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Abstract
Background: Married women who experience intimate partner violence are less likely to negotiate with their partners on
modern family planning use. This study aimed to assess the in�uence of intimate partner violence on modern family
planning use among married women in Mara region.

Methods: A community based analytical cross-sectional study which included 366 married women in Mara from May to
July 2019. Seven multistage sampling techniques were employed to select the sample size. A structured questionnaire was
used to collect data which were analyzed using SPSS version 20. Binary logistic regression model was applied to determine
the predictors of modern family planning use. P-value less than 0.05 was considered signi�cant.

Results: The overall prevalence of intimate partner violence (IPV) was 73% with 54.1% physical violence, 36.3%
psychological violence and 25.4%, sexual violence. The prevalence of modern family planning (FP) use was 62%, the most
common method practiced by married women was injection (depo Provera) (49.1%). Factors associated with FP use were
physical violence (AOR = 0.32, p = 0.0056), psychological violence (AOR = 0.22, p = 0.0022), religious (AOR = 4.6, p =
0.0085) and availability of preferred FP methods (AOR = 9.27, p<0.0001).

Conclusion: This study shows a positive association between FP use and IPV. Effective intervention is required to increase
modern family plan use and reducing intimate partner violence.  

Introduction
Despite the decrease in the number of maternal deaths for the past decades, nearly 830 women still die every day globally
from the avoidable causes related to pregnancy. In Sub-Saharan Africa alone maternal deaths is alarming high with 542 per
100,000 live births reported in 2017 which are contrasted from developed countries with only 12 maternal deaths per
100,000 livebirths (1). In Tanzania, a slight decrease in maternal deaths was observed from 578 per 100,000 live births in
2013 to 556 in 2016 (4, 13).

Several studies have revealed that, modern family planning (FP) use is a key intervention in averting maternal deaths by
reducing the pregnancy related complications such as lowering the risks of unsafe abortion, prevent unplanned
pregnancies (5–7). Worldwide, the prevalence of FP is 63% among married women aged 15–49 years which is a slight
increase compared to 54% from 57.4% reported in 1990 and 2015 respectively globally (8).

Studies indicated that, 1 in 10 married women globally have unmet need for FP but in Africa is 1 in 5 and this made Africa
to be the highest region with women who have a unmet need for FP (1). Also in Africa, the overall prevalence of FP was
27.6% in women of reproductive age (9). Likewise, in Mara region, modern FP use is still low for example in 2016 the
prevalence was 29% which is lower than other regions of Tanzania for example 52%, 51% and 50% in Lindi, Ruvuma and
Mtwara respectively which was reported in the same year. However, is also lower than the National target of 60% by 2020
(13). In Mara region, about 279 maternal deaths per 100,000 live births were reported from 2015 to 2019 DHIS (2015-20)
which probably could be prevented through FP compliance (10, 11).

Studies have revealed that, IPV is a factor projecting married women inability to negotiate with male partner on modern FP
use and impaired them with physical and psychological in health related decision making (12). Other factors reported were
sociodemographic factors: such as age, residence, employment, and level of education (10, 11). Despite of the government
initiatives to reduce IPV and extend FP services to increase FP use, yet IPV and FP use in Mara region is a health challenge.
Due to limited published facts, particularly in Mara region, this study assessed the in�uence of IPV on modern FP use
among married women in Mara region to clear the contradictory gap exist between the independent and dependent
variables of this study.
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Materials And Methods
Study design and setting It was a community - based analytical cross-sectional study conducted in Mara region from April
to July 2020. The fertility rate in Mara region is 7.1 (NBS, 2016). For example, from 2018-19, women of reproductive age
reported were 454,829 and 515,596 respectively, number of deliveries in 2018-19 were 69,172 and 80,145 respectively. In
2019, the total fertility rate reported in Mara region was 155, which had increased from 152 number of birth per woman in
2018 (DHIS, 2019). Study population This study included all married and cohabiting women aged 15-49 years living in
Mara region. Sample size determination The sample size of 366 married women was calculated using the Cochran formula
(1977) in which 61% proportional of modern FP use (6), and a permissible marginal error of 5% and constant standard
normal variation of 1.96 at 95% con�dence interval were applied in calculating the sample size. Sampling technique A
number of sampling techniques were applied to select the study settings and study population. Mara region was
conveniently selected due to low (29%) prevalence of modern FP use and highest region with IPV 78% practice (13).
Multistage sampling technique was employed to recruit respondents in Mara region from districts to household level. In
each stage of sampling techniques, simple randomly technique was used. Data collection tool and procedure To ensure
reliability of the study, a standardized self-administered questionnaire was adopted from Abdulai (2015) to collect FP
information and regarding IPV questions, a Revised Con�ict Tactics Scale 2 (CTS-2) developed by Straus et al. (1996) with
Alpha value of 0.86, 0.87 and 0.79 for physical violence, sexual violence and psychological violence respectively was used.
Data collection procedure A structured questionnaire was used to collect the related study information from the eligible
respondents during data collection. Based on sensitivity of IPV information which was required from the respondents,
research assistants (female nurses) with counselling skills were purposively selected and trained on full package of the
data collection tool to generate a common understanding for all, their responsibilities during the data collection from April
to July 2020, in the recruited district councils, namely; Butiama, Bunda, Tarime and Serengeti. Measurements of variables
Intimate partner violence (physical, sexual and psychological) as independent variable was measured using Con�ict Tactics
Scale version 2 (CTS-2). All questions used were dichotomous which was coded as 1, if the answer was (Yes) and 0, if the
answer was (No). The IPV was de�ned as 0 if married woman had never experienced any of the three forms of IPV and 1 if
she had experienced at least any of either physical, sexual or psychological. Modern family planning use Modern FP use as
a dependent variable, was measured into two categories; category 1 = No, if never used FP and 2 = Yes, if previously or
current use FP. Data processing and analysis Data analysis software called Statistical Package for Social Sciences (SPSS),
version 20 for analysis. Descriptive analysis was used to analyze sociodemographic data. Chi - square was used to
determine the relationship between the categorical variables. Regression analysis was used to establish association
between variables and data were presented using tables and �gures. We also ran logistic regression model to determine the
association between physical IPV, psychological IPV, sexual IPV and family planning use. Logistic regression model was
controlled for the following covariates: participant’s age, marital status, highest level of education, residence (urban vs.
rural), religion (Roman Catholic or other), occupation, total number of children, years in marriage, monthly income. Both
unadjusted and adjusted odds ration were assessed. A two-tailed p value of less than 0.05 was considered signi�cant.

Results

Sociodemographic characteristics of respondents
A total of 366 married women included in this study were aged between 15–49 years with mean age 30.26 ± 7.128.
Majority 272 (74.3%) residing in rural area. Regarding religion majority of participants 254 (69.4%) were Christians. More
than half of respondents had attained primary school education 197 (53.8%). Over 191 (52.2%) of respondents were
unemployed. Most of them 166 (45.4%) reported to have delivered three to four times, of them 137 (37.4%) had 6–10 years
of the marriage (Table 1).
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Table 1
Sociodemographic characteristics of the respondents (N = 366)

Variable Frequency (n) Percentage (%) Mean ± SD

Age (Years)     2.11 ± 0.815

15–24 85 23.2  

25–34 173 47.3  

35–44 90 24.6  

45–49 18 4.9  

Residence      

Urban 94 25.7  

Rural 272 74.3  

Religion      

No religion 61 16.7  

Christian 254 69.4  

Muslim 51 13.9  

Highest education level      

Informal education 60 16.4  

Primary education 197 53.8  

Secondary education 72 19.7  

College/university 37 10.1  

Occupation      

Employed 26 7.1  

Self employed 149 40.7  

Unemployed 191 52.2  

Number of parities     2 ± 0.561

0 12 3.3  

1–2 101 27.6  

3–4 166 45.4  

5+ 87 23.8  

Number of living children     2 ± 0.475

0 27 7.4  

1–2 133 36.3  

3–4 148 40.4  

5+ 58 15.9  

Years in marriage     2 ± 0.783
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Variable Frequency (n) Percentage (%) Mean ± SD

< 5 93 25.4  

6–10 137 37.4  

> 11 136 37.2  

Monthly income average     1.71 ± 1.033

< 49,000 219 59.8  

50,000–99,000 80 21.9  

100,000–159,000 22 6.0  

> 160,000 45 12.3  

Prevalence of intimate partner violence among married women in Mara region

The overall prevalence of intimate partner violence was 73.2% with 54.1% physical IPV, 25.4% sexual IPV and 36.34%
psychological IPV (Fig. 1).

 

Prevalence of modern family planning use among married women in Mara region

The prevalence of modern FP use among married women was 62.02% (Fig. 2)

 

Types of modern family planning methods used among married women in Mara region

The most common family planning method used was injectable 49.1%, and the least method used was male’s sterilization
0.6% (Fig. 3).

 

Reported barriers to modern family planning use among married women in Mara region

Among the barriers of modern family planning use in this study, 57.4% was due to husband opposition followed by 41.4%
resulting from fear of family planning side effects. The least barrier to using FP among the participants was cultural factors
which accounted for 10% (Fig. 4).

 

Mara region

Proportional exposed to Intimate Partner Violence by age
Women aged 25–34 years were most affected with all the three forms of IPV (physical, sexual and psychological) at 54.9%,
28.3% and 32.4% respectively. Those aged 45 to 49 years were less commonly abused with all three forms of IPV physical,
sexual and psychological (55.6%, 27.8% and 27.8% respectively) (Table 2).
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Table 2
Proportional exposed to intimate partner violence by age (n = 366)

Age category Physical violence Sexual violence Psychological violence

No

n (%)

Yes

n (%)

No

n (%)

Yes

n (%)

No

n (%)

Yes

n (%)

15–24 36 (42.4) 49 (57.7) 71 (83.5) 14 (16.5) 51 (60.0) 34 (40.0)

25–34 78 (45.1) 95 (54.9) 124 (71.7) 49 (28.3) 117 (67.6) 56 (32.4)

35–44 46 (51.1) 44 (48.9) 65 (72.2) 25 (27.8) 52 (57.8) 38 (42.2)

45–49 8 (44.4) 10 (55.6) 13 (72.2) 5 (27.8) 13 (72.2) 5 (27.8)

Factors in�uencing modern FP use among married women in Mara region

After adjusting for factors physical violence, psychological violence, region and availability of FP remained signi�cantly
associated with FP use. Married women who experiencing physical violence were 68% less likely to use FP compared to
those who were not experiencing physical violence (AOR = 0.32, 95% CI: 0.29–3.82, p = 0.006). Those who experiencing
psychological violence were 78% less likely to use FP (AOR = 0.22, 95% CI: 0.08–0.58, p = 0.002). Christian married women
were almost 5 times more likely to use FP compared to those who were non-religious (AOR = 4.61, 95% CI: 1.48–14.41, p = 
0.009). Likewise, Muslim married women were almost 3 times more likely to use FP compared to non-religious married
women (AOR = 2.70, 95% CI: 0.61–12.01, p < 0.000).

Married women who agreed that FP were available were 9 more likely to use FP (AOR = 9.27, 95% CI: 7.15–84.49, p < 0.000).
Married women who reported that FP is expensive were almost 2 times more likely not to use the FP compared to their
counter parts (AOR = 1.7, 95% CI: 0.34–8.2, p = 0.525). Those who had fear of side effect had 55% protective effect against
using FP (AOR = 0.45, 95% CI: 0.19–1.10, p = 0.088). Likewise, those who experiencing husband opposition in using FP were
1 time more likely not to use FP than those who did not (AOR = 1.44, 95% CI: 0.61–3.40, p = 0.412). Those experiencing
religious disapproval were 63% less likely to use FP compared to those who did not experiencing religious opposition (AOR 
= 0.37, 95% CI: 0.13–1.04, p = 0.058) (Table 3).
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Table 3
The association between IPV, other factors and modern FP use (N = 366)

Variable OR 95% CI p value AOR 95% CI p value

Lower Upper Lower Upper

Physical violence                

No       1        

Yes 0.60 0.39 0.92 0.020 0.32 0.29 3.82 0.006

Sexual violence                

No 1       1      

Yes 0.67 0.42 1.08 0.099 1.18 0.42 3.30 0.756

Psychological violence                

No 1       1      

Yes 0.57 0.37 0.88 0.001 0.22 0.08 0.58 0.002

Religion                

No religion 1       1      

Christian 2.02 1.15 3.55 0.015 4.61 1.48 14.41 0.009

Muslim 1.36 0.65 2.88 0.418 2.70 0.61 12.01 0.192

Expenses to purchase FP                

Yes 11.65 2.75 49.34 0.001 1.68 0.34 8.19 0.525

No 1       1      

Availability of FP                

Yes 8.50 5.13 48.63 0.000 9.27 7.15 84.49 0.000

No 1       1      

Pregnancy complications                

Yes 3.44 1.48 7.97 0.004 3.28 0.64 16.79 0.154

No 1       1      

Fear of FP side effects                

Yes 0.48 0.31 0.73 0.001 0.45 0.19 1.10 0.079

No 1       1      

Husband opposition                

Yes 0.67 0.44 1.04 0.073 1.44 0.61 3.40 0.412

No 1       1      

Religious disapproval                

Yes 0.41 0.24 0.69 0.001 0.37 0.13 1.04 0.058

OR = Odds ratio, AOR = Adjusted odds ratio, CI = Con�dence interval
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Variable OR 95% CI p value AOR 95% CI p value

Lower Upper Lower Upper

No 1       1      

OR = Odds ratio, AOR = Adjusted odds ratio, CI = Con�dence interval

Discussion
The �ndings of the current study reveal the relationship between IPV and FP use among married women in Mara region.
The impact of IPV on FP use has been reported to be diverse including unintended pregnancies, low use of FP methods,
social effects and poor health outcomes including HIV infection (15, 16). Additionally, IPV has effect on physical and
psychosocial health outcome (17).

In the current study, the overall prevalence of IPV among married women in the region was 73.2% with physical,
psychological and sexual forms of IPV having prevalence of 54.1%, 36.3% and 25.4% respectively. The prevalence of IPV in
the present study is higher compared to that reported in other studies such as Egypt with IPV prevalence was 29.4% with
26.7% physical, 17.8% psychological and 4.6% sexual violence (18), Nepal overall IPV psychological, physical and sexual
violence was 18.3 %, 15.2 % and 2.3 % respectively among married women (19). In another study conducted in six regions
of Tanzania the overall IPV prevalence among married women was 65% with 34% emotional, 21% sexual and 18% physical
(16).

The �ndings regarding the different forms of IPV in our study, their prevalence was lower as compared to that reported in
Bangladesh in which the prevalence for psychological, sexual and physical forms of violence’s was 77.2%, 58.8% and
44.4% respectively (20). These variation of �ndings observed in the prevalence of IPV, could be contributed by many factors,
for example having outside sexual partners, alcohol use, early marriage, cohabiting, attitudes of supportive wife beating,
experiencing childhood abuse, growing up with domestic violence and experiencing forms of violence in adulthood were
mentioned to increase the risk of IPV practice (21). Likewise, women residing in

urban areas (OR = 1.149, 95% CI = [1.046, 1.262]), having only a primary level education (OR = 1.756, 95% CI = [1.543,
1.999]), being followers of Islam (OR = 1.713, 95% CI = [1.379, 2.126]), and having husbands with no education (OR = 1.422,
95% CI = [1.263, 1.601]) were reported factors of IPV (18).

The overall prevalence of FP use among married women in Mara region was 62.02% and its trends of modern FP use was
47.8% in 2019 and 35.5% from January to March 2020. The current result is higher compared to prevalence of FP use
reported in the study conducted in Ghana 21% (22), in 17 countries in Sub-Saharan Africa 17% (23), in rural Northeastern
Nigeria 26% (24), in Kenya 54% Mochache et al. (25), in Ghana and Ethiopia 34.3%, 31.7% respectively (26, 27) in Pakistan
34% (28). However, the current study prevalence of FP use achieved is above the national target of 60% by 2020 (13).

The prevalence of FP use in our study was low compared to reported prevalence from other studies 80.3%, 75%, 73.8% and
73.9% in United kingdom, Brazil, Uruguay and Ethiopia respectively (1, 29). Partner’s lower level of education, preference to
have children in the future, less number of live children and husband’s approval were cited as reasons for not utilizing
modern family planning (30). The low use of FP was also reported to be associated with discouragement from an intimate
partner and closest friends (31). Another study conducted in 29 low and middle income countries reported similar �nding
that women’s experienced IPV was associated with increased OR of having an unintended pregnancy (95% CI 1.25 to 1.34)
(32).

The �ndings in the current study revealed that commonly modern FP practiced methods among married women were
injectable 49.1%, implants 28.6%, oral pills 24.6%, other methods 16.6%, male condom 6.9%, IUD 6.3%, female sterilization
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3%, male’s sterilization 0.6% and female condom being unutilized 0.00%. The probably reasons of married women
preferring these methods is because have no evidence and this may be accompanied with intimate partner violence existing
in male partners living in Mara region and limits married women to practice the preferred FP methods.

Our study �ndings are similar to the �ndings reported in a study conducted in Ethiopia on predictors of modern family
planning use among married women and revealed that injectable 60.3% was the most common method utilized (33).
However, a study done in India on family planning use among married women found that, female sterilization 45.6% was
the common method utilized followed by IUD 23%, condom 22% and oral pill 9.2% being the least (34). Moreover, a study
done in India assessed knowledge, attitude and practice of FP methods and found that 53% of married women had used
family planning methods with IUD 46% highly utilized, condom 22% and 11% oral pill accounts lowest (35). The probably
reason of most married women in the current study using injectable method of FP could be associated with IPV, since this
method can be used with less detection and it is given on one occasion after every three months, which could explain the
con�dentiality to partners (36). Likewise, low use of condom as a FP method could be due to husband disagreement and
poor women autonomy in making decision regarding use of FP (22, 36).

The �ndings of current study revealed that barriers of using modern family planning were fear health related side effects
from using modern FP methods, husband opposition, family members opposition, cultural and religious factors. These
barriers are also reported from different studies, such as Nigeria and Congo revealed that, fear of FP side effects, religious,
culture, desire many children, opposition from husband and family members and expense for FP services were common
barriers limiting married women to utilize modern FP methods (37, 38). Similarly the study conducted in Tanzania found
that myths and misconceptions, fear of side effects and fear of the possibility of being pregnant during counselling period
on FP use were barriers of using FP methods (31). Furthermore, a study done in Ethiopia had highlighted that, age, women’
education level, power of decision making and monthly income were the positive predictors associated with modern FP use
(33). These dissimilarities observed from different studies may be associated with different sociodemographic factors of
the respondents for example women having good knowledge about the method of family planning was signi�cantly
associated.

We found that physical and psychological abuse were a signi�cant factor associated with low modern FP use among
married women. The reason of low utilization of FP use might be due to male dominance that husbands control their wives
and don’t allow their wives to use modern FP, and also, husbands might do it intentionally because they need more children.
The study results is consistent with a study done in Egypt assessed the effects of married women’s autonomy on utilization
of modern FP methods revealed that, married women who are under the control of male partners are also limited to access
modern FP (39). These �ndings are contrasted with a study done in England and South Asia, which reported that, there is
no relationship between married women experienced IPV and modern FP use (40, 41). The similar �ndings of no
association between IPV and modern FP use were also reported from a study done in Uganda (Kidman & Bertrand, 2015;
Wandera, et al, 2018). This �ndings are contracted with a study done in Tanzania to determine factors in�uencing modern
family planning use among women of reproductive age revealed that, women who made their own decision were more
likely to practice FP methods than those who are not (32; Martin et al., 2019). However, a study conducted by Sebert, Shato,
and Sierra (2019) (42) in Hondras explored the relationship between (IPV), pregnancy intention and FP use. The �ndings
argued that there is no statistical association between intimate partner violence on modern FP use among married women.

The Christian married women were independent factor for practicing modern family planning methods than those the
counterparts. This result is in line with Patton and Dalton (2015) conducted a study in United State of America, in Nigeria
(44) in Rwanda and France assessed the relationship between sociodemographic factors and FP use. The results in current
study was inconsistently that respondents who practice religious were less likely to utilize FP methods (45). The probable
reason of Christian religious being more likely to use FP methods could be the civilization of the importance of child
spacing (46). Likewise, it has been reported by the leaders of Roman Catholic church that Catholics do not have to breed
like a rabbits, however they are allowed to use temporal family planning methods and prohibited from using emergency
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contraception and abortion without exception, even in life threatening of the a pregnant woman (47). Additionally,
Protestantism have been reported to be �exible in using family planning for the sake of family size and the type of
contraceptive use (47).

The �ndings of the current study showed that, respondents were more likely to utilize modern family planning methods if
the preferred FP methods are available in health facilities compared to those respondents who were not able to access the
methods. Similar results were reported in the studies done Ethiopia, Zambia and Burundi (48, 49, 50).

Conclusion And Recommendations
All forms of violence showed signi�cance reduction in the use of modern family planning method, efforts to increase the
use of modern FP should be integrated with women rights and abused women.
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Figure 1

Prevalence of intimate partner violence among married women in Mara region

Figure 2

Prevalence of modern FP use among married women in Mara region
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Figure 3

Types of modern FP methods used among married women in Mara region Reported barriers to modern family planning use
among married women in Mara region
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Figure 4

Reported barriers to modern FP use among married women in Mara region


