standardized set of questions to assess intimate partner
violence, including controlling behaviors (e.g., restrict-
ing contact with family, monitoring movements). In this
study, the pooled Cronbach’s alpha for the controlling
behavior items was 0.68, indicating acceptable internal
consistency. Additionally, the instrument has demon-
strated cross-cultural applicability and construct validity,
and has been widely used across various low- and mid-
dle-income countries [23].

Independent variables
The independent variables in this study were categorized
into individual-level and community-level factors:

Individual-level variables Socio-demographic char-
acteristics (age, current marital status, education level,
and working status), health-related factors, cigarette use
current pregnancy status and currently amenorrheic,
asset ownership (ownership of a house (alone or jointly),
ownership of land (alone or jointly), ownership of a bank
account, and ownership of a mobile phone.

Community-level variables Place of residence (urban/
rural), wealth index, mass media exposure (reading news-
papers or magazine, listening radio, watching television,
and internet usage).

Data analysis procedure

Data extraction, recoding, and analysis were performed
using STATA 14. The data were weighted before con-
ducting any statistical analysis to restore the representa-
tiveness of the sample and ensure reliable estimates and
standard errors, following DHS guidelines [22]. Given the
hierarchical structure of the DHS data, measures of com-
munity variation/random effects were computed: median
odds ratio (MOR), intraclass correlation coefficient
(ICC), and proportional change in variance (PCV). Since
these measures were statistically significant, a multilevel
logistic regression model was deemed more appropriate
than an ordinary logistic regression model.

Four models were developed and compared using devi-
ance to determine the best fit: Null Model- A model
with no independent variables, Model I- A model
including only individual-level factors, Model II- A
model including only community-level factors, and
Model III- A model incorporating both individual- and
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Table 2 Individual and community level characteristics of
women in Sub- Sahara Africa

Variable Category Weighted Preva-
frequency lence
in %
Age (in years) 15-19 2,268 495
20-24 7,633 16.65
25-29 9,672 21.10
30-34 8,742 19.07
35-39 7494 16.35
40-44 5,697 1243
45-49 4,334 9.45
Marital status Single, divorced or 5,859 12.78
widowed
Living with partner 10,400 22.69
Married 29,580 64.53
Educational No educated 13,673 29.83
level Primary 15,852 34.58
Secondary 12,908 28.16
Higher 3,407 743
Working condi-  Not working 16,556 36.12
tioninlast12  working 29,283 63.88
months
Residence Urban 16,584 36.18
Rural 29,255 63.82
Currently No 41,554 90.65
pregnant Yes 4,285 9.35
Currently No 39,984 87.22
amenorrheic
Smoking ciga-  Yes 5,855 12.77
rette or tobacco No 35,997 78.53
Yes 9,842 2147
Ownership of No 26,548 5792
home Yes 19,291 4208
Ownership of No 30,337 66.18
land
Yes 15,502 3382
Having a bank No 37,830 82.53
account Yes 8,009 17.47
Having a mobile No 13,283 28.98
phone Yes 32,556 71.02
Wealth index Poorest 8,780 19.15
Poorer 8,533 1861
Middle 8,870 19.35
Richer 10,026 21.87
Richest 9,630 21.01
Reading No 40,144 87.58
newspaper or Yes 5,695 1242
magazine
Listening radio  No 18,405 40.15
Yes 27434 59.85
Watching No 23,261 50.75
television Yes 22,578 4925
Use of internet  No 33,026 72.05
Yes 12,813 27.95
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community-level factors. Among these, Model III was
selected as the best-fitted model, as it had the lowest
deviance value. Bivariable and multivariable multilevel
logistic regression was conducted to assess factors associ-
ated with IPCB in SSA. All variables with a p-value <0.05
were considered statistically significant.

Results

A total of 45,839 reproductive-age women (aged 15-49
years) were included in this study. The mean age of the
respondents was 31.99 years (+ 8.36).

Individual-level characteristics In socio-demographic
data, 21% of respondents were in the 25-29 years age
group, 64.53% were married, 34.58% had completed pri-
mary school, and 36.12% of women were not engaged
in any work throughout the year. Health-Related Fac-
tors: 9.35% were currently pregnant, 12.77% were cur-
rently amenorrheic, and 21.47% were smoking cigarettes.
Regarding asset ownership, 57.92% did not own a house
(alone or jointly), 66.18% did not own land (alone or
jointly), 82.53% did not own a bank account, and 28.98%
did not own a mobile phone. More than 50% of partici-
pants were categorized as middle or below in the wealth
index.

Community-level characteristics 63.82% of respon-
dents lived in rural areas, and Mass Media Exposure:
87.58% did not read newspapers or magazines,40.15%
did not listen to the radio, 50.75% did not watch televi-
sion, and 72.05% of respondents did not use the internet
(Table 2).

Prevalence of intimate partner controlling behavior

The prevalence of IPCB among women of reproductive
age in eight sub-Saharan African countries ranged from
3.68 to 27.56%, with an overall prevalence of 54.47% (95%
CL: 54.02-54.93%). Breakdown of IPCB Components:
43% of women reported that their husband/partner was
jealous when they talked with other men, 18% of women
experienced accusations of unfaithfulness from their
husband/partner, 15% of women were prohibited from
meeting female friends by their husband/partner, 9%
of women reported that their husband/partner limited
their contact with family, and 33% of women indicated
that their husband/partner insisted on knowing their
whereabouts at all times (Fig. 1).

Model fitness and statistical analysis

Analysis of IPCB clustering revealed that 1.54% of varia-
tions in IPCB experiences among participants were
accounted for by intra-class correlation (ICC) in the
null model (Model I). The median odds ratio (MOR) for
IPCB in the null model was 1.54, indicating significant
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Husband/partner insists on knowing where
respondent is at all times

Husband/partner tries to limit respondent's
contact with family

{usband/partner does not permit respondent
to meet female friends

Husband/partner accuses respondent of
unfaithfulness

Husband/partner jealous if respondent talks
with other men
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Fig. 1 Description of intimate partner control behavior in each component

variation between clusters. This suggests that the odds
of experiencing IPCB were 1.54 times higher in clusters
with a higher risk of IPCB than in clusters with a lower
risk, assuming a randomly selected participant from each
cluster. Among the four models tested, Model IV was
identified as the best-fitting model, as it had the lowest
akaike information criterion (AIC) and deviance value
(Table 3).

Determinants of intimate partner controlling behavior
This study identified several socio-demographic, eco-
nomic, and behavioral factors as significant determinants
of IPCB among reproductive-age women in eight sub-
Saharan African countries. These determinants include
age, marital status, education level, employment status,
reproductive health factors, smoking habits, asset owner-
ship, wealth index, residence, and mass media exposure.
The odds of experiencing IPCB were significantly
higher among younger women compared to those aged
45-49 years: 15-19 years: AOR=1.48 (95% CIL: 1.32—
1.66), 20-24 years: AOR=1.59 (95% CI: 1.47-1.74),
25-29 years: AOR=147 (95% CI: 1.36-1.59), 30-34
years: AOR=1.38 (95% CI: 1.28-1.50), 35-39 vyears:
AOR=126 (95% CIL 1.17-1.37), and 40-44 vyears:
AOR=1.14 (95% CI: 1.05-1.24). Women who were single,
divorced, or widowed had higher odds of experiencing

IPCB compared to married women (AOR=1.66; 95%
CI: 1.56-1.77). Women with lower education levels were
more likely to experience IPCB compared to those with
higher education: Primary education: AOR=1.46 (95%
CI: 1.32-1.61), and Secondary education: AOR=1.54
(95% CI: 1.41-1.69). This indicates that education plays
a protective role, likely by enhancing women’s awareness
of their rights and increasing economic independence.
Women who were not employed in the last 12 months
had lower odds of experiencing IPCB compared to those
who worked (AOR=0.80; 95% CI: 0.76—-0.83). Women
who were not currently amenorrhoeic had higher odds
of experiencing IPCB (AOR=1.14; 95% CI: 1.08-1.21).
Women who smoked cigarettes or used tobacco had
higher odds of experiencing IPCB compared to non-
smokers (AOR=1.18; 95% CI: 1.12-1.25). Women who
did not own a house (alone or jointly) had lower odds
of experiencing IPCB (AOR=0.89; 95% CI: 0.84—-0.93).
Women who did not own land (alone or jointly) had
higher odds of experiencing IPCB (AOR=1.10; 95% CI:
1.04-1.16). Women without a bank account had higher
odds of experiencing IPCB (AOR=1.17; 95% CI: 1.09-
1.25). Women residing in rural areas had lower odds of
experiencing IPCB compared to those in urban areas
(AOR=0.93; 95% CI: 0.87-0.98). Women with less expo-
sure to mass media had lower odds of experiencing IPCB
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Table 3 Multilevel logistic regression analysis of IPCB among women in Sub- Sahara Africa

Variable Null model Model | Model Il Model Il

AOR(95% ClI) p-value AOR(95% ClI) p-value AOR(95% CI) p-value

Individual level variable

Age (in years)

15-19 147(1.32,1.65) 0.001* 1.48(1.32, 1.66) 0.001*
20-24 1.61(1.48,1.75) 0.001* 1.59(1.47,1.74) 0.001*
25-29 1,89(1.37,1.61) 0.001* 1.47(1.36,1.59) 0.001*
30-34 140(1.29,1.51) 0.001% 1 38(1 28 1.50) 0.001*
35-39 1.27(1.17,1.38) 0.001* 26(1.17,1.37) 0.001*
40-44 1.15(1.05, 1.25) 0.001 1. 14(1 .05, 1.24) 0.002

45-49 1 1

Marital status

Single, divorced or widowed 1.64(1.54,1.75) 0.001* 1.66(1.56, 1.77) 0.001*
Living with partner 1.01(0.97,1.07) 0.001* 1.02(0.97,1.07) 0.365

Married 1 1

Educational level

No educated 0.77(0.70, 0.85) 0.001* 0.90(0.81, 1.00) 0.054

Primary 1.31(1.19,1.43) 0.001* 1.46(1.32,1.61) 0.001*
Secondary 147(1.35,1.61) 0.001* 1.54(1.41,1.69) 0.001*
Higher 1 1

Working status in last 12 months

Not working 0.79(0.75,0.82) 0.001* 0.80(0.76 0.83) 0.001*
Working 1 1

Currently pregnant

No 1.04(0.97,1.11) 0.280 1.04(0.97,1.11) 0.289

Yes 1 1

Currently amenorrhoeic

No 1.16(1.09, 1.23) 0.001* 1.14(1.08,1.21) 0.001*
Yes 1 1

Smoking cigarette or tobacco 1.22(1.15,1.28) )

No 1 1

Yes 1.18(1.12,1.25) 0.001*
Ownership of house

No 0.89(0.85, 0.94) 0.001% 0.89(0.84, 0.93) 0.001*
Yes 1 1

Ownership of land

No 1.11(1.05,1.17) 0.001% 1.10(1.04, 1.16) 0.001*
Yes 1 1

Having a bank account

No 1.09(1.03,1.17) 0.005 1.17(1.09, 1.25) 0.001*
Yes 1 1

Having a mobile phone

No 0.94(0.89, 0.99) 0.013 0.99(0.95, 1.05) 0917

Yes 1 1

Community level variable

Residence

Urban 1 1

Rural 0.92(0.87,0.96) 0.001 0.93(0.87,0.98) 0.012

Reading newspaper or magazine

No 0.78(0.73,0.83) 0.001* 0.83(0.78,0.88) 0.001*
Yes 1 1

Listening radio

No 0.79(0.76,0.82) 0.001* 0.84(0.80, 0.88) 0.001*

Yes 1 1
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Table 3 (continued)
Variable Null model Model | Model Il Model llI
AOR(95% Cl) p-value AOR(95% ClI) p-value AOR(95% Cl) p-value
Watching television
No 0.92(0.87,0.96) 0.001% 0.93(0.88,0.97) 0.003
Yes 1 1
Use of internet
No 0.80(0.76, 0.84) 0.001* 0.84(0.79, 0.89) 0.001*
Yes 1 1
Likelihood ratio -31023.524 -30213.948 30772.979 -30125.535
ICC 0.066 0.056 0.061 0.055
Deviance 62047.048 60427.896 61545958 60251.07
AlC 62053.05 60477.90 61559.96 60311.07
BIC 62079.25 60696.28 61621.11 60573.14
MOR 1.54

Note: *= P-value <0.001; AOR, Adjusted odd ratio; Cl, Confidence interval

compared to those who regularly accessed media: did
not read newspapers/magazines: AOR=0.83 (95% CI:
0.78-0.88), did not listen to the radio: AOR=0.84 (95%
CI: 0.80-0.88), did not watch television: AOR =0.93 (95%
CI: 0.88-0.97), and did not use the internet: AOR=0.84
(95% CI: 0.79-0.89).

Discussion

This study highlights the substantial burden of IPCB
among reproductive-age women in eight sub-Saharan
African countries, with an overall prevalence of 54.47%.
This finding aligns with previous research and WHO
reports indicating high levels of IPV in the region, reflect-
ing deeply rooted gender inequalities and cultural norms
that uphold male dominance [4, 24—26]. These norms
often legitimize coercive control and discourage women
from challenging abusive behaviors.

Younger women (15-44 years) exhibited significantly
higher odds of experiencing IPCB than older women (45—
49 years). The highest risk was observed among women
aged 20-24 years, followed by those aged 15-19 years.
The risk decreased with age, with women aged 40-44
years still facing an elevated risk. This trend aligns with
prior research indicating that younger women experience
greater control due to limited financial independence and
lower bargaining power in relationships [27]. Addition-
ally, power imbalances in relationships tend to be more
pronounced among younger women, making them more
vulnerable to coercion and restrictions [24]. As women
age, they gain autonomy, social support, and economic
resources, which reduce their vulnerability to IPCB [28,
29]. Women who were single, divorced, or widowed faced
significantly higher odds of experiencing IPCB compared
to married women. This suggests that relationship status
plays a key role in determining a woman’s risk of partner
control. Unmarried women, particularly those in dat-
ing relationships, often face coercive control due to the

lack of legal and social protections afforded to marriage
[28]. Widowed and divorced women may also be sub-
jected to surveillance and restrictions from former part-
ners or male family members [4, 14]. Women with lower
educational attainment had significantly higher odds of
experiencing IPCB. Specifically, women with primary
education had a 46% higher likelihood of IPCB, while
those with secondary education had a 54% higher likeli-
hood compared to women with higher education. Edu-
cation enhances women’s autonomy, decision-making
capacity, and economic independence, reducing their
vulnerability to controlling behaviors [28]. Higher educa-
tion increases awareness of rights and access to support
systems found that women with higher education were
less likely to experience coercive control because edu-
cation increases awareness of rights and provides bet-
ter access to resources [4, 30]. Educated women are also
more likely to challenge controlling behaviors and leave
abusive relationships. Women who were unemployed in
the last 12 months had lower odds of experiencing IPCB
compared to those who were employed. While employ-
ment is generally considered protective, some studies
suggest that working women may face increased part-
ner control, particularly in settings where economic
empowerment disrupts traditional gender roles [24, 27].
Economic independence does not always translate to
freedom from control, as partners may feel threatened by
a woman’s autonomy.

Women who were not amenorrhoeic had 14% higher
odds of experiencing IPCB. Though research specifically
linking menstrual status to IPCB is limited, prior stud-
ies suggest that reproductive health changes, includ-
ing pregnancy and menstruation, can influence partner
control and coercion [31, 32]. Some men exert control
over reproductive decisions, restricting access to con-
traception or enforcing fertility expectations. Women
who smoked had 18% higher odds of experiencing IPCB.
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Studies have shown an association between substance
use and IPV, as smoking can be linked to stress, tension,
and conflict within relationships [33, 34]. Smoking may
also indicate broader psychological and social issues that
contribute to higher risks of experiencing controlling
behaviors.

Women who did not own a house had 11% lower odds
of experiencing IPCB, while those who did not own land
had 10% higher odds. Property ownership is often linked
to financial autonomy, reducing vulnerability to IPCB
[30]. However, ownership may also increase control from
partners attempting to assert dominance over financial
assets. Women without bank accounts had 17% higher
odds of experiencing IPCB. Financial independence
reduces vulnerability to economic abuse and controlling
behaviors [14]. Women with access to bank accounts can
resist control and seek external support more effectively.
While financial resources can enhance autonomy, wealth
may also lead to heightened control from partners who
feel threatened by a woman’s independence [30].

Women in rural areas had lower odds of experiencing
IPCB compared to urban women. Rural communities
may offer greater social support, which acts as a protec-
tive factor against IPCB [28]. However, urban women
may experience greater anonymity and social isolation,
increasing their risk. Women exposed to mass media
were less likely to experience IPCB. The odds of IPCB
decreased as follows: Newspaper/magazine reading,
radio listening, television watching, and internet use.
Mass media raises awareness about gender equality, IPV,
and women’s rights [32]. Media exposure challenges tra-
ditional gender norms and provides access to support
networks, reducing the likelihood of experiencing IPCB
[35].

These findings emphasize the need for holistic and
multi-level interventions. While empowering women
through education and economic opportunities is essen-
tial, such efforts must be accompanied by initiatives that
address underlying gender norms and power imbalances.
Community-based programs promoting gender-equita-
ble attitudes, alongside media campaigns, can shift public
perceptions and encourage healthier relationships. Legal
frameworks must also be strengthened and enforced to
criminalize controlling behaviors and protect survivors.
This includes expanding IPV laws to explicitly include
psychological and economic abuse, training law enforce-
ment personnel, and ensuring survivors have access to
legal aid and support services. Importantly, prevention
strategies must be context-specific, recognizing the cul-
tural, economic, and political diversity across SSA.

Strengths and limitations
This study has several important strengths. By utilizing
DHS data from multiple Sub-Saharan African countries,
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it draws on large, nationally representative samples,
enhancing the generalizability of the findings across
diverse populations and settings. The use of standard-
ized, validated questionnaires and rigorous data collec-
tion protocols ensures consistency and comparability
across countries, reducing measurement bias. Employing
multilevel modeling enables analysis of both individual-
and community-level determinants, which is well-suited
for the hierarchical structure of the data and provides
a more comprehensive understanding of the predic-
tors of IPCB. The application of sample weights further
strengthens the representativeness of the findings by cor-
recting for sampling bias and nonresponse. Additionally,
the study includes a wide range of socio-demographic,
economic, and contextual variables, offering a holistic
analysis of IPCB. Cross-country comparisons also allow
for the identification of both shared and context-specific
patterns, enriching the regional relevance of the results.

However, the study has limitations. Its cross-sectional
design prevents causal inference, as it captures data at a
single point in time and cannot establish temporal rela-
tionships between variables and IPCB. The reliance on
self-reported data may introduce recall and social desir-
ability biases, especially given the sensitive nature of
gender-based violence. The absence of partner-specific
data limits understanding of relationship dynamics, as
factors like the partner’s attitudes, substance use, or his-
tory of violence are not assessed. Moreover, psychological
variables such as trauma history, depression, or coping
mechanisms are not included, though they may signifi-
cantly influence IPCB risk. Finally, community-level indi-
cators are derived from aggregated individual responses
rather than external or directly observed data, which may
limit the precision of community-level inferences.

Conclusion

This study highlights a high prevalence of IPCB among
reproductive-age women in eight Sub-Saharan African
countries, with over half of the women reporting expe-
riences of partner control. These findings suggest the
presence of persistent gender power imbalances and
socio-cultural norms that may contribute to male domi-
nance in intimate relationships.

Several socio-demographic and economic factors were
found to be significantly associated with IPCB. Younger
age, unmarried status, and lower educational attainment
were linked with higher reported experiences of partner
control. While employment and financial independence
are often viewed as protective, the findings indicate that
in some contexts, these factors may be associated with
increased control, possibly due to tensions arising from
shifting gender roles. Conversely, indicators of financial
autonomy such as property ownership, bank account
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access, and exposure to mass media were associated with
lower odds of experiencing IPCB.

These associations underscore the importance of
promoting women’s autonomy and addressing struc-
tural gender inequalities. Programs and policies aimed
at enhancing women’s access to education, economic
resources, and information may contribute to reduc-
ing IPCB. Community-level interventions that chal-
lenge harmful socio-cultural norms and raise awareness
through media campaigns could also be beneficial.

Given the cross-sectional nature of the study, causal
relationships cannot be established. Future research
using longitudinal or experimental designs is recom-
mended to better understand the causal pathways and
dynamics underlying IPCB.
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