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Abstract 

Background: Intimate partner violence (IPV) is a major public health concern that affects more 

than one-third of all women globally. Assessing the prevalence and associated factors of IPV 

during pandemics in various localities is crucial for intervention actions. So far, rare assessment 

studies were done in Ethiopia during the current Covid-19 pandemic. 

Objective: This study aimed to assess the prevalence and associated factors of IPV during the 

Covid-19 pandemic among women of reproductive age in Debre Berhan town, Ethiopia, 2021. 

Methods: A community based cross-sectional study was done. A total of 809 ever-partnered 

women of reproductive age were selected randomly via multistage sampling method. Data about 

IPV and associated factors were gathered using standardized questionnaire. Descriptive statistics, 

bivariate and multivariate logistic regressions were computed. Crude (COR) and adjusted odds 

ratios (AOR) with the resulting 95% confidence interval (CI) were used to verify strength of 

associations. Significant associations were declared at p-values <0.05. 

Result: Among the 796 women successfully participated in the study, 337(42.3%) experienced at 

least one type of IPV. Prevalence of psychological, physical and sexual violence was 281(35.3%), 

122(15.3%) and 121(15.2%), respectively. Multivariate analysis revealed woman with: no formal 

education (AOR, 95% CI 3.66(1.91, 6.98)), primary education (AOR, 95% CI 3.52(2.04, 6.07)), 

junior education (AOR, 95% CI 3.35(1.87, 6.02)), no own income (AOR, 95% CI 1.78(1.24, 

2.56)), and attitude of IPV is acceptable (AOR, 95% CI 4.02(1.33, 12.14)); a male partner with no 

formal education (AOR, 95% CI 3.06(1.53, 6.14)), with ‘level of religious beliefs’ (weak (AOR, 

95% CI 4.17(1.45, 12.03); and medium (AOR, 95% CI 1.64(1.13, 2.39)), alcoholics (AOR, 95% 

CI 5.91(4.03, 8.67)), and smoking habits (AOR, 95% CI 2.04(1.10, 3.77)); and family size of 4-5 

(AOR, 95% CI 1.73(1.03, 2.92)), and >5 (AOR, 95% CI 1.83(1.01, 3.39)) were significantly 

associated with presence of any IPV. Whilst, lower education status and lack of own income of 

women constantly showed significant associations with each types of IPV.  

Conclusion and recommendation: This study revealed high prevalence of IPV among the study 

participants. The high IPV prevalence was due to multiple factors, thus demanding empowering 

the women and tailored health education to male-partners. 

Keywords:  Covid-19 pandemic, Intimate-partner, Reproductive age, Violence. 
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1. Introduction 

1.1. Background 

Gender-based violence (GBV) is any brutality directed at an individual based on his or her sex, 

gender identity or socially defined ways of maleness and femaleness (1-3). Both men and women 

can experience GBV, however the rates among women are severely greater (1-4). Thus, violence 

against women is the primary form of GBV, a major public health problem, and a fundamental 

violation of women’s human rights (1-5). It includes any violence acts such as threats, coercion 

and denial of liberty against women (5-7). The actor of violence against women can be any one 

irrespective of his or her relationship with the victim, whereas the main perpetrators are male 

partners including husbands, fiancées or ex-partners; often referred to as intimate partners (5-8). 

Intimate partner violence (IPV) is the insidious form of violence against women, which includes 

physical, sexual and emotional types of violence (6-10). It has been known that IPV can cause 

lifelong mental, physical and reproductive health problems (7, 11-13). Women who experienced 

IPV also become at risk of further conflicts with others and develop social disorders (11-14).  

IPVoccurs among women in the developed and developing countries, in all settings, 

socioeconomic, religious and cultural groups without restrictions (1-3). It is estimated that over 

35% of women worldwide have experienced IPV at some point in their lives (8-10). In that 

nearly 33% of women who have been in a relationship reported as they have experienced either 

physical and/or sexual abuse (5-8). However, the rate, as well as types of IPV, vary across 

regions, countries and also among localities within a country (7). 

In European and Western Pacific Regions about 27%, and in South America 30% of the women 

reported IPV (7-10, 15). The prevalence of IPV was typically high among women across African 

countries (16-18). For instance, about 50% of women in Côte d'Ivoire experienced IPV (19). 

Likewise, high prevalence of sexual (59%) and physical (49%) violence was reported among 

women in Ethiopia (7). Evidencing, IPV is a major public health concern affecting the physical, 

sexual, mental and social wellbeing of the women in the country (13, 20-22). 

Intimate partner violence increases during conflicts and pandemics (16, 17). During pandemics 

people are forced to perform firm protective actions, thus their normal lifestyles are likely to be 

changed (23, 24). As the global pandemic of corona virus (COVID-19) spreads across continents 
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and communities, governments of nearly all countries globally forced their people to respond 

with strict preventive actions such as staying at home and keeping social distance, etc (20, 24). 

The COVID-19 pandemic and the demand for spouses to stay at home can aggravate differences 

and open up unsettled issues, rising emotive to deficiencies and minor mistakes (25, 26). This 

pandemic has been also believed to increase risk factors such as alcohol use (25). In acute cases, 

with lack of awareness and skills to resolve conflicts, IPV is aggravated and worsen in partners 

with emotional divorce (25, 27). As well, quarantine, fear of infection, chaos of social networks, 

reduced access to health and social services, distress, misinformation, income shortage, financial 

loss, job-loss and limited social support are likely to raise risks of IPV in the pandemic (25-27). 

The government of Ethiopia also affirmed a number of actions to be taken since the first cases of 

COVID-19 were identified in the country (28). As a result, the normal lifestyles of the people 

across different parts of Ethiopia have been affected notably due to the protective actions, fear of 

infection and other socio-economical effects, which might lead the prevalence of IPV to rise in 

different parts of the country (20, 24). Thus, this study was aimed to assess the prevalence of IPV 

against women of reproductive age and associated risk factors in Debre Berhan town Ethiopia 

during the COVID-19 pandemic.  
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1.2. Statement of the problem 

Intimate partner violence (IPV) is the most common form of violence against women by male 

perpetrators who are intimate partners of the victims (6-10). Not counting emotional violence, 

which often remains covert, over one-third of the women in the world have experienced either 

physical and/or sexual intimate partner violence in their lifetimes (6-8). 

Intimate partner violence causes severe mental, physical and reproductive health problems on its 

victim, often majority of these harms are long lasting (7, 11-14). For that reason, IPV has been 

identified to be of great global concern from the human rights, development and public health 

perspectives, mainly by the developed nations (1, 6-8). However, despite the harsh health effects 

IPV causes on its victims, it has received little attention in many African countries, particularly 

in Sub Saharan African (SSA) countries including Ethiopia (18, 22, 29-31). 

In Ethiopia, over half of the ever-partnered women of reproductive age are expected to suffer 

from a physical and/or sexual violence at least once in their lives (7, 20-22). Apart from this high 

lifetime prevalence of IPV among women of reproductive age living in poorest African countries 

like Ethiopia, the prevalence of IPV is also likely to increase during pandemics (32-36). Because, 

it is evidenced that whenever pandemics are occurring the normal ways of lives of peoples are 

expected to be changed as the peoples are forced to perform strict preventive measures (32-37). 

Likewise, as the global pandemic of corona virus (COVID-19) spreads across nations, people are 

forced to respond with several strict protective actions (23-27, 38-40). Regarding these actions, 

particularly with staying at home, increasing rates of IPV are expected to occur (20). As well, 

economical consequences, income deficiency, financial losses, unemployment and limited social 

support due to lockdowns are likely to raise risks of IPV during the pandemic (25-27). Showing, 

IPV remains as the hidden consequence of the COVID-19 pandemic. In view of that, there are 

incessant calls for more studies in areas where IPV prevalence assessment studies are rare (24).  

To respond to those calls for more studies, huge efforts have been made in different parts of the 

world, and revealed increased IPV prevalence in several countries (23, 25). In the United States 

of America IPV has increased to 27%, 30% in France, 18% in Spain, 50% in Brazil and tripled in 

China during the COVID-19 pandemic (23-25). However, still there are several areas in different 

parts of the world where epidemiological data is rare. Thus, the thirst to realize the prevalence of 

IPV during the COVID-19 pandemic globally, is not quenched, demanding more efforts (41). 
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Moreover, the majority of the previous studies which assessed the prevalence of IPV during the 

COVID-19 pandemic were conducted outside Africa, mainly in the developed countries; whereas 

studies done in various African countries including Ethiopia are extremely rare (20, 24). Besides, 

most previous studies done to assess the prevalence of IPV among women of reproductive age in 

different parts of the world including Ethiopia at any instant (in this pandemic and/or before), 

have mainly accounted only the ever-married women but not all the ever-partnered women. 

Above all, to the best of my knowledge; no study has assessed prevalence of IPV and associated 

factors among women of reproductive age in the present study area, Debre Berhan town, during 

the COVID-19 pandemic. Hence, conducting this community based cross-sectional study which 

aimed to assess the prevalence of IPV and associated risk factors among women of reproductive 

age in Debre Berhan Town during the COVID-19 pandemic; by including the ever-married as 

well as the ever-partnered women was believed to be vital. Given that, the results obtained in this 

study put forward up-to-date data on the prevalence and associated risk factors of IPV during this 

pandemic, which can further help to fill some of the information gaps regarding the prevalence 

and associated risk factors of IPV in the study area, in Ethiopia, in Africa and the globe at large. 
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1.3. Significance of the study 

Intimate partner violence is a global public health problem that affects ever-partnered women of 

reproductive age, both in the developed and developing nations without restriction. The effects 

IPV causes in its victims are mainly abiding thus can be cross generational. Advocacy towards 

controlling and eliminating IPV is essential to bring considerable outcomes across nations, while 

it has been challenged by several limitations. Among those limitations, underestimation of the 

prevalence of IPV among women across nations, mainly in developing countries, due to the lack 

of prevalence data in various localities of a given country, is a priority.  

Furthermore, careful assessment of the associated risk factors contributing to the occurrence of 

IPV in various localities of a given country is a prerequisite to devise effective control strategies 

via evidence based actions. Therefore, the data generated by this study on the prevalence of IPV 

and associated risk factors among women of reproductive age in Debre Berhan town during the 

COVID-19 pandemic can make the following contributions. 

 It can help policy makers to realize the linkages between IPV against women and the 

COVID-19 pandemic; which will also alarm them to give attention on IPV during the 

present and/or future pandemics. 

 It can help those stakeholders who are working on gender related issues in the study area 

by uncovering the hidden consequence of COVID-19 pandemic on IPV, and get ready 

themselves to seek instant tasks to lighten the potential effects of IPV on its victims. 

 It can help policy makers and other stakeholders who are working on gender related 

issues in the study area to emphasize on the main risk factors of IPV while planning and 

implementing evidence based strategies to control/eliminate IPV against women. 

 It can help future comparisons of IPV prevalence that will be made after the COVID-19 

pandemic being a baseline reference data for this pandemic with the specified time point. 

 It can add a bit of information to future tasks that will organize a meta-data regarding the 

prevalence of IPV during COVID-19 pandemic at a national and/or global level. 

 It can help future researchers being as source of initial clues.  
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1.4. Literature review 

1.4.1. Prevalence of intimate partner violence against women 

1.4.1.1. Global data on lifetime prevalence of intimate partner violence 

Global estimation shows that more than 30% of women worldwide have experienced violence at 

some point in their life by an intimate partner (7, 8, 10). The prevalence was highest in the WHO 

African, Eastern Mediterranean and Southeast Asia Regions, where about 37% of ever-partnered 

women have experienced physical and/or sexual intimate partner violence at some point in their 

lives (6-8). The effect of IPV is also long lasting for its victims, and extensive for the responses 

that are often deficient, thus remains as a major global public health problem (7, 41). 

The prevalence and type of IPV vary not only across countries within a given continent/region 

but also across localities within a given country. In Serbia, a country in European and Western 

Pacific region, 6% sexual and 23% physical violence were reported (6, 10, 15); whereas, in 

Bangladesh, a developing country in the same region, 50% sexual and 42% physical violence 

were reported (6-8). In Peru, high sexual (42%) and physical (62%) violence were reported (6); 

whereas, in Brazil, lower sexual (5.7%) and physical (9.9%) violence were reported (10, 15). 

A systematic review of prevalence data from the 22 countries of the Arab league revealed the 

prevalence of physical violence that ranged from 6% to 59%, sexual violence of 3 to 40% and 

emotional violence of 5 to 91%; thus verifying inconsistency of IPV prevalence among member 

countries of the league (42). The authors stated lack of prevalence studies, and wide variations of 

methods and operational clarity restricting comparability (42). Suggesting the need of conducting 

repeated surveys across localities a given country so as to get bigger image of IPV at nationwide. 

A facility-based cross-sectional study conducted among patients attending primary health care 

centers in Jeddah, Saudi Arabia reported 33.2% prevalence of any IPV, emotional violence being 

the leading (48.5%), followed by physical (34.8%) and sexual violence (16.8%); while 4.1% of 

the participants suffered from all the three forms of IPV (43). On the other hand, a facility based 

cross-sectional study conducted among patients attending primary health care centers in Brazil, a 

different country from different continent; reported relatively lower prevalence of 25.3%, 9.9%, 

and 5.7% emotional, physical and sexual violence, respectively (15). Even if there are disparities 

in reported results among different studies, each of the studies done to assess lifetime prevalence 

of IPV also evidence the public health significance of the issue around the globe. 
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1.4.1.2. Lifetime prevalence of intimate partner violence in Africa 

According to the world health organization (WHO) regional estimation of overall prevalence of 

lifetime intimate partner violence, Africa is the continent where the second highest prevalence of 

IPV against women (36.6%) has been recorded in the world (6-8). A number of studies have 

been also conducted in several African countries to assess the prevalence of IPV against women 

both at a facility and a community level, and reported diverse prevalence of a lifetime IPV. For 

instance, in Namibia 17% sexual and 31% physical violence were reported (6). In Tanzania 31% 

sexual and 47% physical violence were reported (6, 7). 

A facility-based cross-sectional study which was conducted in Nigeria reported 33% prevalence 

of IPV among women (31). A community-based cross-sectional study in Côte d’Ivoire reported 

49.8% prevalence of a lifetime IPV prevalence (44). This high prevalence of IPV among women 

in Côte d’Ivoire was consistent with a preceding study done in same country (19). Suggesting, no 

reduction of IPV was observed. A community-based cross-sectional study which was done in 

Kassala, Sudan, reported 33.5% prevalence of a lifetime physical violence among women of 

reproductive age with 53% and 47% of them had a moderate and severe physical violence, 

respectively. The study showed the prevalence of sexual and psychological violence was 17% 

and 30%, respectively; and shown, in the majority of the cases violence was experienced more 

than three times per year (45). 

Studies also evidenced irregular trends of IPV mainly characterized by a rising pattern among 

women of reproductive age in Africa. The study that assessed the prevalence and trend of IPV 

against women in Zimbabwe by using secondary data of three Demographic and Health Surveys 

showed that lifetime IPV prevalence was decreased from 45.2% in 2005 to 40.9% in 2010, then 

again, raised to 43.1% in 2015 (46). Suggesting, women of reproductive age in African countries 

like Zimbabwe are at higher risk of physical and emotional violence without reduction (46). 

1.4.1.3. Lifetime prevalence of intimate partner violence in Ethiopia 

Similar to women living in many developing countries with poor socioeconomic status, women 

in Ethiopia are at risk of intimate partner violence. The study that assessed the prevalence of IPV 

against women in Ethiopia by using the secondary data from the 2016 Ethiopia Demographic and 

Health Survey (EDHS) reported that more than 30% of ever-married women of reproductive age 

were subjected to a lifetime IPV, and concluded the prevalence of IPV was high in Ethiopia (30). 
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A community-based cross-sectional study which was conducted in Debre Tabor town, northwest 

Ethiopia revealed 37.1% lifetime IPV prevalence (47). Another community-based cross-sectional 

study which was done in Aksum town, North Ethiopia also reported as about 28% of the women 

had physical violence in their lifetime (48). 

A systematic review of prevalence studies which were conducted among pregnant women, rather 

than all women of reproductive age regardless of their pregnancy status was done. Accordingly, 

the review revealed high prevalence of 26.1% IPV among pregnant women in Ethiopia; with the 

highest prevalence of 35% in Oromia region, followed by 29% in Amhara region (29).  

A facility-based cross-sectional study which was conducted in Ofla District of Tigray, Ethiopia 

among pregnant women also revealed 37.5% overall prevalence of IPV; with 25.1% emotional, 

17.7% sexual and 13.4% physical violence rates (22). In any way, regardless of the variations 

observed among the reported prevalence of IPV in different localities of the country, both results 

evidencing as IPV is also quite common among pregnant women in Ethiopia. 

1.4.2. Intimate partner violence against women and crisis situations 

The incidence of intimate partner violence against women is often assumed to be greater during 

crisis situations such as conflicts, war, drought, epidemics, pandemics and emergency situations 

like displacement or migration (3, 34, 41). In relation to this, a study in Bologna, Italy, reported 

destruction of societal norms and increase in violence during the situation of plague and natural 

calamity (34).  

Evidence also showed that crises situations have been linked with increased incidences of IPV 

against women (49). Accordingly, a rising prevalence of IPV was reported during earthquake, 

hurricane, volcanic eruption, and other manmade or natural emergency situations (50). Likewise, 

the same rising pattern in incidences of IPV was also found to be true during pandemics (51). 

As compared with the tremendous efforts that have been made so far by researchers worldwide 

to assess lifetime prevalence of IPV against women, it is obvious as, less has been made to assess 

incidence of IPV against women during crises situations (3, 34, 41). There are also frequent calls 

for as many as doable IPV assessment studies to be done around the world, in all localities of a 

given country, and to retain a sense of urgency in cases of IPV during crises situations (24, 41). 
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1.4.3. Pandemic and intimate partner violence against women 

Pandemics usually lead to crumple of social infrastructures thus worsening the existing limitation 

and grievances, including existing gender inequality. It also increases the exposure of children 

and women to harassment and sexual violence when they try to get necessities such as water and 

food. Several studies report that gender-based violence is more prevalent in countries that are 

highly endemic in HIV (32, 36, 41, 52). 

In addition, gender roles affect all aspects of an endemic including interpersonal violence, and 

those responding to disasters are often not aware of the possibility of emerging cases of gender-

based violence, often do not prepare to deal with, thereby making the situation worse (53). In 

fact, these are the lessons never learned. As a result, we have a limited understanding of how the 

victims of gender-based violence respond to the situation of the current and future pandemics. 

Pandemics cannot be considered an exception to other crisis situations (51, 53).  

A study in Serengeti district, Mara, Tanzania reported an increase in wife battering in spite of the 

HIV pandemic due to suspicion of extramarital affairs (54). Recent outbreaks such as Ebola, 

Cholera, Zika and Nipah have also led to a rise in cases of domestic violence (52, 55). During the 

Ebola virus outbreak, women and girls were especially vulnerable to violence because of the 

inability to escape their abusers (32, 36, 41, 51-55). 

During quarantine, as more women were in informal jobs and got out of job, thus making it 

difficult for them to adapt to the changing conditions, thus letting them experiencing a greater 

impact as they became economically dependent on their male partner (26, 41). This further not 

only increases the risk of gender-based violence but also makes it difficult to leave the victims 

away from their perpetrators (41, 56).  

Pandemics like influenza, swine flu, and severe acute respiratory syndrome (SARS) have been 

found to result in psychological issues such as anxiety, substance abuse and sleep disturbances 

that often tend to continue even after the pandemic (37, 41, 57). 

Pandemics also increase economic vulnerabilities because of the rise in unemployment, or, in the 

risk of unemployment. Evidences link economic insecurities to increased gender-based violence. 

Economic insecurity has been found to be linked to adopting poor coping strategies that are 

inclusive of substance abuse, which in turn are associated with various forms of gender-based 

violence (41, 58). Such an outcome could be because of male reaction resulting from feelings of 
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powerlessness and failure for not being able to serve the family (27, 58). During a pandemic 

problem of IPV can also be worsened because of the inability to reach the police (41, 58). 

Previous researches have revealed links between different forms of gender-based violence and 

negative health effects on the victims (7, 11, 14, 41). Thus, it is also important to tackle the issue 

of rising intimate partner violence in spite of COVID-19, because IPV is often linked with post 

traumatic syndrome, depression, chronic pain, sexually transmitted diseases, etc (57). The effect 

of IPV is also lifelong for its victims, and extensive for the existing inadequate responses (41). 

1.4.4. COVID-19 pandemic and intimate partner violence against women 

Quarantine has been recognized to be an effective measure of controlling infection since the past 

six centuries (59). Since then, the practice of quarantine has been utilized to reduce the spread of 

contagious diseases including the COVID-19 pandemic. In relation to these, there has been a 

rising pressure on the government to take measures to reduce the spread of the disease. Hence, 

measures such as quarantine and social distancing are being adopted as best defensive options by 

most countries including Ethiopia (20, 27, 41, 50, 60). 

A recent study done in China showed elevated depressive symptoms observed among COVID 19 

patients, and a significant rise in anxiety levels of the COVID-19 patients and the general public 

was reported (61). When under quarantine, women individuals are at nearest to the male partners 

with limited or no freedom to go out, thus leading to an increase in IPV at home (61). 

The protective measures that have been taken to control COVID-19 pandemic have led the day-

to-day lifestyle of the individuals to radical changes. Accordingly, most of the work is being 

done at home and efforts are being made to keep social distance, which are vital to the protection 

of healthcare systems. However, such positive protective efforts taken to tackle COVID-19 have 

negative effects including the risk of losing jobs, economic vulnerabilities, and psychological 

health issues resulting from isolation, loneliness and anxiety often expected from long durations 

of quarantine and prevention measures since the past times (33, 35, 37, 56, 62). 

Another disadvantage of quarantine and other prevention measures during pandemic is the rise in 

cases of IPV that is often ignored (25, 41, 51). There have been also some reports that calls to 

domestic violence resolutions, police and shelters during the COVID-19 outbreak (25, 41). 
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Several reports indicate a rise in cases of IPV in various countries, though a drop was observed 

in the overall crime rates in Australia, the domestic abuse rates increased by 5% (60). Recent 

data showed that an increase of 10-27% IPV in the United States of America, 40-50% in Brazil, 

30% in France, 18% in the Spain and tripled in China during quarantine (25). At the same time, 

IPV has increased in Italy, Canada, Germany and the United Kingdom (25, 41). It has been 

showed that for every 3 months of lockdown, 15 million more IPV cases are expected (24, 25). 

There have been reports of rising domestic violence rates around the world during the covid-19 

epidemic. The reason is that common people around the world are obliged to stay at home, so 

women and girls are at an increased risk of intimate partner violence, domestic violence, child 

abuse, and other types of gender-based violence. Also, prolonged quarantine and economic and 

social stressors caused by the COVID-19 pandemic can increase tensions in the household, so 

that violence in the home may worsen (24, 25). 

Similar to the pandemics in the past, COVID-19 has also resulted in a rise in cases of IPV. In 

that, the lockdown forced to deal with COVID-19 has settled freedom to perpetrators and helped 

them to enforce control tactics by limiting the access of the victims to phones, internet, and other 

people and limits familiar support options (27, 38). 

Even if there is scarcity of such prevalence studies done in Ethiopia, a community-based cross-

sectional study which was conducted to assess IPV during COVID-19 pandemic in Northern 

Ethiopia reported that overall IPV prevalence of 24.6%; 13.3% psychological violence being the 

most prevalent, 8.3% of physical abuse the next and 5.3% sexual abuse (20). 

In general, the first step to tackle the rising IPV in times of pandemic is recognition of the issue, 

which has been ignored during past pandemics (63). Besides, expanding community partnerships 

and spreading awareness about the importance of reporting incidents of abuse are vital to reduce 

the problem (50). It has been also suggested to deal with the issue of IPV by frequently assessing 

if women are feeling safe at their relations (27). Thus, indicates the need of conducting frequent 

surveys during pandemics in various localities so as to understand the problem. 

1.4.5. Factors associated with intimate partner violence 

The occurrence of intimate partner violence against women has been known to be associated 

with various factors. The commonly cited risk factors of IPV have been reviewed as follows. 



12 
 

1.4.5.1. Woman related factors 

The age of women is among the risk factors of IPV. Several previous studies which were done in 

various areas such as the study which was done in Brazil (15), in Chicago (64), and in Zimbabwe 

(46); showed lower age of women was significantly associated with presence of IPV. A recent 

study done in Axum town, Ethiopia, showed women under the age of 30 years were more likely 

to experience IPV (20). However, another study in Ethiopia revealed a significantly higher odds 

of being a victim of IPV among women in the age category of 25–39 years, but not among those 

in the age group of 15-24 years (30). This shows inconsistencies of results among studies. 

The education status of women was the other determinant factor variable for IPV often assessed 

by previous studies. Several previous studies revealed that lower education status of women was 

significantly associated with IPV (15, 29, 30, 48). However, some studies such as the study in 

Zimbabwe, showed insignificant association of women education with IPV (46). Moreover, the 

study conducted in Saudi Arabia showed that having a postgraduate level of education, by which 

most previous studies reported as a protective factor, was associated with the presence IPV (43). 

Regarding economic status of women, a number of previous studies showed lack of own income 

was significantly associated with IPV (15, 30, 46). However, a study conducted in Saudi Arabia 

showed being financially independent was significantly associated with IPV (43). 

Relationship status was among the predictors of IPV. A study in Zimbabwe showed cohabitation 

was significantly associated with IPV (46). A study in Brazil revealed that illegal marital status 

was a significant predictor of IPV (15). A study in Ethiopia also showed illegal marriage was a 

significant predictor of IPV (22). A study conducted in Saudi Arabia showed that being divorced 

was significantly associated with IPV (43). Likewise, another study done in Ethiopia showed that 

being divorced was significantly associated with the presence of IPV (30). A recently done study 

in Ethiopia also showed women with arrange marriage were more likely to experience IPV (20). 

A previous study done in Aksum town, Ethiopia showed women’s occupation had a significant 

association with lifetime prevalence of IPV (48). A recently done study in the same area, during 

the COVID-19 pandemic also showed being housewife was a significant predictor of IPV (20). 

Previous studies showed that place of residence was among the main predictors of IPV. A study 

which was done in Nigeria revealed that being a rural resident was significantly associated with 
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IPV (31). Similarly, a study done in Zimbabwe (46), and a study done in Ethiopia also showed 

rural residence was a significant predictor of IPV (30). 

Pregnancy status was potential risk factor for IPV. A study which was done in Nigeria revealed 

high IPV prevalence among pregnant women (31). Likewise, a previous study done in Ethiopia 

also showed high prevalence of IPV among pregnant women (22). Whilst, studying pregnancy 

status as a risk factor was rare, rather than studying prevalence of IPV among pregnant women.    

Factors such as ethnicity or tribes are assumed to be predictors of IPV (31). Whilst, empirical 

results are inconsistent on their level of significance, a study done in Chicago also showed IPV 

such as threats, control, burns or forced sex were similar in groups of women of color (64). 

Above all, there are emerging studies that reported significant association of women’s perception 

of the acceptability of IPV with its incidence. In this regard, a study in Uganda showed women’s 

thought of violence is acceptable was significantly associated with IPV (65). Likewise, a study 

which was done in Debre Tabor town, Ethiopia revealed that most of the women participants 

perceived as IPV was acceptable, no attempt was done to avoid or condemn IPV (66). As well, a 

cross-sectional study which was conducted in Ofla District, Tigray, Ethiopia showed that IPV 

was associated with acceptance of violence by women (22). 

1.4.5.2. Male partner-related factors 

A number of factors related with the husband or spouse such as level of education, marital status 

and childhood violence history were identified as significant predictors of IPV against women. A 

community-based cross-sectional study which was conducted in Aksum town, Ethiopia showed 

that age lower age of husband was significantly associated with lifetime prevalence of IPV (48). 

Whilst, most recent study done in the same study area, during COVID-19 pandemic revealed age 

of husband between 31-40 years was significantly associated with the presence of IPV (20). 

Regarding the educational status of the intimate partners, studies which were conducted in Brazil 

showed that lower education status of husband was significantly associated with the presence of 

IPV factor (15, 67). A community-based cross-sectional study done in Sudan also revealed that 

lower education status of husbands was significant predictor of IPV (45). Similarly, a systematic 

review of studies in Ethiopia also showed similar result regarding husband’s education (29). 
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Alcohol use of intimate partners was the most researched risk factor for IPV. Studies conducted 

in Brazil showed that high prevalence of IPV was significantly associated with the presence of 

partners who consumed alcohol (15, 67). A study done in Nigeria also revealed husband habit of 

alcohol consumption was significantly associated with IPV (31). A study in done Sudan revealed 

that alcohol use of husbands was significantly associated with IPV (45). A systematic review of 

data in Ethiopia also showed a similar result on husband’s habit of alcohol use (29). Besides, a 

facility-based cross-sectional study done in Ofla District (22), and a community-based cross-

sectional study done in Aksum town, Tigray, Ethiopia (48); showed having a husband with a 

habit of alcohol consumption was significantly associated with IPV. As well, a husband with a 

habit of smoking was also reported as a significant predictor of IPV (67). 

Regarding the occupation of intimate partners, a study which was conducted in Brazil showed 

that high prevalence of IPV was significantly associated with having male partners who had no 

occupation (67). However, empirical evidences regarding this factor are scarce. 

A community-based cross-sectional study which was conducted in Brazil showed marital status 

was significantly associated with the occurrence of IPV against women (15). A study done in 

Sudan also revealed that husband polygamous marriage was a significant factor for IPV (45). A 

study done in Ofla District, Tigray, Ethiopia showed that IPV was significantly associated with 

having a spouse with multiple sexual partners (22). Another study done in Ethiopia also showed 

that having a partner who has another wife was a significant predictor of IPV (48). 

Other intimate partners’ related factors, such as having a partner who refused to use condoms in 

sexual relations (67), and who controlled finance (31, 67); were significantly linked with IPV. 

1.4.5.3. Family related factors  

A community-based cross-sectional study which was conducted in Debre Tabor town, northwest 

Ethiopia showed that the presence of extended family members was significantly associated with 

the presence of violence (47). A community-based cohort study done in Uganda showed that the 

number of children a woman had was not significantly associated with the presence of IPV (65).  

In addition, a systematic review of risk factors of IPV also reported the presence of inconsistency 

of results regarding the significant association of the presence of children in the family with IPV, 

calling for further studies to be conducted regarding this factor (68). Thus, showing the need to 

be investigated more.  
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Summary of reviewed literatures 

The literatures reviewed above showed that intimate partner violence (IPV) against women is a 

major global public health problem. Although IPV occurs among women of reproductive age 

living in both the developed and the developing countries, the trouble is very high in developing 

countries needing urgent involvement of all stakeholders. Given that, women of reproductive age 

in the poorest African countries, mainly in Sub Saharan African countries including Ethiopia, are 

suffering from the violence acts by an intimate partner against them. 

Studies showed that, since recent times, attentions have been increasingly given to assess the 

prevalence of IPV across various countries including Ethiopia. In addition to the variations in the 

prevalence of IPV among countries, there are substantial variations in prevalence of IPV among 

various localities of a given country. Despite the high prevalence of lifetime IPV, evidences also 

showed an increase in prevalence of IPV during crises situations including pandemics. Thus far, 

even if crises situations are not as common as the normal days in that researchers can implement 

their studies whenever they like, majority of the previous efforts have been made during normal 

circumstances to assess lifetime prevalence of IPV. In agreement with this, there are frequent 

calls for more IPV prevalence assessment studies in different localities of a given country, during 

crises situations including the present COVID-19 pandemic. 

Likewise, in Ethiopia, previous attempts made to assess prevalence of IPV in various parts of the 

country during crises situations including pandemics, especially during the COVID-19 pandemic 

were rare. This shows that there is a need for more assessment studies in different localities of 

the country to help to realize the prevalence IPV in the study area as well as at nationwide. 

Regarding the risk factors of IPV, most of the previous studies have concentrated on similar sorts 

of factors related with the women and the husband/spouse. Whilst, factors related with the family 

have been given less emphasis. Above all, there are considerable disparities on the significance 

of associations of risk factors among different studies conducted in various countries, as well as 

among those studies which were conducted in various localities of a given country. As a result, 

considering some of the gaps reviewed above this study was designed to assess the prevalence of 

IPV among women of reproductive age in Debre Berhan town during COVID-19 pandemic and 

the associated risk factors in three groups; Women related, Male partner related and Family 

related factors as depicted in the conceptual framework fitted underneath.  
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Conceptual Framework 

 

Figure 1: Conceptual framework for factors affecting intimate partner violence against 

women of reproductive age 

Note: The conceptual framework is constructed by the researcher based on the empirical clues that were 

obtained from the literatures reviewed in the preceding section.  
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2. Objectives of the study and research questions 

2.1. Objectives of the study 

2.1.1. General objective 

 To assess the prevalence of intimate partner violence against women of reproductive age 

and associated risk factors during Covid-19 pandemic in Debre Berhan town, Ethiopia, 

2021 G.C. 

2.1.2. Specific objectives 

 To assess the prevalence of intimate partner violence against women of reproductive age 

during Covid-19 pandemic in Debre Berhan town, 2021 G.C. 

 To assess the associated risk factors of intimate partner violence against women of 

reproductive age during Covid-19 pandemic in Debre Berhan town, 2021 G.C. 

2.2. Research questions 

This study posed the following research questions:   

 What is the prevalence of intimate partner violence against women of reproductive age 

during Covid-19 pandemic in Debre Berhan town, 2021 G.C.? 

 What are the main risk factors associated with intimate partner violence against women 

of reproductive age during Covid-19 pandemic in Debre Berhan town, 2021 G.C.? 
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3. Methods and materials 

3.1. Study area 

This study was conducted in Debre Berhan town, North Shoa Zone of Amhara Region, Ethiopia. 

Debre Berhan is located at about 120 km to North East of the capital city of the country, Addis 

Ababa. The town is among the fast growing cities in Ethiopia. It has a total population of 113, 

693 (69). Currently, the town has fourteen Kebele administrations, among which nine are urban 

and the rest are recently included rural kebeles. According to the information obtained from the 

North Shoa Zone health department, in Debre Berhan town there are a total of about 26, 663 

households, which are unevenly distributed throughout the fourteen Kebele administrations. 

3.2. Study design and period 

A community based cross-sectional study design was utilized to assess the prevalence of intimate 

partner violence among women of reproductive age and associated risk factors in Debre Berhan 

town. The study was conducted from February to April 2021 G.C. 

3.3. Source population 

All women of reproductive age living in Debre Berhan town, in 2021 G.C were the source 

populations for the present study (Table 1). 

Table 1: Number of households in each of the kebeles of Debre Berhan town, 2021 G.C 

SN Name of Kebele Locality HHs per Kebele HHs and Kebeles per locality Remark 

1 Kebele 1 Urban 982  

 

 

 

 

 

 

 

22, 775 HHs 

 

 

 

 

 

 

 

 

9 Kebeles 

 

2 Kebele 2 Urban 3431 Selected  

3 Kebele 3 Urban 2619 Selected 

4 Kebele 4 Urban 3654  

5 Kebele 5 Urban 2968  

6 Kebele 6 Urban 2350  

7 Kebele 7 Urban 1052 Selected 

8 Kebele 8 Urban 2794 Selected 

9 Kebele 9 Urban 2925  

10 Atakilt Rural 1569  

 

 

 

3, 888 HHs 

 

 

 

 

5 Kebeles 

Selected 

11 Zanjira Rural 335 Selected 

12 Chole Rural 578  

13 Faji  Rural 764  

14 Genet Rural 642  

Total 26, 663 26, 663 14 6 kebeles 

Source: The data was obtained from North Shoa Zone Health Department 2021, Debre Berhan, Ethiopia. 
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3.4. Study population 

Women of reproductive age living in the selected six kebeles of Debre Berhan town, namely; 

Kebele 2, Kebele 3, Kebele 7, Kebele 8, Atakilt and Zanjira were the study population for the 

present study from which the participant women of reproductive age were selected directly. 

3.5. Inclusion and Exclusion criteria 

Inclusion criteria: Woman of reproductive age, 

 Who is ever partnered 

 Who is living in the selected Kebele during Covid-19 pandemic since the onset of the 

Covid-19 pandemic till the data collection period was eligible for this study 

Exclusion criteria: Woman of reproductive age, 

 Who is never partnered  

 Who is not living in the selected Kebele during Covid-19 pandemic 

 Whose partner is not physically with them since the onset of the Covid-19 pandemic 

till the data collection period was not eligible for this study. 

3.6. Sample size determination 

The sample size for the present study was calculated in harmony with the study objectives using 

the following two ways. First, the sample size for the prevalence of intimate partner violence (the 

first objective) was calculated using single population proportion formula and basic assumptions 

as shown below. 

   Where: 

 n = desired sample size 

 Confidence level considered is 95% 

 Z = standard normal deviate at 95% confidence level (1.96) 

 P= Proportion of IPV prevalence of 24.6% taken from a study which was done 

previously, in Aksum town, northern Ethiopia (20). 

 q=1-P (1-0.246)=0.754 

 d=degree of accuracy desired 5% (0.05) 
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 The minimum possible sample size was ≈ 285 

 Design effect of 2, was used:  285*2 = 570 

Thus, the total sample size calculated considering the 24.6% IPV prevalence was; 570 women. 

Secondly, the sample size calculated considering the second objective (regarding the associated 

factors) was calculated by taking significantly associated factor variables from previous studies 

which were conducted in Ethiopia and elsewhere including (20, 22, 30, 43); by using Epi Info 

version 7 software via the cross-sectional study option as shown in the following table (Table 2). 

As shown in the table (Table 2), most of the calculated sample sizes regarding the associated risk 

factor variables (the second objective of this study), were smaller than the sample size calculated 

regarding the first objective of this study; equal to 570. However, the sample sizes calculated 

regarding the Age and Occupation of the male partners equal to 735 and 610 respectively were 

larger than the sample size calculated regarding the first objective of this study (Table 2). 

Accordingly, the sample size calculated based on the Age of the male partner (equal to 735) was 

assumed to be the optimal for both objectives of this study. Finally, an estimated non-response 

rate of 10% was considered (i.e. 735*0.10=73.5≈74), and the final sample size determined for 

the present study was equal to 735+74=809 women of reproductive age. 

Table 2: Sample size calculation based on factor variables to assess IPV prevalence among 

women of reproductive age during COVID-19 pandemic in Debre Berhan town, 2021 G.C 

Variables CI Power Ratio/Unexpo

sed: Exposed 

IPV prevalence 

on Exposed 

IPV prevalence 

on Unexposed 

OR Sample 

size 

Women related factors 

Age 95 80 0.08 33.2% 7.7% 5.95 380 

Occupation 95 80 0.31 45.2% 30.8 1.85 511 

Education 95 80 0.48 26.5% 12.7% 2.47 324 

Pregnancy status 95 80 5.25 87.2% 28.1% 17.4 40 

Acceptance of IPV 95 80 0.49 45.6% 21.4% 3.08 143 

Relationship status 95 80 7.68 66.1% 33.8% 3.81 174 

Male partner related factors 

Age 95 80 0.89 30.9% 21.7% 1.61 735 

Occupation 95 80 1.89 28.9% 40.1% 1.65 610 

Education 95 80 2.4 47.3% 32.9% 1.83 427 

Alcohol use 95 80 0.85 53.3% 19% 4.87 64 

Smoking 95 80 0.05 82.1% 35.1% 8.5 118 

Note: CI= Confidence Interval, OR= Odds Ratio. 
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3.7. Sampling procedure 

In this study a stratified multistage sampling technique was applied. In the first stage, kebeles 

(primary sampling units) were selected randomly by a lottery method. At this stage all of the 

fourteen kebeles in the town were stratified into urban and rural kebeles so as to have unbiased 

allocation of samples between the two localities. After that, nearly half of the kebeles in each of 

the two localities, which means; four of the nine urban kebeles and two of the five rural kebeles 

were selected randomly by a lottery method. 

In the second stage, households (secondary sampling units) were selected by systematic random 

sampling method among the households in each of the six eligible kebeles. At this stage, the list 

of residents in the respective kebele were used as a sampling frame; while a sampling interval 

“K” was calculated by dividing the number of total households available in a given kebele to the 

sample size allotted for the kebele. 

Finally, one ever-partnered woman of reproductive age was selected per household. In the cases 

of households where two or more ever-partnered women of reproductive age available, one of 

the available ever-partnered women of reproductive age was selected randomly by a lottery 

method using rolled sheets of “zeros” and “one”. Whereas, in the cases of households where no 

ever-partnered woman of reproductive age was available, data collectors moved to the next (+1) 

household until they arrived at a household where an eligible woman was available. 

Above all, to ensure unbiased allotment of samples between rural and urban localities as well as 

within the selected kebeles in each locality; numbers of final study units (women of reproductive 

age) were allotted proportionally to size. Accordingly, using the outlined sampling procedure 

explained thus far in the text, and depicted in the diagram presented beneath; a total of 809 ever-

partnered women of reproductive age were enrolled for the present study (Figure 2).  
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Figure 2: Schematic representation of the sampling procedure of ever partnered women of 

reproductive age in Debre Berhan town. 

3.8. Data collection technique and procedure 

The data collection was carried out by using structured questionnaire set concerning intimate 

partner violence and the associated factors. The types of intimate partner violence were classified 

into physical, sexual and emotional violence, and queries conforming each type of violence were 

prepared based on the WHO instrument on violence against women (5). To assess the associated 

factors, questions regarding each of the women-related, male partner-related and family-related 

variables were prepared in line with the conceptual framework outlined in advance (Figure 1). 

Finally, each participant ever-partnered woman of reproductive age was asked to complete the 

questionnaire with the necessary information either administering by herself, or with the help of 

an interviewer; in accordance with her education status and preference to the procedure. 
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3.9. Variables of the study 

3.9.1. Dependent variables 

 The dependent variable for the present study was any intimate partner violence (IPV). 

3.9.2. Independent variables 

 Independent variables for the present study were  

 Women-related factors: Age, Education, Occupation, Own income, Relationship status, 

Religion, Access to media (TV/Radio), Pregnancy status, and Acceptance of IPV. 

 Male partner-related factor: Age, Education, Occupation, Own income, Religious 

belief (level of attitude rated by the woman), Alcohol consumption habit, and Smoking 

habit. 

 Family-related factors: Family size, Number of children, Presence of extended family, 

and Monthly family income. 

3.10. Operational definitions 

 Acceptance of IPV: refers to the attitude or principle of a woman towards the cultural or 

societal thought of ‘intimate partner violence is acceptable’. 

 Emotional violence: refers to verbal acts such as insults, belittling, humiliation, intimidation 

like destroying things, threats of harm and/or threats to take away children (5). 

 Extended family: any of the family members other than the biological (adopted) children of 

the couple, such as grandparents, parents, uncles, aunts, sisters, brothers or relatives of the 

male partner or the woman (47). 

 Intimate partner violence absent: a woman has not experiencing all of the three types of 

violence (i.e. physical, sexual and emotional violence) by her intimate partner during the 

COVID-19 pandemic (i.e. from March 20/2020 until the data collection period) (5). 

 Intimate partner violence present: a woman has experiencing at least one of the three types 

of violence (i.e. physical, sexual and emotional violence) by her intimate partner during the 

COVID-19 pandemic (i.e. from March 20/2020 until the data collection period) (5). 

 Intimate partner violence: any form of physical, sexual and emotional violence against 

women by an intimate partner (5). 
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 Intimate partner: the male partner of the woman in a couple, either be a husband (legal or 

illegal), a fiancée, a boyfriend, or any male sexual partner who cohabit with the woman (5). 

 Physical violence: refers to any of the acts such as slapping, hitting, kicking and beating 

against the victim woman by her intimate partner (5). 

 Presence of own income: the presence of any regular means of income belonging to each 

individual in a couple (i.e. the woman and the male partner each) (43). 

 Religious belief of male partner: refers to the level of attitude or principle of the male 

partner towards religious faiths, which was measured as rated by the mouth of the woman in 

rating words, such as weak, medium and strong. 

 Sexual violence: refers to acts including forced sexual intercourse and other forms of sexual 

bullying against the victim woman by her intimate partner (5). 

3.11. Data quality control 

To ensure data quality, training was given to data collectors and supervisors for one day. The 

questionnaire was administered in Amharic (native language). Before the actual data collection 

the questionnaire was tested by taking 5% of total sample size among women of reproductive 

age in Debre Sina town. On spot checks, re-interviewing and checking completed questionnaires 

and quality of recordings were done via daily supervisions by field supervisors. Besides, training 

was given to all data collectors and supervisors for two days before the actual data collection. 

3.12. Data processing and analysis 

Data were entered in Epi.Data Version 4.2 software; while further statistical analyses were done 

using Statistical Package for Social Sciences (SPSS) version 24. Descriptive statistics were used 

to describe the prevalence of IPV and sociodemographic characteristics of the study participants 

in percentages and frequencies. Binary logistic regression model, with bivariate and multivariate 

analyses was used to verify association of each independent variable with the dependent variable. 

In the modeling process, first bivariate logistic regression analysis was performed to detect the 

association of each independent variable with the dependent variable using crude odds ratio 

(COR), 95% confidence interval (CI) and P-values. Then, all independent variables with P-

values≤ 0.25 in the bivariate analysis were selected and entered in the multivariate logistic 

regression analysis, while independent variables suspected for collinearity/multicollinearity 
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(coefficients=0.8) with other variables were excluded (70). Finally, in the multivariate logistic 

regression analysis the strength of associations of each independent variable with the dependent 

variable was verified using adjusted odds ratio (AOR) and 95% CI. Associations were declared 

significant at P-value < 0.05. 

3.13. Ethical consideration 

Ethical clearance and approval was obtained from Institutional Review Board of Institute of 

Health Science and Medicine, College of Health Science, Debre Berhan University; which was 

further communicated to zonal and town health department/offices, and to the selected Kebele 

administrations. A verbal consent was obtained from each participant woman. The names of the 

study participants were not taken, all the necessary data was collected and registered based on 

unique codes of women given by the study, and thus all information was kept confidential. 
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4. Result 

4.1. Sociodemographic characteristics of the study participants 

A total of 796 women successfully participated in the study, giving a response rate of 98.4%. Of 

the 796 study participant women 332 (41.7%), 368 (46.2%) and 96 (12.1%) were in the age of 18 

to 28, 29 to 38, and 39 to 45 years, respectively. Age of the male partners of the study participant 

women ranged from 20 to 68 years. About 115 (14.4%) of the women, and 77 (9.7%) of the male 

partners were illiterate. The majority of the study participant women 584 (73.4%) were married, 

676 (84.9%) had at least one child, and 681 (85.6%) were living in urban kebeles (Table-3). 

Table 3-Sociodemographic characteristics of the study participant women, and their male 

partners and family in Debre Berhan town, Ethiopia, 2021 (n=796) 
Variable Category Frequency Percent 

Age of woman in years 18 to 28 332 41.7 

29 to 38 368 46.2 

39 to 45 96 12.1 

Woman education No formal education 115 14.4 

Primary education 216 27.1 

Junior-education 145 18.2 

Secondary education 139 17.5 

Diploma and above 181 22.7 

Woman occupation Farmer 14 1.8 

Manual worker 87 10.9 

Housewife 335 42.1 

Trader/Pettit-trade 210 26.4 

Govt/NGO employee 150 18.8 

Woman religion Orthodox 622 78.1 

Muslim 126 15.8 

Others 48 6.0 

Relationship status Married 584 73.4 

Unmarried 212 26.6 

Residence 

 

Rural kebeles 115 14.4 

Urban kebeles 681 85.6 

Age of male partner in years 20 to 30 246 30.9 

31 to 40 402 50.5 

41 to 68 148 18.6 

Male partner education No formal education 77 9.7 

Primary education 199 25.0 

Junior-education 123 15.5 

Secondary education 149 18.7 

Diploma and above 248 31.2 

Male partner occupation Farmer 71 8.9 

Manual worker 182 22.9 

Trader/Pettit-trade 227 28.5 

Govt/NGO employee 316 39.7 

Family size 3 and below 265 33.3 

4 to 5 300 37.7 

6 and above 231 29.0 

Presence of children Yes 676 84.9 

No 120 15.1 
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4.2. Prevalence of intimate partner violence among the study participants 

Among the total 796 study participant women of reproductive age in Debre Berhan town, 337 

(42.3%) were experiencing at least one type of violence by an intimate partner during the Covid-

19 pandemic (Table-4). The prevalence of any form of intimate partner violence against women 

of reproductive age during the Covid-19 pandemic was 44 (38.3%) among women living in rural 

kebeles, and 293 (43%) among women living in the urban kebeles (Table-4). As well, the overall 

prevalence of each of the three types of violence; psychological, physical, and sexual violence 

among the study participant women of reproductive age in Debre Berhan town during the Covid-

19 pandemic was 281 (35.3), 122 (15.3), and 121 (15.2), respectively (Table-4). 

Regarding co-occurrence of two or more types of violence about 72 (9%) of the study participant 

women were experiencing psychological and physical violence, 27 (3.4%) psychological and 

sexual violence, 2 (0.3%) physical and sexual violence, and 43 (5.4%) of the study participants 

were experiencing all types of violence, psychological, physical and sexual violence by an 

intimate partner during the Covid-19 pandemic (Table-4). Whilst, about 193 (24.3%) of the study 

participant women of reproductive age were experiencing only one type of violence (Table-4). In 

more detail, about 139 (17.5%) of the study participants were experiencing only psychological 

violence, 5 (0.6%) only physical violence, and 49 (6.2%) were experiencing only sexual violence 

by intimate partners (Table-4). 

Table 4-The prevalence of intimate partner violence among women of reproductive age in 

Debre Berhan town, Ethiopia, 2021 (n=796) 

Type of violence Total No (%) Residence kebeles P-value 

Rural No (%) Urban No (%)  

Psychological violence only 139(17.5) 22(19.1) 117(17.2) 0.621 

Physical violence only 5(0.6) 0(0.0) 5(0.7) 0.025 

Sexual violence only 49(6.2) 4(3.5) 45(6.6) 0.110 

Psychological + Physical violence 72(9.0) 10(8.7) 62(9.1) 0.886 

Psychological + Sexual violence 27(3.4) 2(1.7) 25(3.7) 0.172 

Physical + Sexual violence 2(0.3) 0(0.0) 2(0.3) 0.157 

Psychological + Physical + Sexual violence 43 (5.4) 6(5.2) 37 (5.4) 0.924 

Overall psychological violence 281(35.3) 40(34.8) 241(35.4) 0.900 

Overall physical violence 122(15.3) 16(13.9) 106(15.6) 0.638 

Overall sexual violence  121(15.2) 12(10.4) 109(16.0) 0.080 

Any IPV (at least one type of IPV) present 337(42.3) 44(38.3) 293(43.0) 0.332 

No type of IPV present 459(57.7) 71(61.7) 388(57.0) 0.332 

Note: IPV=Intimate partner violence. 
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Regarding violence repetition on each participant woman across the depth of the study during the 

pandemic era, among the total of 337 participant women who were experiencing at least one type 

of intimate partner violence (IPV), 16 (4.7%) were experiencing violence three and above times, 

60 (17.8%) of them were experiencing two times, and the remaining 261 (77.4%) of the women 

were experiencing violence only once in the fourteen months this study has addressed (Figure-3). 

 
Figure 3-Repetition of IPV experienced by the study participant women of reproductive 

age in Debre Berhan town, 2021 

The trend of the occurrence of at least one type of IPV among the study participant women of 

reproductive age over the fourteen months prior the data collection during the pandemic varies 

considerably (Figure-4). In the first three months of the pandemic the occurrence of IPV had an 

increasing trend, with 116 of the total 337 victims were experiencing in May 2020, and the least 

occurrences of 1 case of IPV was occurred during March and April 2021 (Figure-4). 

 
Figure 4-Trend of IPV over the fourteen months prior to the data collection among women 

of reproductive age in Debre Berhan town, Ethiopia, 2021 
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4.3. Associated factors for intimate partner violence against women  

4.3.1. Bivariate logistic regression analysis of associated factors for IPV 

The bivariate logistic regression analysis results of the woman related factors of intimate partner 

violence (IPV) among the study participant women of reproductive age in Debre Berhan town 

revealed that variables such as age of woman, woman education status, woman own income, and 

attitude of woman on acceptability of IPV were significantly associated with the presence of any 

IPV, each with a P-value of < 0.05 (Table-5). On the other hand, woman occupation, religion, 

residence, woman access to media, relation, and pregnancy status of woman showed statistically 

insignificant association with the presence of any IPV considering a P-value of < 0.05 (Table-5). 

Table 5-Bivariate logistic regression analysis of the association of woman related factors 

with IPV among women of reproductive age in Debre Berhan town, 2021 (n=796) 

Variable Category  Any IPV COR(95% CI) P-value 

No Fr (%) Yes Fr (%) 

Age of woman in years 18 to 28 209(63.0) 123(37.0) 0.42(0.27, 0.67) 0.000 

29 to 38 210(57.1) 158(42.9) 0.54(0.34, 0.85) 0.008 

39 to 45 40(41.7) 56(58.3) 1 

Woman education No formal educ. 44(38.3) 71(61.7) 7.24(4.25, 12.33) 0.000 

Primary educ. 97(44.9) 119(55.1) 5.50(3.46, 8.74) 0.000 

Junior educ. 75(51.7) 70(48.3) 4.19(2.54, 6.89) 0.000 

Secondary educ. 95(68.3) 44(31.7) 2.08(1.24, 3.49) 0.006 

Diploma & above 148(81.8) 33(18.2) 1 

Woman occupation Farmer 9(64.3) 5(35.7) 0.73 (0.23, 2.27) 0.583 

Manual worker 46(52.9) 41(47.1) 1.17 (0.69, 1.98) 0.571 

Housewife 188(56.1) 147(43.9) 1.02 (0.69, 1.51) 0.911 

Trader/Pettit-trade 131(62.4) 79(37.6) 0.79 (0.52, 1.21) 0.276 

Govt/NGO emp. 85(56.7) 65(43.3) 1 

Woman religion Others 30(62.5) 18(37.5) 0.85 (0.46, 1.55) 0.590 

Muslim 65(51.6) 61(48.4) 1.32 (0.90, 1.94) 0.152 

Orthodox 364(58.5) 258(41.5) 1 

Residence  Rural kebeles 71(61.7) 44(38.3) 0.82(0.55, 1.23) 0.339 

Urban kebeles 388(57.0) 293(43.0) 1 

Relation status Unmarried 118(55.7) 94(44.3) 1.12(0.81,1.54) 0.491 

Married 341(58.4) 243(41.6) 1 

Woman has own income No 203(51.8.) 189(41.2) 1.61(1.21, 2.14) 0.001 

Yes 256(63.4) 148(36.6) 1 

Woman access to media No 33(50.8) 32(49.2) 1.35 (0.82, 2.25) 0.242 

Yes 426(58.3) 305(41.7) 1 

Pregnancy status Pregnant 58(55.2) 47(44.8) 1.12 (0.74, 1.69) 0.589 

Not pregnant 401(58.0) 290(42.0) 1 

Woman attitude on IPV Acceptable 6(24.0) 9(76.0) 4.51(1.78, 11.42) 0.001 

Not acceptable 453(58.8) 328(41.2) 1 

In addition, according to the bivariate logistic regression analysis results of the male partner-

related associated factors, the age male partner, education status of male partner, occupation of 
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male partner, religious belief of male partner, as well as alcohol consumption and smoking habits 

of male partner showed statistically significant associations with the presence of any IPV all with 

a P-value of < 0.05 (Table-6). However, the level of significance of the associations among the 

categories of each of the aforementioned variables showed considerable variations. For instance, 

in the variable referred to as occupation of male partner, manual worker showed significant 

association (P=0.006), while other categories did not. Likewise, in education status of the male 

partner the category secondary education did not showed significant association, while categories 

that are below secondary education had significant associations with the presence of any IPV at a 

significance level of less than 0.05 (Table-6). 

The bivariate logistic regression analysis also showed, the variable male partner own income did 

not showed significant association with the presence of any IPV (Table-6). 

Table 6-Bivariate logistic regression analysis of the association of male partner related 

factors with IPV among women of reproductive age in Debre Berhan town, 2021 (n=796) 

Variable Category  Any IPV COR(95% CI) P-value 

No Fr (%) Yes Fr (%) 

Age of male partner 20 to 30 years 154(62.6) 92(37.4) 0.54(0.36, 0.81) 0.003 

31 to 40 years 235(58.5) 167(41.5) 0.64(0.44, 0.93) 0.020 

41 to 68 years 70(47.3) 78(52.7) 1 

Male partner 

education  

No formal education 25(32.5) 52(67.5) 5.08(2.93, 8.81) 0.000 

Primary education 90(45.2) 109(54.8) 2.96(2.00, 4.38) 0.000 

Junior-education 73(59.3) 50(40.7) 1.67(1.07, 2.63) 0.026 

Secondary education 95(63.8) 54(36.2) 1.39(0.90, 2.14) 0.136 

Diploma and above 176(71.0) 72(29.0) 1 

Male partner 

occupation 

Farmer 37(52.1) 34(47.9) 1.61(0.96, 2.70) 0.074 

Manual worker 93(51.1) 89(48.9) 1.67(1.16, 2.42) 0.006 

Trader/Pettit-trade 128(56.4) 99(43.6) 1.35(0.95, 1.92) 0.090 

Govt/NGO employee 201(63.6) 115(36.4) 1 

Male partner own 

income 

No 23(46.9) 26(53.1) 1.59(0.89, 2.83) 0.119 

Yes 436(58.4) 311(41.6) 1 

Religious belief of 

male partner 

Weak 7(23.3) 23(76.7) 7.36(3.04, 17.78) 0.000 

Medium 255(53.0) 226(47.0) 1.98(1.46, 2.70) 0.000 

Strong 197(69.1) 88(30.9) 1 

Alcoholics habit of 

male partner 

Yes 77(28.8) 190(71.2) 6.41(4.63, 8.88) 0.000 

No 382(72.2) 147(27.8) 1 

Smoking habit of 

male partner 

Yes 20(24.4) 62(75.6) 4.95(2.92, 8.38) 0.000 

No 439(61.5) 275(38.5) 1 

Furthermore, the bivariate logistic regression analyses results of the family-related related factors 

for IPV showed family size, presence of children and number of children had statistically 

significant associations with the presence of any IPV at a P-value of < 0.05 (Table-7). Regarding 

categories of the aforementioned variables having a single child was not significantly associated 
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with the presence of any IPV considering P-value of < 0.05 (Table-7).  Family living together 

and family monthly income in Ethiopian birr (ETB) did not show statistically significant 

associations with the presence of any IPV (Table-7). 

Table 7-Bivariate logistic regression analysis of the association of family related factors 

with IPV among women of reproductive age in Debre Berhan town, 2021 (n=796) 

Variable Category  Any IPV COR(95% CI) P-value 

No Fr (%) Yes Fr (%) 

Family size ≤ 3  179(67.5) 86(32.5) 1 

4 to 5 167(55.7) 133(44.3) 1.66 (1.18, 2.34) 0.004 

≥ 6 113(48.9) 118(51.1) 2.17 (1.51, 3.13) 0.000 

Presence of children Yes 372(55.0) 304(45.0) 2.15 (1.40, 3.31) 0.000 

No 87(72.5) 33(27.5) 1 

Number of children None 87(72.5) 33(27.5) 1 

Single 128(64.3) 71(35.7) 1.46 (0.89, 2.40) 0.132 

2 to 4 238(51.5) 224(48.5) 2.48 (1.60, 3.85) 0.000 

≥ 5 6(40.0) 9(60.0) 3.96 (1.31, 11.98) 0.015 

Extended family living 

together 

Present 211(54.5) 176(45.5) 1.29 (0.97, 1.70) 0.081 

Not present 248(60.6) 161(39.4) 1 

Monthly family income in 

ETB 

≤ 1000 67(56.8) 51(43.2) 0.76 (0.34, 1.70) 0.505 

1001 to 3500 175(59.3) 120(40.7) 0.69 (0.32,1.46) 0.326 

3501 to 6000 138(58.2) 99(41.8) 0.72 (0.34, 1.54) 0.392 

6001 to 10000 64(55.2) 52(44.8) 0.81 (0.36, 1.82) 0.613 

> 10000 15(50.0) 15(50.0) 1 

Note: ETB=Ethiopian birr. 

4.3.2. Multivariate logistic regression analysis of selected risk factors for IPV 

In addition to the bivariate logistic regression analyses shown above, a multivariate logistic 

regression analysis was done for the selected association factor variables for IPV with P-values ≤ 

0.25 in the bivariate analysis. Accordingly, the multivariate logistic regression analysis showed 

that the woman related  factor variables, such as woman education status of no formal education, 

primary education and junior education showed significant associations with the presence of any 

IPV as evidenced in the resulted Adjusted Odds Ratios (AOR) with 95% Confidence Interval (CI) 

with P-values of less than 0.001; [AOR = 3.66; 95% CI (1.91, 6.98)], [AOR = 3.52; 95% CI (2.04, 

6.07)], and [AOR = 3.35; 95% CI (1.87, 6.02)], respectively (Table-8). As well, the risk factor 

variables such as woman own income with [AOR = 1.78; 95% CI (1.24, 2.56); P-value < 0.001], 

woman attitude on IPV acceptance [AOR = 4.02; 95% CI (1.33, 12.14); P-value < 0.05], showed 

significant association with the presence of any IPV (Table-8). 

Likewise, the multivariate logistic regression analyses results showed that the male partner related 

factor variables such as lack of formal education with [AOR = 3.06; 95% CI (1.53, 6.14); P-value 
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< 0.001], weak religious belief with [AOR = 4.17; 95% CI (1.45, 12.03); P-value < 0.001], 

medium level of religious belief with [AOR = 1.64; 95% CI (1.13, 2.39); P-value < 0.05], 

alcoholics habit of male partner with [AOR = 5.91; 95% CI (4.03, 8.67); P-value < 0.001], and 

smoking habit of male partner with [AOR = 2.04; 95% CI (1.10, 3.77); P-value < 0.05], showed 

significant association with the presence of any IPV (Table-8). 

Regarding the family related risk factor variables, the multivariate logistic regression analyses 

results showed that the family size of 4 to 5 members with [AOR = 1.73; 95% CI (1.03, 2.92); P-

value < 0.05], family size of above 5 members with [AOR = 1.83; 95% CI (1.01, 3.39); P-value 

< 0.05], showed significant association with the presence of any IPV (Table-8). In contrast, 

factors such as age of woman, age of male partner, male partner occupation, and presence of 

children did not show significant associations with the presence of any IPV, considering P-values 

of < 0.05; regardless of the level of association each showed in the bivariate analysis (Table-8). 

4.3.3. Analysis of risk factors associated with each of the three type of violence 

In addition to the analyses of the risk factors associated with the presence of any IPV (at least 

one of the three types of violence) as presented above, the present study was also attempted to 

analyze risk factors associated with each of the three types of violence; psychological, physical, 

and sexual violence separately. Given similar statistical procedures were applied. The separate 

analyses results are explicitly annexed as supplementary analyses results (Annex-5).  

At the same time, analyse results for the factors that had significant associations with each type 

of violence are presented in text and a table herewith. Accordingly, education status of woman 

below diploma, woman with the occupation of farmer and housewife, woman with no own 

income, with thought of IPV is acceptable, male partners without formal education, and with 

alcoholics habit were significant predictors of psychological violence (Table-9).  

Likewise, woman with the education of below diploma, without own income, and alcoholics and 

smoking habit of male partners were the significant predictors of physical violence (Table-9). As 

well, woman with junior education, no own income, thought of IPV is acceptable, and no access 

to media, and male partners without formal education, without strong religious beliefs and with 

smoking habit, and larger family sizes were the main predictors of sexual violence (Table-9).   
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Table 8-Bivariate and multivariate logistic regression analysis of association of selected risk 

factors with IPV among women of reproductive age in Debre Berhan town, 2021 (n=796) 
Variable Category  OR (95% CI) 

Crude Adjusted 

Age of woman in years 18 to 28  0.42(0.27, 0.67)** 0.88(0.38, 2.04) 

29 to 38  0.54(0.34, 0.85)** 0.90(0.44, 1.82) 

39 to 45  1 1 

Woman education No formal education 7.24(4.25, 12.33)** 3.66 (1.91, 6.98)** 

Primary education 5.50(3.46, 8.74) )** 3.52(2.04, 6.07)** 

Junior education 4.19(2.54, 6.89) )** 3.35(1.87, 6.02)** 

Secondary education 2.08(1.24, 3.49) )** 1.79(0.97, 3.28) 

Diploma and above 1 1 

Woman has own income No 1.61(1.21, 2.14)** 1.78(1.24, 2.56)** 

Yes 1 1 

Woman access to media No 1.35 (0.82, 2.25) 0.98(0.51, 1.88) 

Yes 1 1 

Woman attitude on IPV Acceptable 4.51(1.78, 11.42)** 4.02(1.33, 12.14)* 

Not acceptable 1 1 

Age of male partner in years 20 to 30  0.54(0.36, 0.81)** 1.03(0.48, 2.21) 

31 to 40  0.64(0.44, 0.93)* 0.88(0.48, 1.61) 

41 to 68  1 1 

Male partner education status No formal education 5.08(2.93, 8.81)** 3.06(1.53, 6.14)** 

Primary education 2.96(2.00, 4.38)** 1.46(0.85, 2.50) 

Junior education 1.67(1.07, 2.63)* 0.93(0.51, 1.68) 

Secondary education 1.39(0.90, 2.14) 0.91(0.52, 1.61) 

Diploma and above 1 1 

Male partner occupation Farmer 1.61(0.96, 2.70) 0.50(0.24, 1.02) 

Manual worker 1.67(1.16, 2.42)** 0.95(0.56, 1.62) 

Trader/Pettit-trade 1.35(0.95, 1.92) 0.76(0.48, 1.22) 

Govt/NGO employee 1 1 

Male partner has own income No 1.59(0.89, 2.83) 1.82(0.85, 3.92) 

Yes 1 1 

Religious belief of male partner Weak 7.36(3.04, 17.78)** 4.17(1.45, 12.03)** 

Medium 1.98(1.46, 2.70)** 1.64(1.13, 2.39)* 

Strong 1 1 

Alcoholics habit of male partner Yes 6.41(4.63, 8.88)** 5.91(4.03, 8.67)** 

No 1 1 

Smoking habit of male partner Yes 4.95(2.92, 8.38)** 2.04(1.10, 3.77)* 

No 1 1 

Family size 3 and below 1 1 

4 to 5 1.66 (1.18, 2.34)** 1.73(1.03, 2.92)* 

6 and above 2.17 (1.51, 3.13)** 1.85(1.01, 3.39)* 

Presence of children Yes 2.15 (1.40, 3.31)** 1.39(0.74, 2.61) 

No 1 1 

Number of childrena No child 1 - 

Single child 1.46 (0.89, 2.40) - 

2 to 4 children 2.48 (1.60, 3.85)** - 

≥ 5 children 3.96 (1.31, 11.98)* - 

Extended family living together Present 1.29 (0.97, 1.70) 1.05(0.70, 1.59) 

Not present 1 1 

Note: *=significant at P<0.05, **=significant at P<0.01, a=variable/s not included in the multivariate 

analysis due to collinearity with other variable/s, IPV=Intimate partner violence, OR=Odds ratio. 
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Table 9-Bivariate and multivariate logistic regression analysis of association of factors with 

each type of IPV among women of reproductive age in Debre Berhan town, 2021 (n=796) 
Variable Category Violence P-

value 

COR(95%CI) P-

value 

AOR(95%CI) 

No Yes 

Psychological violence 

Woman education No formal education 59 56 0.000 5.66(3.25, 9.84) 0.001 3.26(1.66,6.38) 

Primary educ. 109 107 0.000 5.85(3.57, 9.59) 0.000 4.92(2.73,8.87) 

Junior educ. 89 56 0.000 3.75(2.20, 6.39) 0.000 3.28(1.76,6.13) 

Secondary educ. 103 36 0.011 2.08(1.19, 3.66) 0.028 2.07(1.08,3.96) 

Diploma & above 155 26 1  1  

Woman occupation Farmer 13 1 0.066 0.15(0.02, 1.14) 0.001 0.02(0.01,0.20) 

Labor  worker 51 36 0.303 1.33(0.77, 2.29) 0.052 0.47(0.22,1.01) 

Housewife 213 122 0.710 1.08(0.72, 1.62) 0.004 0.38(0.20,0.74) 

Trader/petit-trade 140 70 0.792 0.94(0.61, 1.47) 0.373 0.77(0.44,1.36) 

Govt/NGO employee 98 52 1  1  

Own income of woman No 280 124 0.006 1.51(1.13, 2.02) 0.000 2.79(1.71,4.56) 

Yes 235 157 1  1  

Male partner education No formal education 34 43 0.000 3.56(2.09, 6.06) 0.033 2.13(1.06,4.28) 

Primary educ. 109 90 0.000 2.33(1.56, 3.46) 0.639 1.14(0.66,1.99) 

Junior educ. 86 37 0.432 1.21(0.75, 1.95) 0.316 0.73(0.39,1.35) 

Secondary educ. 103 46 0.317 1.26(0.80, 1.97) 0.427 0.79(0.43,1.42) 

Diploma & above 183 65 1  1  

Alcoholics habit of male 

partner 

Yes 98 169 0.000 6.42(4.64, 8.88) 0.000 6.31(4.30,9.27) 

No 417 112 1  1  

Physical violence 

Woman Education  No formal educ. 92 23 0.000 8.80(3.24,23.91) 0.007 4.49(1.52,13.31) 

Primary educ. 169 47 0.000 9.79(3.80,25.21) 0.001 5.66(2.05,15.65) 

Junior educ. 117 28 0.000 8.42(3.16,22.44) 0.001 6.17(2.15,17.70) 

Secondary educ. 120 19 0.001 5.57(2.03,15.33) 0.002 5.44(1.85,16.00) 

Diploma & above 176 5 1  1  

Own income of woman No 323 69 0.080 1.42(0.96,2.09) 0.020 1.76(1.09, 2.84) 

Yes 351 53 1  1  

Alcoholics habit of male 

partner 

Yes 177 90 0.000 7.90(5.09,12.24) 0.000 5.58(3.46, 8.99) 

No 497 32 1  1  

Smoking habit of male 

partner 

Yes 42 40 0.000 7.34(4.50,11.99) 0.000 4.46(2.51, 7.95) 

No 632 82 1  1  

For Sexual violence 

Woman  Education No formal educ. 87 28 0.000 4.53(2.20, 9.35) 0.194 1.77(0.76, 4.17) 

Primary educ. 180 36 0.003 2.82(1.42, 5.59) 0.377 1.43(0.65, 3.13) 

Junior educ. 115 30 0.000 3.67(1.81, 7.47) 0.005 3.19(1.42, 7.14) 

Secondary educ. 124 15 0.188 1.70(0.77, 3.77) 0.447 1.41(0.58, 3.44) 

Diploma & above 169 12 1  1  

Own income of woman No 355 49 0.015 1.63(1.10, 2.42) 0.001 2.21(1.37, 3.57) 

Yes 320 72 1  1  

Women access to media No 47 18 0.004 2.34(1.31, 4.18) 0.007 2.83(1.33, 6.02) 

Yes 628 103 1  1  

Attitude of women on 

IPV 

Acceptable 13 12 0.000 5.61(2.49,12.61) 0.000 7.35(2.76,19.62) 

Not acceptable 662 109 1  1  

Male partner Education No formal educ. 50 27 0.000 7.34(3.72,14.47) 0.000 4.90(2.13,11.25) 

Primary educ. 162 37 0.000 3.10(1.69, 5.70) 0.387 1.40(0.65, 3.02) 

Junior educ. 105 18 0.018 2.33(1.16, 4.70) 0.759 1.14(0.50, 2.60) 

Secondary educ. 127 22 0.012 2.35(1.21, 4.60) 0.419 1.39(0.63,3.08) 

Diploma & above 231 17 1  1  

Religious belief of male 

partner 

Weak 19 11 0.000 6.92(2.93,16.37) 0.018 3.41(1.24, 9.37) 

Medium 393 88 0.000 2.68(1.64, 4.38) 0.001 2.46(1.42, 4.29) 

Strong 263 22 1  1  

Smoking habit of male 

partner 

Yes 53 29 0.000 3.70(2.24, 6.12) 0.003 2.48(1.35, 4.55) 

No 622 92 1  1  

Family size ≤ 3 237 28 1  1  

4 to 5 254 46 0.095 1.53(0.93, 2.53) 0.039 2.08(1.04, 4.17) 

≥ 6 184 47 0.003 2.16(1.30, 3.59) 0.003 3.01(1.44, 6.29) 
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5. Discussion 

Investigation of the prevalence and associated   factors of intimate partner violence (IPV) against 

women of reproductive age in various localities of a given country, particularly during 

emergency situations including pandemics, is vital for intervention strategies. Accordingly, the 

present study assessed the prevalence and associated factors of IPV against women of 

reproductive age in Debre Berhan town during the Covid-19 pandemic. 

The present study revealed a high overall prevalence of IPV (42.3%) among the study participant 

women of reproductive age in Debre Berhan town, during the Covid-19 pandemic. This figure 

was significantly higher than the overall prevalence of IPV (24.6%) revealed by a previous study 

which was conducted in Aksum town, Ethiopia during the Covid-19 pandemic (20). This finding 

was also significantly higher compared with 29%, 30%, 37.1%, and 37.5% lifetime prevalence of 

IPV among women of reproductive age reported in Amhara region (29), at nationwide (30), in 

Debre Tabor town (47), and in Ofla district Tigray (22), respectively; before the pandemic. The 

present finding was equivalent with the overall prevalence of 40-50% IPV in Brazil during the 

Covid-19 pandemic (25), and 48% lifetime IPV prevalence in Saudi Arabia (43), and 40.9-45.2% 

in Zimbabwe (46). The disparities observed in overall prevalence of IPV among studies might be 

due to variations in sociodemographic characteristics of the study participant women, education 

status of the male partners, addiction status of male partner, family related risk factors, duration 

of data collection periods, and variations in reactions of the communities to the pandemic. 

Besides, the present study revealed highest prevalence of psychological violence (35.3%) of all 

the three forms of IPV, followed by physical (15.3%) and sexual violence (15.3%). Regarding 

the ranks within the three types of violence the present study finding was consistent with results 

revealed by previous studies done in Ethiopia and elsewhere (15, 20, 43). Concerning the size of 

in prevalence of each of the three types of violence, psychological, physical and sexual violence; 

the present study finding was higher than the prevalence of IPV in each of the respective type of 

violence revealed by the study which was done in Aksum town, Ethiopia (20), and a study 

conducted in Vitória, State of Espírito Santo, Brazil (15). In contrast to the present findings of 

the prevalence of each of the three types of IPV, higher lifetime prevalence of psychological 

(48.5%), physical (34.8%) and sexual violence (16.8%); was reported by a study which was done 

in Saudi Arabia before the Covid-19 pandemic (43). 
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In addition to the understanding of the overall prevalence of any IPV, as well as each of the three 

types of violence, the systematic investigation of the significant associated factors with the 

presence of IPV is fundamental for enhanced intervention strategies. For that reason, the present 

study was also tried to assess the associated   factors with the presence of any IPV (at least one  

type of violence). 

According to the results of the present study, the women related factors woman education status, 

woman own income, and woman attitude on acceptance of IPV were strongly associated with the 

presence of any IPV among women of reproductive age in Debre Berhan town.   

The chance of having at least one type of IPV was about 3.7 times higher in women who have no 

formal education, 3.5 times higher among women who have primary education, and 3.4 times 

higher among women who have junior education; as each were compared with the women who 

have diploma or above. The present finding on the significant association of lower education 

status of woman with the presence of IPV was consistent with the findings of previous studies 

done in several parts of Ethiopia (29, 30, 48); and elsewhere (15). This might be due to the lower 

awareness of less educated women to refuse IPV and guard themselves by the law or other ways. 

Regarding the other woman related factors that showed significant association with the presence 

of any IPV among the present study participants, the likelihood of experiencing at least one type 

of IPV was about 1.8 times higher among women who reported they lack own income compared 

with the women who reported they have their own income. The present finding on the significant 

association of the lack of own income of woman with the presence of any IPV was consistent 

with findings of previous studies which were done in Ethiopia (30), in Zimbabwe (46), and in 

Brazil (15). This might be due to the fact that women who are economically dependent on male 

partners or not self-reliant have insufficient capacity to defend themselves from such troubles. 

The attitude of women regarding the acceptability of IPV is the most important women related 

risk factor that showed strong significant association with the presence of any IPV. Given that, 

the chance of experiencing at least one type of IPV was about 4 times higher among women who 

reported as IPV is acceptable, compared with those women who reported IPV is not acceptable. 

This finding was in agreement with findings of previous studies which were conducted in women 

of Ofla district (22), and Debre Tabor town, Ethiopia (66), and a study done in Uganda (65). This 

might be related with the fact that women who thought IPV is acceptable are less likely to refuse 
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occurrence of violence against them by male partners, which might further enable male partners 

to view the violence they do against women partners as a normal act rather than a taboo. 

In the same way, the present study revealed the male partner related risk factor variables, such as 

low educational status, poor religious beliefs, alcohol consumption, and smoking habit of male 

partner were significantly associated with the presence of any IPV. 

The odds of having at least one type of IPV was about 3.1 times higher in women whose partners 

have no formal education compared with those women whose male partners have diploma or 

above. The present finding regarding the significant association of lower education status of male 

partner with the presence of IPV against women was in harmony with findings of previous 

studies done in Brazil (15, 67), in Sudan (45), and in Ethiopia (29). This might be due to poorer 

tendency of handling conditions that may lead to violence among less educated male partners. 

The likelihood of experiencing at least one type of IPV was about 4.2 times and 1.6 times higher 

in women whose male partners have weak and medium level of religious beliefs, respectively; as 

each were compared with the women whose male partners have strong religious beliefs. Even if 

there are theoretical frames that showed the connection of the level of religious beliefs with the 

attitude of male partners to take violent actions against women, empirical evidences that reported 

the significance of the association of the variable with the occurrence of IPV are rare. 

The chance of experiencing at least one type of IPV among women whose male partners have 

alcohol consumption habit was about 5.9 times higher as compared with the women whose male 

partners are free of the habit. The present study finding on the significant association of alcohol 

consumption habit of male partners with the presence of IPV against women was consistent with 

previous studies done in Brazil (15, 67), in Nigeria (31), in Sudan (45), and other studies done in 

different parts of Ethiopia (22, 29, 48).  

The odds of having at least one type of IPV in women whose male partners have smoking habit 

was about 2 times higher compared with their counterpart. The present finding on the significant 

association of smoking habit of male partners with the presence of IPV against women was 

consistent with the finding of a previous study done elsewhere (67). The significant associations 

of the above drug use habits of male partners with the presence of any IPV can be explained by 

the effect that the chemicals in the aforesaid drugs can cause on the functioning of the brain of 

users, as well as by the social and economic consequences of drug addiction. 
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Regarding the family related risk factor variables, the present study revealed that family size was 

the only association factor which was significantly associated with the presence of any IPV 

among the present study participant women of reproductive age, in Debre Berhan town during 

the Covid-19 pandemic. 

Accordingly, the chance of having at least one type of IPV was about 1.7 and 1.8 times higher 

among women with family size of 4 to 5 and above 5, respectively; as compared with those with 

family size of less than 4. This finding of the present study can be explained by the resource and 

other economic issues or limitations often linked to large family size, which might aggravate 

occurrence of IPV (47). However, empirical evidences that revealed the significant association of 

the risk factor with the presence of IPV are rare.  
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6. Strength and limitation of the study  

6.1. Strengths  

The following were the strengths of the present study  

 The use of recommended or standardized questionnaire widely applied in various settings 

to collect each of the three types of intimate partner violence against women. 

 The attempt made to specifically assess the prevalence of IPV during the Covid-19 

pandemic rather than the life-time prevalence of IPV among the study participants. 

 The attempt made to assess the prevalence of IPV along the fourteen months the Cvid-19 

pandemic prevails while reactions of the community as well as the government were 

varying noticeably, rather than considering the first three or six months of the occurrence 

of the pandemic. Thus, the timing of this study can provide wider view on the prevalence 

IPV over a longer period the Covid-19 pandemic exists. 

 The inclusion of ever partnered women of reproductive age in the study area rather than 

merely including the ever-married women. 

6.2. Limitations  

The present study has also some limitations. These include 

 Not including qualitative methods that could be triangulated with the present quantitative 

findings, which could increase the chance of having a comprehensive look over potential 

predictors of IPV in the present study area.  

 Not inclusion of other towns of north Shoa zone outside Debre Berhan, which could help 

to have a wider look over the prevalence of IPV at the zonal level. 

 Not considering any other form of gender–based violence against women by any other 

person or by a non-intimate partner. 

 Not including extra risk factor variables that can directly measure the consequences of 

the Covid-19 pandemic on the study participants. For example: the presence of a family 

member infected with the Corona virus. 
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7. Conclusion  

The present study revealed a high overall prevalence of intimate partner violence (IPV), among 

the study participant women of reproductive age in Debre Berhan town during the Covid-19 

pandemic, which evidences a major public health significance that needs critical attention. The 

high overall prevalence of any IPV among the study participants proves that about nine of every 

twenty women of reproductive age in the town are at risk of experiencing at least one of the three 

types of IPV during the Covid-19 pandemic. 

Regarding the prevalence of each of the three types of IPV against women, the present study 

disclosed that psychological violence was the most prevalent type of IPV, followed by physical 

and sexual violence among the study participant women of reproductive age in Debre Berhan 

town during the Covid-19 pandemic. The study showed that about 7 of every twenty women of 

reproductive age in the town are at risk of having psychological violence, about three of every 

twenty women of reproductive age in the town are at risk of having physical violence, and at the 

same time; about three of every twenty women of reproductive age in the town are at risk of 

experiencing sexual violence by an intimate partner during the Covid-19 pandemic. 

Statistical analyses revealed the high prevalence of any IPV among the study participant women 

of reproductive age in Debre Berhan town during the Covid-19 pandemic, was significantly 

associated with multiple risk factors related to woman, male partner and the family. The woman 

related risk factors lower educational status of women, lack of own income and attitude of IPV is 

acceptable; the male partner related risk factors lower educational status of male partners, poor 

religious beliefs, alcohol consumption and smoking habit; and the family related risk factor large 

family size, were the risk factors significantly associated with the presence of any IPV among the 

present study participant women of reproductive age in Debre Berhan town, during the COvid-19 

pandemic. 
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8. Recommendation   

Based on the main findings of the present study the following recommendations have been given 

to the respective bodies. 

Policy makers (both at the regional and national level) 

In making decisions and in planning to tackle the problem of intimate partner violence (IPV) on 

the long run, policy makers should take in to account the need of addressing the main risk factors 

significantly predicting the presence of any IPV. As a result, ways to improve educational status 

of girls (women), empowering women economically, and provision of tailored health education 

programs regarding the miss-thoughts of women such as the attitude of accepting IPV should be 

devised. Policy makers should also make ready ways of identifying and tackling the coexisting 

consequences such as IPV in settings where pandemics are occurring. 

In addition, when ever policy makers are working on future attempts to recover some of the 

social, economical and health impacts of Covid-19 pandemic across communities, they should 

also take into account the high prevalence of IPV against women in different parts of Ethiopia 

including the present study area, Debre Berhan town and the long lasting effect that IPV causes 

on its victims. 

North Shoa Zone Health Department and Debre Berhan town Health Office (Others) 

The north Shoa zone and Debre Berhan town health offices should work in collaboration with 

other sectors that are working in gender related issues in the zone and the town regarding various 

issues related to women empowerment, family planning, and also work towards the diffusion of 

information and concepts on the existing laws which may help the women to protect themselves 

from violence acts of male partners. 

Further researches 

Further researchers should conduct prevalence studies in different localities of the country where 

data regarding the prevalence of IPV and associated risk factors during the current Covid-19 

pandemic is not available. In addition, future researchers should also try to integrate qualitative 

study methods, and more specific variables that can directly measure the impact of the Covid-19 

pandemic (or future pandemics) on each of the study units.  
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10. Annex 

10.1. Annex 1: Information/consent sheet-English version 

Good morning/Afternoon 

My name is Ehitemariyam Tefera, I am post graduate MPH student in Debre Berhan University, 

College of Health Science; Department of Public Health. I am conducting a study to assess the 

prevalence of intimate partner violence and associated factors among women of reproductive age 

in Debre Berhan town during the COVID-19 pandemic. Given that, the result of the study will be 

used to search out some clue on the prevalence of intimate partner violence among women of 

reproductive age in the town during the COVID-19 pandemic and forward recommendation on 

the associated factors, which would help the attempts to be made in alleviating the problem of 

violence against women in general and those by intimate partners in particular. Accordingly, you 

are invited to participate in this study.  

I honestly inform you that, you will not get any risk due to participating in this study, and the 

information you are going to provide will be strictly kept confidential. Your participation in this 

study is completely on voluntary basis, and you can refuse to participate or free to withdraw 

yourself from the study at any time. In that, refusal to participate will not result in loss of any 

other benefits. You should not also tell your name, your family and your partner name. 

Do you understand what has been said to you? If you have questions, you have the right to get 

proper clarification. If you agree to participate, I would like to get some necessary information 

from you. 

Thank you very much! 

 If the woman agrees verbally as follows: “I am well informed about the purpose of this 

study, and aware of my right to leave out at any time during the course of the study 

without having to provide reasons for doing so.”  

 Continue taking the necessary information 

 If the woman doesn’t agree verbally or refuse to continue: 

 Thank again and move to the next. 
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10.2. Annex 2: Information/consent sheet-Amharic version 

ጤና ይስጥልኝ 

እኔ እህተማሪያም ተፈራ እባላላሁ፤ 

በደብረ ብርሃን ዩንቨርሲቲ የማህበረሰብ ጤና የሁለተኛ ዲግሪ ተመራቂ ተማሪ ነኝ፡፡ የመጣሁት በኮቪድ-19 ዓለምአቀፍ 

ወረርሽኝ ወቅት በደብረ ብርሃን ከተማ ውስጥ በሚኖሩ እድሚያቸው ከ 15 ዓመት እስከ 45 ዓመት በሆኑ ሴቶች ላይ በቅርብ 

የወንድ አጋሮቻቸው አማካኝነት የሚደርሰውን የጥቃት መጠን እና ያሉትን ተያያዠ አጋላጭ ሁኔታዎች በተመለከተ ጥናት 

ለማድረግ ሲሆን፤ ከጥናቱ በኋላም ችግሩን ለመቀነስ ሊያግዙ የሚችሉ የመፍትሄ አቅጣጫዎችን ለማስቀመጥ ወይንም ፍንጭ 

ለመስጠት በማመን ነው፡፡ ስለሆነም የእርሶ ተሳትፎ በዚህ ጥናት ላይ ላቅ ያለ ሚና ስለሚኖረው፣ የጥናቱ ተሳታፊ ይሆኑ 

ዘንድ በአክብሮት እጠይቃለሁኝ፡፡ 

በመሆኑም በዚህ ጥናት ላይ በመሳተፍዎ ምንም አይነት ችግር የማያጋጥምዎት መሆኑን እገልፃለሁ፡፡ በዚህ ጥናት ውስጥ 

የሚኖርዎት ተሳትፎ ሙሉ ለሙሉ በርሶ ፈቃደኝነት ላይ የተመሰረተ መሆን ይኖርበታል፡፡ በጥናቱ ላይ ለመሳተፍ ፈቃደኛ 

ካልሆኑ በማንኛውም ሰዓት ማቋረጥ ይችላሉ፡፡ ይህም በመሆኑ ምንም አይነት የሚያጋጥምዎት ችግር አይኖርም፡፡ እንደዚሁም 

ግልፅ ያልሆኑ ጥያቄዎች ቢኖርዎት የመጠየቅና ተገቢውን መልስ የማግኘት መብትዎት የተጠበቀ ሲሆን የተሟላ ማብራሪያም 

ካስፈለገዎ እንዲያገኙ ይደረጋል፡፡ ስለሆነም የራስዎንም ሆነ የቤተሰብዎን እንዲሁም የቅርብ አጋርዎን ስም መናገር 

አይጠበቅብዎትም፤ አይኖርብዎትም፡፡ 

እጅግ በጣም አመሰግናለሁ! 

 ተሳታፊዋ እንደሚከተለው በማለት “ስለጥናቱ በሚገባኝ መንገድ ገለፃ ከተደረገልኝና በጉዳዩ ላይ በአግባቡ 

እንዳስብበት ጊዜ ከተሰጠኝ በኃላ እንደዚሁም ግልፅ ያልሆኑ ነገሮችን የመጠየቅና ከፈለኩም በማንኛውም ጊዜ 

ያለመሳተፍና የማቋረጥ መብቴ የተጠበቀ መሆኑን ጥናቱ ለኔም ሆነ ለማህበረሰቡ የሚሰጠውን ጠቀሜታ በመረዳቴ 

የሚቀርቡልኝን ጥያቄዎች ለመመለስ ፈቃደኝነቴን እገልፃለሁ” የቃል ስምምነት ከሰጡ፤ 

 መረጃ መውሰድ ቀጥሉ 

 ተሳታፊዋ የቃል ስምምነታቸውን ካልሰጡ ወይንም ለመሳተፍ ካልተስማሙ፤ 

 በድጋሚ ያመስግኑና ወደቀጣይ ተሳታፊ  ይሂዱ፡፡ 
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10.3. Annex 3: Questionnaires /English version 

Structured questionnaires 

1. Name of the Kebele: _______________________________ 

2. Participant Woman Code: ___________________________ 

3. Date of data collection: ______/_____/2021 G.C. 

Direction: Please read (self/interviewer) each query carefully and put a tick () mark in the 

space in front of the option that best describes your (the interviewee) opinion, or 

give/write the required information accordingly. 

Part one: Associated factors questions 

I. Women-related factors 

1. Age of woman in years _______________________  

2. Education status of women 

No formal education___________________ Read and write only___________________  

Primary education (grade level) _________  Junior-education (grade level) __________ 

Secondary education (grade level) ________ College Diploma ____________________ 

University Degree_____________________ Above (mention) _____________________ 

3. Occupation of woman 

Farmer_________ Government-employed_____________ NGO-employed_________ 

Merchant_________ Petty trade (Small and micro) _________ Unemployed_________ 

Labor/day labor_____ House wife_____________  State if any others_______________ 

4. Do you have a means of your own income?    Yes _______   No ________ 

5. What is your religion? 

Orthodox________  Muslim________  Protestant_________  Catholic_________  

State if any others____________________________________ 

6. What is your relationship status with your male partner?   Married ____ Unmarried____ 

7. Do you have access to media such as television or Radio?  Yes _______ No ______ 

8. Can you tell your status of pregnancy during the COVID-19 pandemic (i.e. from March 

20/2020 until today)?       Pregnant __________ Not pregnant_____________ 

9. Do you believe that violence against woman by an intimate partner is acceptable? 

Yes_____________    No______________ 
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II. Male partner-related factors 

1. Age of male partner in years _______________________  

2. Education status of male partner 

No formal education___________________ Read and write only___________________  

Primary education (grade level) _________  Junior-education (grade level) __________ 

Secondary education (grade level) ________ College Diploma ____________________ 

University Degree_____________________ Above (mention) _____________________  

3. Occupation of male partner 

Farmer_________ Government-employed_____________ NGO-employed_________ 

Merchant_________ Petty trade (Small and micro) _________ Unemployed_________ 

Labor/day labor____ State if any others_______________________________________ 

4. Does your partner have a means of his own income?   Yes ___________  No __________ 

5. How do you rate the religion belief of your male partner? 

Weak _____________   Medium ______________ Strong ______________ 

6. Does your partner have a habit of alcohol consumption? Yes _______  No ________ 

7. Does your partner have a habit of smoking cigarettes? Yes _______   No ________ 

III. Family-related factors 

1. How many family members are living with you?  

Please, tell the number of your family size______________________________________ 

2. Do you have child/children with your partner?   

Yes ___________  No _______________ 

3. If you have children, how many children do you have?  

Please write the number of your children ______________________________________ 

4. Is/are there any extended family members who are living with you and your partner? 

Yes ________      No __________ 

5. How much is the monthly income of your family in Ethiopian Birr?  

Please indicate your honest estimation in Ethiopian Birr _______________________ 
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Part two: Intimate partner violence questions 

1. Have you ever experiencing any verbal acts such as insults, belittling, humiliation, 

intimidation like destroying things, threats of harm and/or threats to take away children 

by your intimate partner during the COVID-19 pandemic (i.e. from March 20/2020 until 

today)?                                                  

Yes_____________            No______________ 

2. Have you ever experiencing any physical attacks including any acts such as slapping, 

hitting, kicking and beating by your intimate partner during the COVID-19 pandemic (i.e. 

from March 20/2020 until today)?        

Yes_____________   No______________ 

3. Have you ever experiencing any acts including forced sexual intercourse and other forms 

of sexual bullying by your intimate partner during the COVID-19 pandemic (i.e. from 

March 20/2020 until today)?              

Yes_____________   No______________ 

4. If your answer for at least one of the above questions is “YES”, can you remember when 

the violence against you has been occurred?  

Please specify the month and the year by putting a tick () in the respective space given 

in the following table. If the violence have been experienced repeatedly, you can put the 

() mark more than once to show the respective times the violence have been occurred. 

Year 2020 G.C 2021 G.C.  

Month Mar. Apr. May Jun July Aug. Sep. Nov. Oct. Dec. Jan. Feb. Mar. Apr. 

Remark               

Thank you very much! 

--------------------------------------------- END OF QUESTIONS ------------------------------------------ 
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10.4. Annex 4: Questionnaires/Amharic version 

የመረጃ መሰብሰቢያ ጥያቄዎችች 

1. የቀበሌው ስም_________________________ 

2. የተሳታፊዋ መለያ ቁጥር _____________________ 

3. መረጃ የተሰበሰበበት ቀን _________/____________/2013 ዓ.ም 

መመሪያ: እባክዎን ቀጥሎ የቀረቡትን ጥያቄዎች በተገቢው ጥንቃቄ በማንበብ (ለተሳታፊዎች/ለመረጃ ሰብሳቢዎች) የእርሶን 

(ለተሳታፊዎች) የተጠያቂውን (ለመረጃ ሰብሳቢዎች) ሀሳብ/ዝንባሌ/ሁኔታ በትክክል የሚገልጹት አማራጮች ፊትለፊት ይህን 

ምልክት () ያስቀምጡ፤ በተጨማሪም ቀጥተኛ መልስ ለሚያስፈልጋቸው ጥያቄዎች በቀረበው ቦታ ላይ ተገቢውን መልስዎን 

ያስፍሩ፡፡ 

ክፍል አንድ፡ ተያያዠ አጋላጭ ሁኔታዎችን የሚመልከቱ ጥያቄዎች 

I. የተሳታፊዋን ሁኔታዎችን የሚመልከቱ ጥያቄዎች 

1. የተሳታፊዋ ዕድሜ (በዓመት) _______________________________________ 

2. የተሳታፊዋ ትምህርትደረጃ 

መደበኛ ትምህርት ያልተማሩ(ች) _________________________ ማንበብና መፃፍ ብቻ ____________________________________ 

የአንደኛ ደረጃ ትምህርት (የክፍል ደረጃው)__________ቅድመ የሁለተኛ ደረጃ ትምህርት (የክፍል ደረጃው)__________ 

የሁለተኛ ደረጃ ትምህርት (የክፍል ደረጃው)______________________የኮሌጅ ዲፕሎማ__________________________________

 ዩኒቨ ርሲቲ ዲግሪ_________________________ከ ዩኒቨ ርሲቲ ዲግሪ በላይ ከሆነ ይገለጽ___________________________________  

3. የተሳታፊዋ ስራ ምንድን ነው? 

ገበሬ________________የመንግስትሰራተኛ__________________የግልተቀጣሪ_________________________ነጋዴ____________________ 

አነስተኛናጥቃቅን____________________የለኝም ___________________የቀን ሰራተኛ_______________________በሙያ የሚተዳደር 

(አናጺ፣ግንበኛ....)______________________የቤት እመቤት______________________ሌላ ካለ ይገለጽ________________________ 

4. እርስዎ የሚከተሉትን ሀይማኖት (እምነት) ምን እንደሆነ ቢገልፁልን?    

ኦርቶዶክስ ______________________  እስልምና___________________   ፕሮቴስታነት ___________________ 

ካቶሊክ __________________________   ሌላ ካለ ይገለጽ_____________________________________________ 

5. የራስዎ የሆነ ቋሚ የገቢ ምንጭ አለዎት?     

አዎ  ________________________                   የለኝም________________________ 

6. ከወንድ አጋርዎ ጋር ያላችሁን የግንኙነት ደረጃ ቢገልፁ፤ ተጋብታችኋል?  

አዎ ተጋብተናል ______________________                የለም  አልተጋባንም ______________________    

7. በቤትዎ ውስጥ ቴሌቪዥን ወይንም ራዲዮ አለ?     

አለ  ______________________                    የለም_____________________ 
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8. ባለፉት 10 እና 12 ወራት ውስጥ ወይንም አሁን ላይ ነፍሰጡር የነበሩበት/የሆኑበት ጊዜ አለ?  

አዎ ነበርኩኝ  ________________      አዎ ነኝ  ________________      የለም በጭራሽ_____________________ 

9. የወንድ አጋሮች ሴቶች አጋሮቻቸው (ባል ሚሰቱ ላይ እንደ ማለት ነው) ላይ የሚያደርሱት ስነ-ልቦናዊ፣ አካላዊ እና 

ወሲባዊ ጥቃቶች፤ ተቀባይነት አላቸው ችግር ተድርገውም መወሰድ የለባቸውም ብለው ያምናሉ?    

አዎ  ________________         የለም በጭራሽ_____________________ 

II. የቅርብ አጋር ሁኔታዎችን የሚመልከቱ ጥያቄዎች 

1. የወንድ አጋር ዕድሜ ________________________________________________ 

2. የወንድ አጋርዎ የትምህርትደረጃ  

መደበኛ ትምህርት አልተማረም ___________________________ ማንበብና መፃፍ ብቻ ____________________________________ 

የአንደኛ ደረጃ ትምህርት (የክፍል ደረጃው)__________ቅድመ የሁለተኛ ደረጃ ትምህርት (የክፍል ደረጃው)__________ 

የሁለተኛ ደረጃ ትምህርት (የክፍል ደረጃው)______________________የኮሌጅ ዲፕሎማ__________________________________

 ዩኒቨ ርሲቲ ዲግሪ_________________________ከ ዩኒቨ ርሲቲ ዲግሪ በላይ ከሆነ ይገለጽ___________________________________ 

3. የወንድ አጋርዎ ስራ ምንድን ነው? 

ገበሬ____________የመንግስትሰራተኛ__________________የግልተቀጣሪ________________________ነጋዴ_________________________  

አነስተኛ ናጥቃቅን ________________________ የለውም________________________ የቀን ሰራተኛ_____________________________ 

በሙያ የሚተዳደር (አናጺ፣ ግንበኛ.....)_____________________________________ሌላ ካለ ይገለጽ___________________________ 

4. የቅርብ አጋርዎ የራሳቸው የሆነ ቋሚ የገቢ ምንጭ አላቸው?    

አዎ  ________________________                   የላቸውም________________________ 

5. የቅርብ አጋርዎን ሀይማኖት (እምነት) ላይ ያላቸውን አቋም እንዴት ይገልፁታል?    

ደካማ ነው______________________  መካከለኛ ነው___________________   ጠንካራ ነው___________________     

6. የቅርብ አጋርዎ አልኮሆል የመጠጣት ልማድ አላቸው?     

አዎ  ________________________                   የላቸውም________________________ 

7. የቅርብ አጋርዎ ሲጋራ የማጨስ ልማድ አላቸው?     

አዎ  ________________________                   የላቸውም________________________ 

III. የቤተሰብ ሁኔታዎችን የሚመልከቱ ጥያቄዎች 

1. ጠቅላላ የቤተሰብዎን ብዛት ቢገልፁልን? _________________________________________________________________________________ 

2. ከቅርብ አጋርዎ ጋር ልጅ (ልጆች) አፍርታችኋል?  አዎ___________         የለም  ___________        

3. ልጆች ካሏችሁ የልጆቻችሁን ብዛት ቢገልፁልን? ___________________________________________ 

4. በቤተሰብዎ ውስጥ አብረዋችሁ የሚኖሩ የእርስዎ ወይንም የወንድ አጋርዎ ቤተ-ዘመድ የሆኑ አባላት አሉ? 

አዎ___________           የለም  ___________ 

5. የቤተስብዎ ወርሃዊ ገቢ ምንያህል ይሆናል?  እባክዎን በኢትዮጵያ ብር ይግለፁ ______________________________ ኢት. ብር 
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ክፍል ሁለት፡ በቅርብ አጋር የሚፈጸሙ ጥቃቶችን የሚመልከቱ ጥያቄዎች 

1. የኮሮና ቫይረስ (ኮቪድ-19) ዓለምአቀፍ ወረርሽኝ በሀገራችን መከሰቱ ከታወቀበት (ይፋ ከሆነበት) መጋቢት 12 ቀን 

2012 ዓ.ም ጀምሮ ይህ መጠይቅ እስከ ተካሄደበት እለት ድረስ በቅርብ አጋርዎ የተፈጸሙብዎት/የተቃጡብዎት፤ 

ስድቦች፣ ማንቐሸሽ፣ ክብርን የሚነኩ ዘለፋዎች፣ ዛቻ፣ ማመናጨቅ፣ ቁሶችን በማውደም እንዲሁም ልጆችሽን 

እነጥቅሻለሁ በማለት ማስፈራራት እና የመሳሰሉት ዓይነት የቃላት ጥቃቶች አሉ? 

አዎ_____________            የለም______________ 

2. የኮሮና ቫይረስ (ኮቪድ-19) ዓለምአቀፍ ወረርሽኝ በሀገራችን መከሰቱ ከታወቀበት (ይፋ ከሆነበት) መጋቢት 12 ቀን 

2012 ዓ.ም ጀምሮ ይህ መጠይቅ እስከ ተካሄደበት እለት ድረስ በቅርብ አጋርዎ የተፈጸሙብዎት/የተቃጡብዎት፤ 

በጥፊ፣ በእርግጫ እና በቡጢ የመመታት፣ እንዲሁም ፀጉር የመጎትት፣ የመገፍትር፣ ቁስ በመወርወር የመመታት እና 

የመሳሰሉት ዓይነት አካላዊ ጥቃቶች አሉ? 

አዎ_____________            የለም______________ 

3. የኮሮና ቫይረስ (ኮቪድ-19) ዓለምአቀፍ ወረርሽኝ በሀገራችን መከሰቱ ከታወቀበት (ይፋ ከሆነበት) መጋቢት 12 ቀን 

2012 ዓ.ም ጀምሮ ይህ መጠይቅ እስከ ተካሄደበት እለት ድረስ በቅርብ አጋርዎ የተፈጸሙብዎት/የተቃጡብዎት፤ 

በኃይል የተደረገ የግብረ-ሥጋ ግንኙነት፣ ከፍላጎትዎ ውጭ የተደረገ የግብረ-ሥጋ ግንኙነት እና የመሳሰሉት ዓይነት 

ወሲባዊ ጥቃቶች አሉ? 

አዎ_____________            የለም______________ 

4. እላይ ከተራ ቁጥር 1 እስከ 3 ከተገለፁት ሶስት ጥያቄዎች ቢያንስ ለአንዱ ጥያቄ የሰጡት መልስ 'አዎ' ከሆነ ጥቃቱ 

የደረሰቦትን ጊዜ የስታውሱታል? እባክዎን ቀጥሎ በቀረበው ሰንጠረዥ ውስጥ የተገለጹትን ወራት እና ዓመት ላይ 

ይህን ምልክት () በማስቅመጥ ጥቃቱ የደረሰቦትን ጊዜ ይግለፁ፡፡ በተለያየ ጊዜ በተደጋጋሚ የደረሱትን ጥቃቶች 

ለመግለጽ ምልክቱን በተደጋጋሚ የሚመለከተው ጊዜ ላይ መጠቀም ይቻላል፡፡ 

ዓመት 2012 ዓ.ም 2013 ዓ.ም 

ወር መጋቢት ሚያዚያ ግንቦት ሰኔ ሐምሌ ነሃሴ መስከረም ጥቅምት ህዳር ታህሳስ ጥር የካቲት መጋቢት ሚያዚያ 

ምርመራ()               

በጣም አመሰግናለሁ! 

-------------------------------------------------ጥያቄዎቹ ተጠናቀዋል ----------------------------------------------  
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10.5. Annex 5: Supplementary results for analysis of risk factors 

Bivariate and multivariate logistic regression analysis factors for psychological violence 
Variable Category Violence P-

value 

COR(95%CI) P-

value 

AOR(95%CI) 

No Yes 

Age of women in years 18 to 28  232 100 0.001 0.50(0.28,0.72) 0.978 0.99(0.42,2.33) 

29 to 38 234 134 0.026 0.60(0.38, 0.94) 0.960 0.98(0.48,2.02) 

39 to 45 49 47 1 1 

Woman education No formal education 59 56 0.000 5.66(3.25, 9.84) 0.001 3.26(1.66,6.38) 

Primary educ. 109 107 0.000 5.85(3.57, 9.59) 0.000 4.92(2.73,8.87) 

Junior educ. 89 56 0.000 3.75(2.20, 6.39) 0.000 3.28(1.76,6.13) 

Secondary educ. 103 36 0.011 2.08(1.19, 3.66) 0.028 2.07(1.08,3.96) 

Diploma & above 155 26 1 1 

Woman occupation Farmer 13 1 0.066 0.15(0.02, 1.14) 0.001 0.02(0.01,0.20) 

Labor  worker 51 36 0.303 1.33(0.77, 2.29) 0.052 0.47(0.22,1.01) 

Housewife 213 122 0.710 1.08(0.72, 1.62) 0.004 0.38(0.20,0.74) 

Trader/petit-trade 140 70 0.792 0.94(0.61, 1.47) 0.373 0.77(0.44,1.36) 

Govt/NGO employee 98 52 1 1 

Own income of woman No 280 124 0.006 1.51(1.13, 2.02) 0.000 2.79(1.71,4.56) 

Yes 235 157 1 1 

Age of male partner 20 to 30 years 173 73 0.006 0.55(0.36, 0.85) 0.984 0.99(0.45,2.17) 

31 to 40 years 258 144 0.112 0.73(0.50, 1.08) 0.890 0.96(0.52,1.77) 

41 to 68 years 84 64 1 1 

Male partner education No formal education 34 43 0.000 3.56(2.09, 6.06) 0.033 2.13(1.06,4.28) 

Primary educ. 109 90 0.000 2.33(1.56, 3.46) 0.639 1.14(0.66,1.99) 

Junior educ. 86 37 0.432 1.21(0.75, 1.95) 0.316 0.73(0.39,1.35) 

Secondary educ. 103 46 0.317 1.26(0.80, 1.97) 0.427 0.79(0.43,1.42) 

Diploma & above 183 65 1 1 

Male partner occupation Farmer 41 30 0.062 1.65(0.97, 2.80) 0.387 1.38(0.67,2.86) 

Labor  worker 106 76 0.013 1.62(1.11, 2.37) 0.175 1.46(0.85,2.50) 

Trader/petit-trade 149 78 0.368 1.18(0.82, 1.70) 0.548 0.86(0.53,1.40) 

Govt/NGO employee 219 97 1 1 

Own income of male 

partner 

 No 487 260 0.255 1.41(0.78, 2.52) 0.255 1.41(0.78,2.52) 

Yes 28 21 1 1 

Religious belief of male 

partner 

Weak 14 16 0.003 3.14(1.46, 6.75) 0.104 2.18(0.85,5.58) 

Medium 292 189 0.000 1.78(1.29, 2.45) 0.157 1.33(0.90,1.97) 

Strong 209 76 1 1 

Alcoholics habit of male 

partner 

Yes 98 169 0.000 6.42(4.64, 8.88) 0.000 6.31(4.30,9.27) 

No 417 112 1 1 

Smoking habit of male 

partner 

Yes 29 53 0.000 3.90(2.41, 6.29) 0.089 1.64(0.93,2.91) 

No 486 228 1 1 

Family size ≤ 3 199 66 1 1 

4 to 5 185 115 0.001 1.87(1.30, 2.69) 0.127 0.62(0.33,1.15) 

≥ 6 131 100 0.000 2.30(1.57, 3.37) 0.778 1.07(0.68,1.69) 

Presence of children  Yes 418 258 0.000 2.60(1.61, 4.21) 0.137 1.65(0.85,3.20) 

No 97 23 1 1 

Number of children No 97 23 1 - 

Single 142 57 0.060 1.69(0.98, 2.93) - - 

2-4 269 193 0.000 3.03(1.85, 4.94) - - 

≥ 5 7 8 0.006 4.82(1.59,14.65) - - 

Extended family living 

together 

 Yes 233 154 0.010 1.47(1.10, 1.97) 0.180 1.33(0.88,2.03) 

No 282 127 1 1 
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Bivariate and multivariate logistic regression analyses of factors for Physical violence 
Variable Category Violence P-

value 

COR(95% CI) P-

value 

AOR(95% CI) 

No Yes 

Age of women in years 18 to 28  288 44 0.069 0.58(0.32, 1.04) 0.332 1.70 (0.58, 4.97) 

29 to 38 310 58 0.238 0.71(0.40, 1.25) 0.479 1.38(0.56, 3.41) 

39 to 45 76 20 1 1 

Woman Education  No formal educ. 92 23 0.000 8.80(3.24,23.91) 0.007 4.49(1.52,13.31) 

Primary educ. 169 47 0.000 9.79(3.80,25.21) 0.001 5.66(2.05,15.65) 

Junior educ. 117 28 0.000 8.42(3.16,22.44) 0.001 6.17(2.15,17.70) 

Secondary educ. 120 19 0.001 5.57(2.03,15.33) 0.002 5.44(1.85,16.00) 

Diploma & above 176 5 1 1 

Own income of woman No 323 69 0.080 1.42(0.96,2.09) 0.020 1.76(1.09, 2.84) 

Yes 351 53 1  1  

Age of male partner 20 to 30 years 216 30 0.070 0.60(0.34,1.04) 0.512 0.71(0.26, 1.96) 

31 to 40 years 338 64 0.404 0.81(0.50, 1.33) 0.942 0.97(0.44, 2.15) 

41 to 68 years 120 28 1 1 

Male partner Education No formal educ. 57 20 0.001 3.13(1.62, 6.03) 0.096 2.00(0.89, 4.50) 

Primary educ. 160 39 0.005 2.17(1.27,3.74) 0.750 1.12(0.57, 2.18) 

Junior educ. 106 17 0.286 1.43(0.74, 2.76) 0.634 0.83(0.38, 1.81) 

Secondary educ. 128 21 0.228 1.46(0.79,2.72) 0.791 0.91(0.44, 1.88) 

Diploma & above 223 25 1 1 

Religious belief of male 

partner 

Weak 24 6 0.213 1.85(0.70, 4.84) 0.751 0.83(0.27, 2.58) 

Medium 399 82 0.057 1.52(0.99, 2.33) 0.825 1.06(0.64, 1.76) 

Strong 251 34 1 1 

Alcoholics habit of male 

partner 

Yes 177 90 0.000 7.90(5.09,12.24) 0.000 5.58(3.46, 8.99) 

No 497 32 1  1  

Smoking habit of male 

partner 

Yes 42 40 0.000 7.34(4.50,11.99) 0.000 4.46(2.51, 7.95) 

No 632 82 1 1 

Family size ≤ 3  236 29 1 1 

4 to 5 259 41 0.328 1.29(0.78, 2.14) 0.400 1.37(0.66, 2.82) 

≥ 6 179 52 0.001 2.36(1.44, 3.88) 0.027 2.47(1.11, 5.53) 

Presence of children Yes 566 110 0.082 1.75(0.93, 3.29) 0.929 1.04(0.44, 2.44) 

No 108 12 1 1 

Number of children No 108 12 1 1 

Single 178 21 0.875 1.06(0.50, 2.24) - - 

2 to 4 378 84 0.034 2.00(1.05, 3.80) - - 

≥ 5 10 5 0.016 4.50(1.32,15.37) - - 

Extended family living 

together 

Yes 321 66 0.189 1.30(0.88, 1.91) 0.669 1.12(0.66, 1.92) 

No 353 56 1 1 
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Bivariate and multivariate analysis of factors associated with sexual violence 
Variable Category Violence P-

value 

COR(95% CI) P-

value 

COR(95% CI) 

No Yes 

Residence Rural 103 12 0.127 0.61(0.33, 1.15) 0.376 0.71(0.33, 1.53) 

Urban 572 109 1 1 

Age of women in years 18 to 28 287 45 0.050 0.56(0.31,1.00) 0.264 1.77(0.65,4.85) 

29 to 38 313 55 0.104 0.63(0.36,1.10) 0.907 1.05(0.45,2.45) 

39 to 45 75 21 1 1 

Woman  Education No formal educ. 87 28 0.000 4.53(2.20, 9.35) 0.194 1.77(0.76, 4.17) 

Primary educ. 180 36 0.003 2.82(1.42, 5.59) 0.377 1.43(0.65, 3.13) 

Junior educ. 115 30 0.000 3.67(1.81, 7.47) 0.005 3.19(1.42, 7.14) 

Secondary educ. 124 15 0.188 1.70(0.77, 3.77) 0.447 1.41(0.58, 3.44) 

Diploma & above 169 12 1 1 

Own income of woman No 355 49 0.015 1.63(1.10, 2.42) 0.001 2.21(1.37, 3.57) 

Yes 320 72 1 1 

Relation status Married 504 80 0.051 1.51(0.99, 2.29) 0.069 1.60(0.97, 2.65) 

Unmarried 171 41 1 1 

Women access to media No 47 18 0.004 2.34(1.31, 4.18) 0.007 2.83(1.33, 6.02) 

Yes 628 103 1 1 

Pregnancy status Pregnant 85 20 0.240 1.37(0.81, 2.34) 0.328 1.38(0.73, 2.61) 

Not  pregnant 590 101 1 1 

Attitude of women on IPV Acceptable 13 12 0.000 5.61(2.49,12.61) 0.000 7.35(2.76,19.62) 

Not acceptable 662 109 1 1 

Age of male partner 20 to 30 years 220 26 0.005 0.45(0.25, 0.79) 0.050 0.39(0.15, 1.00) 

31 to 40 years 238 64 0.168 0.72(0.44, 1.15) 0.455 0.76(0.36, 1.58) 

41 to 68 years 117 31 1 1  

Male partner Education No formal educ. 50 27 0.000 7.34(3.72,14.47) 0.000 4.90(2.13,11.25) 

Primary educ. 162 37 0.000 3.10(1.69, 5.70) 0.387 1.40(0.65, 3.02) 

Junior educ. 105 18 0.018 2.33(1.16, 4.70) 0.759 1.14(0.50, 2.60) 

Secondary educ. 127 22 0.012 2.35(1.21, 4.60) 0.419 1.39(0.63,3.08) 

Diploma & above 231 17 1 1 

Male partner occupation Farmer 62 9 0.820 1.10(0.50, 2.39) 0.161 0.49(0.18, 1.33) 

Labor worker 152 30 0.134 1.49(0.88, 2.51) 0.554 0.82(0.41, 1.61) 

Trader/Petit-trade 182 45 0.010 1.86(1.16, 2.99) 0.335 1.34(0.74, 2.40) 

Govt/NGO-emp. 279 37 1 1 

Religious belief of male 

partner 

Weak 19 11 0.000 6.92(2.93,16.37) 0.018 3.41(1.24, 9.37) 

Medium 393 88 0.000 2.68(1.64, 4.38) 0.001 2.46(1.42, 4.29) 

Strong 263 22 1 1 

Alcoholics habit of male 

partner 

Yes 205 62 0.000 2.41(1.63, 3.57) 0.067 1.54(0.97, 2.46) 

No 470 59 1 1 

Smoking habit of male 

partner 

Yes 53 29 0.000 3.70(2.24, 6.12) 0.003 2.48(1.35, 4.55) 

No 622 92 1 1 

Family size ≤ 3 237 28 1  1 

4 to 5 254 46 0.095 1.53(0.93, 2.53) 0.039 2.08(1.04, 4.17) 

≥ 6 184 47 0.003 2.16(1.30, 3.59) 0.003 3.01(1.44, 6.29) 

Presence of children Yes 567 109 0.088 1.73 (0.92, 3.25) 0.461 1.40(0.57, 3.45) 

No 108 12 1 1 

Number of children No 108 12 1 - 

Single 174 25 0.490 1.29(0.62, 2.68) - - 

2-4 384 78 0.066 1.83(0.96, 3.48) - - 

≥5 9 6 0.003 6.00(1.82,19.78) - - 

 


