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Abstract
Background: Intimate partner violence (IPV) is a global health problem causing ill health among women
especially of reproductive age. Its global prevalence is estimated to be 30-71%. The prevalence is higher
among African and Asian populations compared to American and European populations. In Uganda, the
prevalence of IPV among women with abortion was 56.4% in 2005. Since then, the Domestic Violence Act
was enacted in 2010; sexual and gender based violence desks initiated in hospitals and a number of
agencies working to prevent violence against women have sprung up. The objective of this study was to
determine the current prevalence and factors associated with IPV among women with abortion at Mulago
National Referral Hospital in Kampala city.

Methods: A hospital based cross-sectional study was conducted over 4 months on 480 women. Data
were collected using an interviewer-administered questionnaire and analyzed using STATA 13.0. Those
variables with a p-value ≤0.05 were considered statistically signi�cant at multi-variate analysis.

Results: The prevalence of IPV among women with abortion was 71.3%. The factors that were
signi�cantly associated with intimate partner violence were: being divorced/widowed/separated (aOR 8.7,
CI 1.1997-38.268, and p-value= 0.004), being never married (aOR 5.5, CI 2.700-11.138, and p-value
<0.001), number of children (aOR 1.2, CI 1.053-1.411 and p-value =0.008) and witnessing abuse as an
adult (aOR 6.1, CI 2.678-13.727, and p-value <0.001).

Conclusion: This study has shown that the prevalence of IPV among women with abortion is still high
despite interventions. More concerted effort needs to be directed toward improving contraceptive services,
marriage and family support systems and community awareness on the effects of IPV on women and
society. 

Plain English Summary
Intimate partner violence (IPV) is a common problem in Uganda contributing immensely to ill health,
especially among women in reproductive age. In this study we set out to determine how wide spread IPV
is and �nd factors leading to its perpetration among women with abortion seeking care at gynaecology
department of Mulago national referral hospital in Kampala, Uganda.

The respondents were interviewed using a face-to-face interviewer administered questionnaire, which had
preset questions about number of children, history of witnessing abuse, marital status, history abortion
among other aspects including demographic and social characteristics.

Out of the 480 participants: 342 had experienced IPV; 308 of these experienced controlling behaviour;
227economic violence; 189 suffered sexual violence; 187 emotional violence; and 150 had survived
physical violence. More than one response was allowed for the different types of IPV.
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The most common factors associated with IPV were: increasing number of children; witnessing violence
as an adult; being divorced, widowed or separated; and being never married. The least common factors
associated with IPV were: witnessing violence as a child; HIV status of partner; and the participants. It is
therefore recommended that Health service providers should improve screening for IPV, access to
contraceptive and family planning, services.

In conclusion: there is still high prevalence of IPV among women with abortion requiring concerted efforts
of all stake holders. The types of IPV perpetrated and associated factors identi�ed will help inform policy
and future research strategies into mechanisms to eradicate IPV.

Background
The term ‘domestic violence’ is used in many countries to refer to intimate partner violence (IPV) but the
term can also encompass child or elder abuse, or abuse by any member of a household (WHO, 2012). IPV
among women refers to any behaviour within an intimate relationship that causes physical (slapping,
hitting, kicking and beating), psychological (insults, belittling, constant humiliation, intimidation, threats
of harm and threats to take away children), sexual harm (forms of sexual coercion) or controlling
behaviours (isolating a person from family and friends; stalking; restricting access to �nancial resources,
employment, education or medical care) to the woman in the relationship (WHO, 2012).

This health problem, contributes to serious gynecologic consequences such as unintended/unwanted
pregnancies, pregnancy complications such as abortions, and sexually transmitted infections including
HIV (WHO, 2013). It also leads to long lasting physical impairment, emotional trauma, chronic health
problems, and even death (American College of Obstetricians and Gynecologists, 2012). It has affected
millions of women irrespective of age, race, religion, sexual orientation, economic status, ethnicity or
educational background (Aston & Bewley, 2009)

Women in violent relationships are unlikely to use contraceptives consistently and end up with
unintended pregnancies. Evidence shows that majority of these unplanned pregnancies end up in unsafe
induced abortions, which lead to multiple complications (García-Moreno, Jansen, Ellsberg, Heise, & Watts,
2005).

Globally, the prevalence of IPV among women of reproductive age ranges from 30–71%, with the highest
�gures recorded among African and Asian countries (WHO, 2013). The main forms of IPV are physical
(13–61%), sexual (6–59%) and psychological/emotional (20–75%) (Garcia-Moreno, Heise, Jansen,
Ellsberg, & Watts, 2005). In Ethiopia, the prevalence of IPV is 54% (Garcia-Moreno et al., 2005). A study
done on male college students in Ethiopia estimated that 15.8% and 16.9% of them had physically and
sexually abused their female partners respectively (Philpart, Goshu, Gelaye, Williams, & Berhane, 2009).

The prevalence of IPV among women with abortion in Uganda was estimated to be 57% in the year 2000
(D Kaye, Mirembe, & Bantebya, 2001). Five years later, the prevalence reduced by 0.6% (D. K. Kaye,
Mirembe, Bantebya, Johansson, & Ekstrom, 2006).
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Since then interventions such as the initiation of sexual and gender based violence (SGBV) desks in the
departments of Obstetrics and Gynaecology and a number of agencies for instance UNICEF, FIDA,
UWONET and Raising Voices have sprung up. In 2010, the Domestic Violence Act was also enacted.

It is not known to what extend these interventions have impacted on the prevalence and factors
associated with IPV among women with abortion in Uganda. Therefore, this study was conducted to
determine the current prevalence and factors associated with IPV among hospitalized women presenting
with abortion at Mulago National Referral Hospital (MNRH). The information obtained from the results of
this study will form a basis for guiding policy and strengthening intervention strategies.

Methods
Study setting

A cross-sectional study was conducted in the emergency gynaecology ward in the department of
Obstetrics and Gynaecology at Mulago National Referral Hospital from November 2016 to February 2017.

On this ward, apart from the management of women with abortion, other services include management
of other gynaecological emergencies such as ectopic pregnancies; HIV testing and counseling, and the
provision of post exposure prophylaxis. This unit also has outpatient clinics for follow-up of patients, as
well as a section for the screening, treating and counseling of survivors of SGBV.

Women with abortions are attended to at the emergency gynaecology ward where initial management is
done. If further inpatient care is required, they are then transferred to general gynaecology ward.

We included women in reproductive age (15 to 49 years) who had been diagnosed with abortion
(irrespective of the type of abortion) at the emergency gynaecology ward of MNRH and consented to
participate in the study. Those between 15 and 18 years were considered emancipated minors, while
women too sick to give consent (comatose) were excluded.

Sample Size

Using the Kish & Leslie (1965) formula, at 10% non-response for prevalence and using Open-Epi with
Fleiss formula at 5% non-response for factors associated with IPV, the sample size was adjusted to 480
participants.

Sampling procedure

Consecutive sampling was used to obtain study participants considering an average of 5–10 abortion
patients admitted every day. Eligible participants were asked to sign or put a thump print on the informed
consent form in order to be recruited into the study.

Study procedure
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A total of 480 women who presented at the emergency gynaecology ward and had been diagnosed with
abortion, either clinically and/or by ultra sound scan were recruited. After undergoing treatment and were
clinically stable, they gave their written- informed consent, after which an interviewer-administered
questionnaire was �lled in by the by principal investigator or research assistant (Appendix1). To ensure
quality control, the research assistants (two senior midwives) were trained on ethical issues and data
collection using the modi�ed UDHS 2011 questionnaire.

Data management and analysis: The data was collected and cross-checked daily to ensure that the
questionnaires where appropriately �lled. The data was entered into Epi-data version 3.1 and analyzed
using STATA version 13.0. The entered questionnaires were then stored in a safe drawer under lock and
key only accessible to the principal investigator.

The prevalence of IPV among women with abortion was calculated as a proportion of the study
participants. The numerator was the number of women with abortion who experienced IPV of any kind
and the denominator was the total number of women enrolled into the study. The different types of IPV
were presented as proportions of the women with abortion. These were then expressed as percentages.

To determine the factors associated with IPV, a series of bivariate and multi-variate logistic regression
analysis were performed and odds ratios with corresponding 95% con�dence intervals were estimated.
During bivariate analysis, factors with p-value of ≤ 0.2 were considered for multivariate analysis. Those
factors with p-value ≤ 0.05 at multivariate analysis were considered statistically signi�cant.

Results

Socio-demographics and behavioral characteristics of the
participants
Our sample consisted of 480 women (Table 1). Over half were urban dwellers 323 (67.3%), aged less than
24 years of age 131 (48.2%), of Bantu tribe 376 (78.3%) and married 338 (70.4%). Majority of the women
had attained a secondary level of education 277 (57.7%). Most women 299 (62.3%) did not know the HIV
status of their partners and majority did not drink nor use recreational drugs. Of those who witnessed
abuse, 368 (76.7%) had witnessed abuse as a child while 408 (85%) witnessed abuse as an adult (Table
2).

Prevalence Of Intimate Partner Violence Against Women
The prevalence of IPV among women with abortion was 342 (71.3%) (Fig. 1). 74 (15.4%) suffered only
one type of IPV, while 86 (25.2%) suffered all 5 types (Table 3). Controlling behaviour and economic IPV
contributed most to intimate partner violence (Table 4). 101 (29.5) % of the women who suffered IPV had
induced the current abortion. 73 (70.2%) of the women who had induced previous abortions suffered IPV.
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The Factors Independently Associated With Ipv
Using logistic regression models, compared to women who were married/living together with their
intimate partners, those that were divorced/widowed/separated were more likely to suffer IPV (OR8.7,95%
CI 1.997–38.268) as well as those who were never married (OR5.5, 95%CI 2.700-11.143). Having more
than one child increased the risk of suffering IPV (OR 1.2, 95%CI 1.053–1.411) as well as witnessing
abuse as an adult (OR 6.1, 95%CI 2.678–13.727).
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Table 1
Demographic characteristics of the participants (n = 480)

Characteristic Frequency (n) Percentage (%)

Age    

15–19 69 14.4

20–24 162 33.8

25–29 137 28.5

30–34 63 13.1

35–39 41 8.5

> 40 8 1.7

Religion    

Catholic 157 32.7

Protestant 105 21.9

Muslim 118 24.6

Pentecostal 58 12.1

SDA 15 3.1

Other 27 5.6

Ethnicity    

Bantu 376 78.3

Non-bantu 104 21.7

Residence    

Urban 323 67.3

Rural 157 32.7

Marital status    

Never married 98 20.4

Married/living together 338 70.4

Divorced/widowed/separated 44 9.2

Type of marriage*    

Monogamous 272 80.5

* Only 338 women participants were married



Page 8/19

Characteristic Frequency (n) Percentage (%)

Polygamous 66 19.5

Employment    

Employment for cash 152 31.7

Employment not for cash 195 40.6

Unemployed 133 27.7

Level of education    

≤ primary education 203 42.3

≥ secondary 277 57.7

* Only 338 women participants were married
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Table 2
Behavioral characteristics of Participants (n = 480)

  Frequency (n) Percentage (%)

Reported HIV status of participant    

Positive 31 6.5

Negative 223 46.5

Unknown 226 47.1

Reported HIV status of intimate partner    

Positive 20 4.2

Negative 161 33.5

Unknown 299 62.3

Alcohol consumption of participant    

Does not drink 447 93.1

Drinks alcohol 33 6.9

Alcohol consumption of intimate partner    

Does not drink 354 73.7

Drinks alcohol 126 26.3

Recreational drug use of participant    

Does not take drugs 478 99.6

Takes drugs 2 0.4

Recreational drug use of intimate partner    

Does not take drugs 474 98.7

Takes drugs 6 1.3

Witnessed abuse as child    

Yes 368 76.7

No 112 23.3

Witnessed abuse as adult    

Yes 408 85.0

No 72 15.0
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Table 3
IPV and types of abortion (n = 480)

  No IPV (%) IPV (%) p-value/Chi2

Type of current abortion    

Spontaneous 130 (94.2) 241 (70.5) < 0.001/31.559

Induced 8 (5.8) 101 (29.5)  

Type of previous abortion*    

Spontaneous 31 (86.1) 31 (29.8) 0.060/3.548

induced 5 (13.9) 73 (70.2)  

* Participants who had previous abortions were 140

Table 4
Proportions of the different types of IPV experienced by

participants (n = 342)
Type of IPV suffered Frequency (n) Percentage (%)

Emotional 187 54.7

Physical 150 43.9

Sexual 189 55.3

Economic 227 66.4

Controlling 308 90.1

*More than one response was allowed
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Table 3
Factors independently associated with IPV at multivariate analysis

Variable aOR 95% CI p-value

Religion      

Catholic      

Protestant 1.6 0.804–2.997 0.190

Muslim 1.1 0.577–1.931 0.860

Pentecostal 1.1 0.517–2.407 0.780

SDA 1.4 0.415–4.967 0.568

Others 0.8 0.286-2.200 0.657

Ethnicity      

Bantu 1    

Non-bantu 0.6 0.374–1.087 0.098

Residence      

Urban 1    

Rural 1.4 0.715–2.635 0.342

Marital status      

Married/living together 1    

Divorced/widowed/separated 8.7 1.997–38.268 *0.004

Never married 5.5 2.700-11.138 *0.000

Number of children 1.2 1.053–1.411 *0.008

Reported HIV status of participant      

Positive      

Negative 0.9 0.263–2.908 0.827

Unknown 0.8 0.246–2.732 0.747

Reported HIV status of intimate partner      

Positive      

Negative 0.4 0.078–1.735 0.206

Unknown 0.7 0.158–2.927 0.605

*Signi�cant
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Variable aOR 95% CI p-value

Alcohol consumption of intimate partner      

Does not drink      

Drinks alcohol 1.7 0.969–3.060 0.064

Witnessed abuse as child      

No      

Yes 0.7 0.318–1.394 0.280

Witnessed abuse as adult      

No      

Yes 6.1 2.678–13.727 *0.000

*Signi�cant

Discussion
The prevalence of IPV among women found in this study was 14.9% higher than that reported in a similar
study in 2005 in the same setting (D. K. Kaye et al., 2006). In the general population by 2012, the
prevalence of IPV among the women of reproductive age was 59.7% (UBOS, 2012). This is much lower
than reported in this study by > 10%.

The higher prevalence in this study could be explained by the number of young women less than 30 years
of age recruited in this study. This age group is more likely to experience IPV due to the social pressures
and stress associated with high unemployment rates in this age group. This correlates with the �ndings
in the general population which shows that most young people under the age of 30 years are unemployed
(UBOS, 2016).

An alternative explanation to this could be improved reporting of IPV in the study site resulting from the
interventions that have taken place over time. The availability of these interventions could have
empowered more women to report IPV.

Another study done in Mbeya, Tanzania found a lower prevalence of IPV among women with abortion
(56%) (Stöckl, Filippi, Watts, & Mbwambo, 2012). This was attributed to under reporting of IPV due to
cultural beliefs in Mbeya and violence against women being considered a norm (Stöckl et al., 2012).

In Bangladesh, three quarters of women in the general population experienced IPV similar to the �ndings
of this study (Silverman, Gupta, Decker, Kapur, & Raj, 2007). The similarity in the �ndings of these two
studies could be because IPV prevention services in the two countries are inadequate. For example, these
services may only be helping to identify the victims and offering psychological support. It could also be
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that services are only helping to improve reporting of IPV but no or little attempt is made to target the
perpetrators as it is known that reporting could be enhanced by services that empower women.

In a WHO multi-country study, the prevalence of IPV among women of reproductive age in the general
population varied from low to high income countries; ranging from 15% in high income to 71% in low
income countries (Garcia-Moreno et al., 2005). This difference in the prevalence of IPV between low and
high income countries could be because of the difference in the quality of preventive services for violence
against women.

Most of the study participants had suffered more than one type of IPV with more than a quarter having
experienced only one type of IPV or all 5 types. The trend in the experience of the different types of IPV
could be an indication that most men have resorted to other means of violence like controlling behaviour,
economic deprivation and emotional violence because these types of violence are di�cult to quantify or
even verify in courts of law. In the study by D. Kaye et al., physical violence was the most common type of
violence among women with abortion (D. K. Kaye et al., 2006). This shift could have arisen as a result of
the fear brought about by the Domestic Violence Act 2010 which stipulates criminal and civil penalties for
violence against women.

Ipv And Abortion
This study showed that more than one third of the study participants who suffered IPV had induced
abortions. This is consistent with the �ndings by D. Kaye et al that showed women with induced abortion
to be more likely to report IPV (D. K. Kaye et al., 2006).

A study in Nigeria also found that women exposed to IPV exhibited a higher likelihood of having a history
of miscarriages and induced abortions (Okenwa, Lawoko, & Jansson, 2011).

Interestingly in this study, nearly three quarters of the women with repeat abortion who reported IPV had
induced abortion. In China, a study on domestic violence against women seeking induced abortion found
that those who suffered IPV had a higher likelihood of reporting repeat abortions (Wu, Guo, & Qu, 2005).

Factors Associated With Ipv
In agreement with the UDHS 2011 report, this study showed that women who were divorced, separated, or
widowed were more likely to report experiencing violence compared to women who are married/living
together with their intimate partners (UBOS, 2012). However, those �ndings contradict some studies
which showed that women who are divorced or separated experienced the least IPV compared to those
who are married/living together (D. K. Kaye et al., 2006). One plausible reason for the difference is the
presence of agencies empowering women who are divorced/widowed/separated and supporting their
cause. This could have led to increased reporting of IPV.
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However, results of this study agreed with those of D. Kaye et al which found that women who were never
married to their partners reported a higher prevalence of IPV compared to those who are married (D. K.
Kaye et al., 2006). An explanation for this �nding could be lack of commitment and emotional bonding in
such a relationship.

It was also found that for every additional child a woman had, she was more likely to suffer IPV (Table 4).
This �nding is similar to that of D. Kaye et al in which violence among women with abortion increased
with parity (Dan Kaye, 2001). A multi-country study similarly showed that a progressive increase in IPV
was linked with increasing number of children (Kishor & Johnson, 2004). This was probably due to a rise
in the socio-economic burden thus escalating stress in the relationship.

Whereas D. Kaye et al found that post-abortion women who had witnessed abuse as a child are more
likely to experience IPV (Dan Kaye, 2001), this study in contrast linked it to witnessing abuse in
adulthood. This is also contrasting to another study done in western Kenya which found that pregnant
survivors of IPV had witnessed maternal abuse in their childhood (Makayoto, Omolo, Kamweya, Harder, &
Mutai, 2013). The reason is probably that the individual grows up in settings where IPV is common and
are therefore exposed to the same cultural environment as their parents or peers experiencing IPV (Rani,
Bonu, & Diop-Sidibe, 2004). For witnessing violence as adults, the reason could be the increasing violence
in Kampala between the police and civilians on streets accompanied by economic stress, as well as
media showing violence in homes on television.

Other documented risk factors for IPV such as younger age (20–29 years), type of marriage, length of
marriage, level of education and unemployment and history of previous abortion, were not found to be
statistically signi�cant.

Study Limitations
Since this study was a cross-sectional, it was di�cult to determine causality. For example it was di�cult
to determine if the risk factor (e.g. being divorced/widowed/separated) was present prior to the IPV or
whether the factor might have been an outcome of the IPV.

Another limitation to this study was selection bias arising from studying only women who presented at
the emergency gynaecological ward. This excluded those who died before reaching the hospital or before
receiving any care; those who never sought care at all or those who sought care in other health units. It
was therefore di�cult to determine the effect of these circumstances on the results of this study.

A short time for the study and limited �nancial resources could not provide for a bigger sample size. This
also restricted us to single Centre-study instead of a multi-Centre which would have made the study
results more generalizable.

Conclusion And Recommendations
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This study has shown that the prevalence of IPV among women with abortion is still high despite the
available interventions. The factors independently associated with IPV were an increasing number of
children, witnessing abuse as an adult and being divorced/widowed/separated and being never married.

It is therefore recommended that there should be commitment from the Ministry of Gender, Labour and
Social Development and the Judiciary to prevent and punish perpetrators of IPV. This should include
development of evaluation and monitoring programs aimed at the primary prevention of IPV. Health
service providers should improve screening for IPV, access to family planning and contraceptive services
and information. Further research studies may help to understand the relationship between IPV and
abortion; the help-seeking behaviour of women survivors of IPV as well as determining the factors for IPV
among perpetrators.
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RA                              Research Assistant

SDGs                          Sustainable Development Goals
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Figure 1

Prevalence of intimate partner violence (n = 480)


