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Abstract 

This study assesses the associations between couples' attitudes toward domestic violence and 

reproductive health care use in sub-Saharan Africa. The data used come from demographic and 

health surveys conducted between 2018 and 2024 in twenty-one countries. Reproductive health 

care utilization is measured through contraceptive use, attendance at prenatal care services 

assessment, and assessing the place of delivery. Couples' attitudes toward domestic violence 

are assessed based on the concordance or discordance between women's responses and their 

husbands' responses regarding the rejection of such violence, as this study takes a dyadic 

perspective on attitudes towards domestic violence to analyze reproductive health outcomes. 

Empirically, the multilevel logit model was estimated given the hierarchical structure of the 

data relating to women nested within couples. Estimates results suggest that women living in 

households where both partners jointly reject domestic violence are more likely to attend at 

least four prenatal visits and give birth in a health facility, compared to those living in 

households where both partners jointly justify such violence. Furthermore, rejection of violence 

by the husband alone appears to be a better predictor of contraceptive use. Robustness analysis, 

performed by estimating a logit model and carrying out analyses incorporating a disaggregated 

version of spousal agreement and disagreement towards approval of violence, lead to the same 

conclusions. Thus, in order to increase reproductive health services use, public policies should 

adopt and enforce stricter laws against domestic violence, accompanied by sensitization 

campaigns with the aim of creating awareness targeting couples, with a focus on male partners. 

Keywords : Couples' attitudes, domestic violence, reproductive health care, multilevel logistic 
regression, sub-Saharan Africa.  
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1. Introduction  

Intimate partner violence (IPV) is a public health issue that particularly affects women around 

the world. It encompasses physical, psychological, and sexual abuse inflicted between intimate 

partners (1,2). Globally, it is estimated that 736 million women, or about one in three, aged 15 

or older than that, have experienced physical and/or sexual violence from an intimate partner at 

least once in their lifetime (3). Regional estimates show that South Asia with (35%) and Sub-

Saharan Africa with (33%) have some of the highest rates of domestic violence against married 

or cohabiting women aged 15 to 49 (3). In Sub-Saharan Africa, the prevalence of physical 

and/or sexual violence perpetrated by an intimate partner against women aged 15 and beyond 

during their lifetime is estimated at 31.7% (4). This high prevalence of domestic violence has 

harmful effects on health, as well as intergenerational, economic, and social effects for both 

victims and society (5). In terms of health, women who are victims of IPV are at increased risk 

of unwanted pregnancy, multiple abortions, sexually transmitted infections, difficulties 

accessing contraception, and complications during childbirth (6–8). IPV is also associated with 

mental health problems such as depression and suicide (9,10). 

Several studies have highlighted women's attitudes toward the justification of violence and  

such attitudes could be predicted earlier by their exposure to violence (11–13). Indeed, in many 

societies, gender norms and roles are often the root causes of the acceptance of violence against 

women within the household (14). Patriarchal and cultural norms often attribute to men a power 

of domination over their wives, who are considered intrinsically inferior or subordinate. Based 

on these norms, violence appears to be a means of asserting their authority or reprimanding 

their wives for any behavior that they deem inappropriate (15,16). Furthermore, gender roles 

encourage women to be submissive and accept abuse, while men are socialized to exercise 

dominance and aggression. Women's rejection of domestic violence strengthens their self-

esteem, autonomy, and sense of control over their lives (17,18). Conversely, a tolerant attitude 

on the part of women, who justify violence by their intimate partners, leads to low self-esteem 

and a weak sense of entitlement, which can be a barrier against the use of reproductive health 

services.  

Despite a growing number of studies establishing a link between attitudes toward domestic 

violence and women's ability to access reproductive health services, the majority of these 

studies have adopted an individual-centered approach, focusing primarily on women's 

perceptions of acceptance or rejection of domestic violence (19–21). This analytical framework, 
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although relevant, has neglected couple dynamics and has not explored how shared attitudes 

within the couple influence the use of reproductive health services. Our study enriches this 

literature by adopting a dyadic approach, which jointly examines both partners' attitudes toward 

domestic violence and their impact on the use of reproductive health services. Indeed, some 

recent studies have adopted this dyadic approach to analyze couples' attitudes toward women's 

autonomy and decision-making within the household (22–24). This research has shown that 

agreement between couples on women's decision-making autonomy is positively associated 

with favorable health outcomes, such as contraceptive use (24,25) and access to prenatal care 

(22). 

Our study contributes to this literature by adopting a dyadic perspective on attitudes toward 

domestic violence, particularly with regard to its influence on reproductive health outcomes 

such as contraceptive use, access to prenatal care, and in addition, the use of childbirth care. 

This approach provides a better understanding of how shared attitudes within couples influence 

not only the management of intimate partner violence, but also how couples access reproductive 

health services, which is a crucial aspect for improving public health policies in sub-Saharan 

Africa (26–28). The objective of this research is therefore to assess the associations between 

couples' attitudes toward domestic violence and the use of reproductive health care based on 

data from the most recent demographic and health surveys from 21 countries in sub-Saharan 

Africa. 

The remainder of the paper is structured into five sections : Section 2 presents the literature 

review. The methodology and methods used are presented in Section 3. Section 4 presents and 

discusses the results, and Section 5 concludes the paper. 

2. Lessons from the literature 

Early economic studies on marriage, describe the union as an altruistic institution in which 

spouses allocate their resources to maximize a common family welfare function (29,30). 

However, more recent approaches, notably the bargaining models, challenge this view by 

considering spouses as individuals with distinct interests and preferences who must find a 

compromise or mutual agreement to maintain their stability in a union (31,32). These models 

introduced the concept of the “threat point,” which corresponds to the level of utility that a 

spouse could achieve in the absence of marriage. In this context, domestic violence can appear 

as a strategic tool, often used by the husband, to strengthen his position in negotiations. Some 
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authors argue that non-cooperative models are more appropriate for analyzing the dynamics of 

violence within households (33). According to these models, a woman's level of tolerance for 

violence depends on her bargaining power, which is itself influenced by her own resources, the 

availability of external support (such as shelters or social services), and the possibility of 

divorce. Consequently, the greater a woman's bargaining power, the less likely she is to tolerate 

violence (34). 

Other theories have been used to explain some women's tolerance of domestic violence, 

including social learning theory and feminist theory. Social learning theory, argues that violence 

develops in individuals exposed to a family or community environment where such behaviors 

can be observed and then replicated (35–38). Thus, children who grow up in a violent home, 

for example by seeing their father hit their mother or by being victims of this violence 

themselves, are more likely to adopt the same behaviors as adults. Violence then appears to 

them as a legitimate means of resolving conflicts or imposing control in a relationship. Feminist 

theory, for its part, explains the dynamics of domestic violence in terms of gender-related power 

imbalances (39). It argues that, in a context of patriarchal beliefs, men exercise domination over 

their partners, which is the main source of violence.  

Several studies have examined the link between the incidence of intimate partner violence and 

poor maternal health outcomes (40–45). In contrast, little research has examined the effect of 

women's tolerant attitudes toward domestic violence. Studies conducted in South Asia, notably 

in Bangladesh and Indonesia, have examined the effect of rejection of domestic violence on the 

use of reproductive health services. In Bangladesh, the effect of women’s attitudes toward the 

justification of domestic violence on the use of reproductive health services, including 

contraception, prenatal care, delivery in facilities with a qualified health professional, and 

postnatal care is examined (19). By constructing a composite score categorized into three levels 

of rejection of violence (low, moderate, and high), the authors demonstrate, using multivariate 

regression applied to a sample of 9,632 women, that women who moderately or strongly reject 

domestic violence are more likely to seek prenatal care. In addition, the probability of seeking 

postnatal care and having a skilled birth attendant is higher among those who moderately reject 

violence than among those who strongly reject it. Other authors confirm that Bangladeshi and 

Indonesian women who held a favorable attitude toward domestic violence were less likely to 

attend four or more prenatal visits and to give birth at health centers than those who rejected 

violence (46,47). 
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On a regional scale, this study extends extend the analysis to four South Asian countries, namely 

Afghanistan, Bhutan, Nepal, and Pakistan, using the 2010 and 2015 MICS surveys for a sample 

of 26,029 women in unions (48). By combining a generalized linear random effects model and 

multivariate logistic regression, the findings indicate that women's justification of violence is 

strongly associated with lower use of modern contraceptives, low use of prenatal care, and a 

lower probability of receiving postnatal care. In addition, women who justify violence tend to 

delay their first prenatal visit. In several sub-Saharan African countries, evidence showed that 

women with medium or high levels of justification for domestic violence are less likely to 

receive adequate prenatal care than those with low levels of justification for violence (49). In 

another study of a larger sample of 80,055 women aged 15 to 49 from the 2009 and 2011 MICS 

surveys in seven countries in West and Central Africa, a multinomial logistic regression model 

was used to show that women with low tolerance for domestic violence are less likely to use 

traditional or modern contraceptive methods than those with zero tolerance for violence (20). 

Furthermore, women who are highly tolerant of violence are 28% less likely to use traditional 

contraceptives and 38% less likely to use modern methods. Similarly, in a study conducted in 

East Africa, particularly in Ethiopia, women living in communities where a higher percentage 

of women oppose domestic violence are significantly more likely to use maternal health 

services (50). Furthermore, another study examined the effect of women's attitudes toward 

domestic violence on their reproductive choices using a sample of 17,968 women from 

demographic and health data from eight southern African countries for the period 2011-2018 

(51). The results of the logistic regression showed that women who opposed domestic violence 

were more autonomous in their reproductive decisions, while those who justified domestic 

violence were less autonomous.  

Other recent studies have found no significant association between the justification of domestic 

violence against women and the use of reproductive care. In examining the association between 

women's empowerment and contraceptive use among married mothers in Ethiopia, the authors 

found that women's justification of domestic violence does not significantly influence the use 

of modern contraceptives (52). Thus, although research has already highlighted these 

relationships, much of the literature is based on women's attitudes alone, without taking into 

account the dynamics within the couple. It is precisely this gap that our study seeks to fill by 

adopting a dyadic approach to attitudes toward domestic violence.  
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3. Materials and methods 

Data source  

The data used comes from demographic and health surveys (DHS) conducted in 21 countries 

in sub-Saharan Africa, as these countries have recent data on perceptions of domestic violence. 

For each country, we use data from the latest available survey conducted between 2018 and 

20241. In fact, DHS surveys are household surveys that are representative of the national 

population and include reliable and up-to-date indicators on fertility, family planning, the 

nutritional status of women and children under five, breastfeeding practices, maternal and infant 

mortality, anemia, noncommunicable diseases, women's decision-making power, and domestic 

violence.   

At the end of the survey, eight modules were generated : woman, man, child, birth, household, 

household members, fieldworker, and couple. In this article, the couple module is used insofar 

as the analysis focuses on couples (married or cohabiting) in which each partner answered 

questions about their attitudes toward domestic violence. This module consists of a total sample 

of 69,700 couples. However, with regard to contraceptive use, the sample is limited to couples 

whose women were not pregnant at the time of the survey, for a total of 60,906 couples. With 

regard to the use of maternal health services, the study focuses on women who had given birth 

at least once in the five years prior to the survey, corresponding to a sample of 44,614 couples.  

Measurement of variables 

The dependent variable 

The use of reproductive health care is measured by three variables : contraceptive use, prenatal 

care use, and place of delivery. Contraceptive use is a binary variable that takes the value 1 if 

the woman used a contraceptive method (modern or traditional) and 0 if otherwise. The use of 

prenatal care is a binary variable that takes the value 1 if the woman had at least four prenatal 

visits during her last pregnancy and 0 if otherwise. The place of delivery is measured by a binary 

variable that takes the value 1 when the delivery took place in a health facility (public or private) 

and 0 if otherwise (home).  

 
1The sample includes the following countries: Benin (2017-18), Burkina Faso (2021), Cameroon (2018), Côte 

d'Ivoire (2021), Gabon (2019-2021), Gambia (2019-20), Ghana (2022), Guinea (2018), Kenya (2022), Lesotho 

(2023-24), Liberia (2019-20), Madagascar (2021), Mauritania (2019-21), Mali (2018), Mozambique (2022-2023), 

Nigeria (2018), Rwanda (2019-20), Senegal (2023), Sierra Leone (2019), Tanzania (2022), Zambia (2018). 
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Independent variables  

The variable of interest is couples' attitudes toward domestic violence. This variable measures 

the agreement or disagreement between women and their husbands in rejecting domestic 

violence. In DHS surveys, women and their husbands are asked separate questions about the 

justification or acceptance of physical violence by their spouses against them for the following 

five reasons : the woman goes out without informing her husband ; (ii) the woman neglects the 

children ; (iii) the woman argues with her husband ; (iv) the woman refuses to have sex with 

her husband ; and (v) the woman burns the meal. First, in line with the literature (53,54), we 

create a binary variable for each of the five reasons that takes the value 1 if the woman/husband 

rejects domestic violence and 0 otherwise. Second, we create a composite measure separately 

for women and their husbands by adding the five dichotomous variables. This composite 

measure ranges from 0 to 5, with a value of 0 indicating that the woman/husband justifies or 

accepts domestic violence for all 5 reasons and a value of 5 indicating that the woman/husband 

rejects violence for all 5 reasons.  

The Cronbach's alpha coefficients for the composite measures are 0.87 for women and 0.82 for 

husbands, indicating strong internal consistency and good reliability of these indices. Thirdly, 

we obtain two binary indicators of acceptance of domestic violence at the individual level from 

the composite measures. They take the value 1 for a score of 5 (the woman/husband rejects 

domestic violence for all five reasons) and the value 0 for a score of 0 to 4 (the woman/husband 

justifies or accepts domestic violence for at least one of the five reasons). Fourth, we obtain a 

categorical variable that assesses the concordance and discordance of couples in rejecting 

domestic violence based on the spouses' cross-referenced responses on the justification of 

domestic violence. The different categories are as follows: (i) both spouses justify domestic 

violence (agreement in accepting violence), (ii) only the woman rejects domestic violence 

(disagreement), (iii) only the husband rejects domestic violence (disagreement), and (iv) both 

spouses reject domestic violence (agreement in rejecting violence) (27). The couples' cross-

responses on the justification of violence against women are summarized in Table 1. 

Empirical methods 

We analyze the effect of couples' attitudes toward domestic violence (DV) on the use of 

reproductive health services (RHS) by married or cohabiting women. More specifically, we 

examine whether the type of attitude : rejection by both spouses, rejection by the husband only, 

rejection by the wife only, or justification by both spouses, influences the use of contraceptive 
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methods and prenatal care. Each reproductive health indicator is modeled separately as a binary 

variable. Given the hierarchical structure of the data, with individuals (women) nested within 

couples, we estimate a multilevel logit model, specified as follows :                          ࢚࢏ࢍ࢕࢒ ( ((૚=࢐࢏ࢆ)ࡼ−૚(૚=࢐࢏ࢆ)ࡼ = ࢾ + ࢐࢏ࢅࢽ  + ࢐࢏ࢃ࣐ + ࢐ࣆ +  (1)                 ࢐࢏ࣕ

Where ࢐࢏ࢆ is a binary variable indicating whether woman i belonging to couple j uses a given 

reproductive health care service. The variable ࢐࢏ࢅ is a categorical variable representing the 

couple's attitude toward domestic violence. The vector ࢐࢏ࢃ is a vector of control variables 

including individual characteristics of the woman, namely age, education level, employment 

and characteristics of the couple at the household level (household wealth, place of residence). 

The parameter  ࢐ࣆ  is the fixed effect at the couple level, capturing unobserved heterogeneities 

between couples. The parameter ࣕ࢐࢏ is the error term at the individual level, which is assumed 

to be independently and identically distributed. The term ࢾ is a constant. 

4. Results  

4.1 Results of descriptive statistics 

Table 2 presents the results of descriptive statistics for the variables in the study. It shows that 

among women in a relationship who had at least one pregnancy in the five years prior to the 

survey, 62.73% had at least four prenatal visits during their last pregnancy and 73.31% gave 

birth in a specialized health facility. 

Table 1 : Couples' attitudes toward domestic violence 

Couple's attitude toward domestic 

violence 

Woman's response 

The woman justifies violence   The Woman rejects 

violence 

Husband's 

response 

The husband justifies 

violence 

(A) Agreement : both justify 

domestic violence 

(B) Disagreement : only 

the woman rejects 

domestic violence 

The husband rejects 

violence 

(C) Disagreement : only the 

husband rejects domestic violence 

(D) Agreement : both 

reject domestic violence 

Source : Authors, with reference to Behrman et Frye (2021). 

 With regard to domestic violence, the results show that more than half of the women (57.59%) 

and 76.05% of husbands in the sample reported rejecting domestic violence. Furthermore, 

46.82% of couples agreed in their rejection of DV and 13.18% of couples agreed in their 

acceptance of DV.  
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Regarding individual sociodemographic characteristics, the average age of women is 29. In 

terms of education level, 40.42% of women are not educated, 28.84% have completed primary 

school, 25.89% have completed secondary school, and 4.85% have a higher education degree. 

Approximately 66% of women were reported to have worked in the past 12 months. In addition, 

55.16% of women are exposed to radio, while 45% are exposed to television. 

In terms of couples, the average household size is seven people. The wealth index reveals that 

22.94% of couples are classified as very poor, 21.14% are poor, 19.55% belong to the middle 

class, 19.26% are rich, and 17.11% are considered wealthy. Finally, 63.98% of couples live in 

rural areas, compared to 36.02% in urban areas. 

Table 2: Descriptive statistics 

Variables 
Average 

Standard 

deviation 
Minimum Maximum 

Use of contraceptives (modern or traditional) 

 

No 

Yes 

 

 

0.6161 

0.3839 

 

 

0.4863 

0.4863 

 

 

0 

0 

 

 

1 

1 

Number of prenatal visits  

Less than 04 

At least 04 

 

0.3727 

0.6273 

 

0.4835 

0.4835 

 

0 

0 

 

1 

1 

Place of delivery 

Hospital  

Home 

 

0.2669 

0.7331 

 

0.4423 

0.4423 

 

0 

0 

 

1 

1 

Individual attitude of women toward domestic 

violence (DV)  
    

Woman accepts DV 0.4241 0.4942 0 1 

Woman rejects DV 0.5759 0.4942 0 1 

Individual attitude of husbands toward 

domestic violence (DV) 
    

Husband accepts DV 0.2395 0.4268 0 1 

Husband rejects DV 0.7605 0.4268 0 1 

Couple's attitudes toward domestic violence 

Agreement: both spouses accept violence 

Disagreement: husband rejects violence 

Disagreement: wife rejects violence 

Agreement: both reject violence 

 

0.1318 

0.2922 

0.1077 

0.4682 

 

0.3383 

0.4548 

0.3100 

0.4990 

 

0 

0 

0 

0 

 

1 

1 

1 

1 

Individual-level variables 

Age of the woman 29.45 6.917 15 49 

Woman's education  

None 

Primary 

Secondary 

Higher 

 

0.4042 

0.2884 

0.2589 

0.0485 

 

0.4907 

0.4530 

0.4380 

0.2147 

 

0 

0 

0 

0 

 

1 

1 

1 

1 

Woman worked in past 12 months 

No 

Yes 

 

0.3316 

0.6684 

 

0.4708 

0.4708 

 

0 

0 

 

1 

1 

Exposure to radio      
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No 

Yes 

0.4484 

0.5516 

0.4973 

0.4973 

0 

0 

1 

1 

Exposure to television  

No 

Yes 

 

0.5500 

0.4500 

 

0.4975 

0.4975 

 

0 

0 

 

1 

1 

Couple-level variables (characteristics of the couple or household) 

Household size 6.948 4.433 2 98 

Wealth index  

Very poor 

Poor 

Middle  

Rich 

Very rich 

 

0.2294 

0.2114 

0.1955 

0.1926 

0.1711 

 

0.4204 

0.4083 

0.3966 

0.3943 

0.3766 

 

0 

0 

0 

0 

 

1 

1 

1 

1 

Place of residence 

Urban 

Rural 

 

0.3602 

0.6398 

 

0.4800 

0.4800 

 

0 

0 

 

1 

1 

Source : Authors, based on EDS data from the 21 countries in the study.  

 

Table 3 shows the distribution of explanatory variables according to contraceptive use, 

completion of at least four prenatal visits, and place of delivery (health facility or non-health 

facility). Following the results in the table, It shows that the use of reproductive health care 

varies significantly depending on couples' attitudes toward domestic violence. The proportion 

of couples using contraception is higher among couples who jointly reject domestic violence 

(40.15%), followed by those where only the woman rejects such violence (38.15%) and those 

where the husband alone rejects it (37.55%). Similarly, the proportion of women who have had 

at least four prenatal visits is highest among couples who jointly reject domestic violence 

(67.67%), followed by couples where only the woman expresses this rejection (61.09%) and 

couples where the husband alone rejects it (58.18%). Finally, the proportion of women who 

gave birth in a health facility is highest among couples where both spouses jointly reject 

domestic violence (77.99%), followed by those where only the husband rejects it (70.71%) and 

those where the wife alone expresses this rejection (69.47%).  

In terms of couples, the average household size is seven people. The wealth index reveals that 

22.94% of couples are classified as very poor, 21.14% are poor, 19.55% belong to the middle 

class, 19.26% are rich, and 17.11% are considered wealthy. Finally, 63.98% of couples live in 

rural areas, compared to 36.02% in urban areas. 
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Table 3: Cross-tabulation between the reproductive health services and explanatory variables 

Variables 
Contraception use 

Number of prenatal 

visits 

Place of delivery 

 
No Yes 

Less than 

4 
At least 4 

Home Hospital 

 Proportion Proportion Proportion 

Woman’s attitude toward domestic 
violence (DV)  

    
  

Woman accepts DV 63.67 36.33*** 42.30  57.70 *** 30.88 69.12 *** 

Woman rejects DV 60.21  9.79*** 33.56 66.44 *** 23.60 76.40 *** 

Husband’s attitude toward domestic 
violence (DV) 

    
  

Husband accepts DV 64.36 35.64*** 42.58 57.42 *** 32.67 67.33 *** 

Husband rejects DV 60.80 39.20*** 35.60 64.40 *** 24.81 75.19 *** 

Couple's attitudes toward domestic 

violence 

Agreement: both spouses accept 

violence 

Disagreement: husband rejects 

violence 

Disagreement: wife rejects violence 

Agreement: both reject violence 

66.59 

 

62.45 

 

61.85 

 

59.85 

33.41*** 

 

37.55 

 

38.15 

 

40.15*** 

45.58 

 

40.82 

 

38.91 

 

32.33 

54.42 *** 

 

59.18 *** 

 

61.09 ** 

 

67.67 *** 

34.42  

 

29.29  

 

30.53 

 

22.01 

65.58 *** 

 

70.71 *** 

 

69.47 *** 

 

77.99 *** 

Woman's education  

None 

Primary 

Secondary 

Higher 

 

78.36 

52.02 

50.79 

45.83 

 

21.64 *** 

47.98*** 

49.21*** 

54.17*** 

 

49.21 

38.44 

22.46 

9.83 

 

50.79 *** 

61.56  

77.54 *** 

90.17 *** 

 

39.25 

24.54 

13.74 

3.94 

 

60.75 *** 

75.46 *** 

86.26 *** 

96.06 *** 

Woman worked in past 12 months 

 

No 

Yes 

 

 

67.47 

59.04 

 

 

32.53*** 

40.96*** 

 

 

41.61  

35.12 

 

 

58.39 *** 

64.88 *** 

 

 

27.52 

26.28 

 

 

72.48 *** 

73.72 *** 

Exposure to radio  

No 

Yes 

 

69.98 

55.37 

 

30.02 *** 

44.63 *** 

 

43.03 

32.59 

 

56.97 *** 

  67.41 *** 

 

34.34 

20.47 

 

65.66 *** 

79.53 *** 

Exposure to television  

No 

Yes 

 

67.02 

55.71 

 

32.98 *** 

44.29 *** 

 

45.10  

27.70 

 

54.90 *** 

72.30 *** 

 

37.10 

13.96 

 

62.90 *** 

86.04 *** 

Wealth index  

Very poor 

Poor 

Middle  

Rich 

Very rich 

 

   74.01 

  66.99   

60.06 

54.33 

52.45 

 

25.99 *** 

33.01 *** 

  39.94 ** 

45.67 *** 

47.55 *** 

 

51.47 

44.32 

37.35 

29.68 

  17.97 

 

48.53 *** 

55.68 *** 

62.65 

70.32 *** 

82.03 *** 

 

45.77 

34.64 

25.43 

14.33  

6.64 

 

54.23 *** 

65.36 *** 

74.57 *** 

85.67 *** 

93.36 *** 

Place of residence 

Urban 

Rural 

 

58.39 

63.60 

 

41.61 *** 

36.40 *** 

 

25.47 

43.91 

 

74.53 *** 

56.09 *** 

 

12.27 

34.81 

 

87.73 *** 

65.19 *** 

 Mean Mean Mean 

Age of the woman 
31.98 31.84** 29.319 29.576*** 

29.27

0 

29.558*** 

Household size 7.13 6.37*** 7.298 6.962*** 7.402 6.970*** 
Source: Authors, based on EDS data from the 21 countries in the study.  

Note: Stars indicate significance levels for Chi-square and Student’s t-tests: *** p<0.01, ** p<0.05. 
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The use of contraceptive methods, attendance at least four prenatal visits, and delivery in a 

health facility are also significantly associated (at the 1% threshold) with demographic and 

socioeconomic variables such as age, household size, educational attainment, occupational 

status, wealth index, place of residence, and exposure to media (radio and television). 

4.2 Econometric results  

Associations between couples' attitudes toward violence and the use of reproductive health 
care   

Table 4 shows that couples' attitudes toward domestic violence are significantly associated (at 

the 1% or 5% threshold) with the use of reproductive health services. Taking as a reference 

couples in which both spouses accept violence, the results indicate that disagreement between 

partners (where only the husband rejects violence) significantly increases the probability that 

the woman will use a contraceptive method (traditional or modern) by 2.63%, that she will 

attend at least four prenatal visits by 2.17%, and the probability of giving birth in a health 

facility by 2.01%. These results highlight the central role of male partners in the use of 

reproductive health services through their rejection of domestic violence. On the other hand, 

when only the woman rejects violence, the effect is weaker on the use of contraceptive methods 

(2.33%) or insignificant for giving birth in a health facility, with the exception of attending four 

prenatal visits, the probability of which increases by 2.80%. Mutual rejection of domestic 

violence by both spouses is associated with a 4.32% increase in the probability of having at 

least four prenatal visits and a 3.09% increase in the probability of giving birth in a health 

facility.  

When comparing the effects of different categories of couples' attitudes toward domestic 

violence on reproductive health service use indicators, the results show that, for contraceptive 

use, rejection of violence by the husband alone has a slightly stronger effect than that observed 

when only the woman rejects violence, with an increase in probability of 2.63% versus 2.33%, 

respectively. With regard to attending at least four prenatal visits, the results show that the 

greatest effect is observed when both partners jointly reject domestic violence. However, the 

individual attitude of women who reject domestic violence on their own also has a significantly 

greater effect than that of husbands who reject violence on their own. With regard to giving 

birth in a health facility, the results indicate that the highest effect is observed when both spouses 

jointly reject domestic violence. In addition, the individual attitude of spouses when they reject 

domestic violence alone has a significant effect, unlike the rejection of violence by the woman 

alone.  
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Table 4: Marginal effects of couples' attitudes toward domestic violence on the use of 
reproductive health services: Results of the multilevel logit model 
Variables  

  

Use of 

contraceptive 

methods 

At least four 

prenatal visits 

Delivery in a 

health facility 

Couple's attitudes toward domestic violence 

(Reference=Agreement: both spouses accept 

violence)  

 

Disagreement: Husband rejects violence 

 

Disagreement: Wife rejects violence 

 

Agreement: Both reject violence 

 

 

 

 

0.0263*** 

(0.0069) 

0.0233*** 

(0.0085) 

0.0093 

(0.0066) 

 

 

 

 

0.0217*** 

(0.0078) 

0.0280*** 

(0.0096) 

0.0432*** 

(0.0075) 

 

 

 

 

0.0201*** 

(0.0065) 

-0.0001 

(0.0082) 

0.0309*** 

(0.0063) 

Age of the woman -0.0004 

(0.0003) 

0.0013*** 

(0.0004) 

0.0017*** 

(0.0003) 

Woman's education  (Ref=None) 

Primary 

 

Secondary 

 

Higher 

 

0.2381*** 

(0.0050) 

0.2297*** 

(0.0058) 

0.2690*** 

(0.0117) 

 

0.0839*** 

(0.0061) 

0.1832*** 

(0.0064) 

0.2711*** 

(0.0118) 

 

0.1016*** 

(0.0050) 

0.1252*** 

(0.0058) 

0.1869*** 

(0.0128) 

Woman worked in past 12 months (Ref=No) 0.0661*** 

(0.0045) 

0.0547*** 

(0.0051) 

-0.0027 

(0.0044) 

Exposure to radio (Ref=No) 0.0894*** 

(0.0044) 

0.0213*** 

(0.0051) 

0.0367*** 

(0.0044) 

Exposure to television (Ref=No) 0.0041 

(0.0051) 

0.0346*** 

(0.0059) 

0.0755*** 

(0.0049) 

Wealth index (Ref=Poorest)  

Poorer 

 

Middle  

 

Richer 

 

Richest 

 

0.0353*** 

(0.0061) 

0.0726*** 

(0.0064) 

0.1079*** 

(0.0071) 

0.1097*** 

(0.0085) 

 

0.0426*** 

(0.0073) 

0.0672*** 

(0.0077) 

0.0908*** 

(0.0087) 

0.1471*** 

(0.0100) 

 

0.0695*** 

(0.0064) 

0.1066*** 

(0.0067) 

0.1557*** 

(0.0074) 

0.2020*** 

(0.0090) 

Place of residence (Ref=Urban) 0.0598*** 

(0.0052) 

-0.0375*** 

(0.0063) 

-0.0659*** 

(0.0053) 

Household size -0.0029*** 

(0.0005) 

-0.00001 

(0.0005) 

-0.0008* 

(0.0005) 

Observations 60,906 44,614 44,614 

Prob > chi2 0.0000 0.0000 0.0000 

Log likelihood -34119.593 -25312.207 -21036.494 

Variance (cons) 10.052 

(0.3827) 

7.650 

(0.3305) 

7.625 

(0.3999) 

LR test  

chibar2(01)   

Prob >= chibar2 

6343.43 

 

0.0000 

3427.24 

 

0.0000 

2641.09 

 

0.0000 

Source : Authors, based on DHS data from the 21 countries in the study. *** p<0.01, ** p<0.05, * p<0.1 
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5. Discussions 

5.1. Interpretation within the context of the wider literature 

The results show the need to adopt a dyadic measure of attitudes toward domestic violence, as 

is the case in some studies (55–57). Indeed, as some studies have shown, a dyadic perspective 

in the study of attitudes toward the acceptability of domestic violence provides a better 

understanding of women’s statements regarding their actual experiences of domestic violence 

(55,56). 

The slightly stronger effect of the husband’s rejection of violence, compared to the wife’s 

rejection alone, on contraceptive use suggests that the male partner’s commitment to rejecting 

domestic violence is a key lever for improving contraceptive use. Indeed, in many households, 

men hold most of the decision-making power, so their opposition to domestic violence can 

encourage negotiation on contraceptive use or greater openness to their partner's reproductive 

autonomy. This result is consistent with previous studies (58), which also found that men with 

more equitable attitudes toward gender (which implies opposition to domestic violence) were 

more likely to discuss family planning with their wives and to use condoms. Other studies have 

also found that women whose husbands have very egalitarian attitudes toward gender are more 

likely to use contraceptives than those whose husbands have moderate and less egalitarian 

attitudes toward gender (59).  

When both partners jointly reject domestic violence, they are more likely to attend at least four 

prenatal visits and give birth in a health facility. Thus, a shared consensus within the couple 

regarding the rejection of domestic violence further encourages the use of reproductive health 

services. However, compared to cases where only husbands reject domestic violence, the 

individual attitude of women who alone reject domestic violence has a slightly greater effect 

on the use of prenatal care. Thus, these results indicate that, while both spouses’ rejection of 

domestic violence is essential for both the use of prenatal care and giving birth in a health 

facility, women’s individual stance against domestic violence plays an important role in access 

to prenatal care. Furthermore, the significant effect of the husband’s individual rejection of 

domestic violence on the probability of giving birth in a health facility highlights the importance 

of the husband’s role in decision-making regarding the place of delivery. Existing studies 

analyzing the impact on the use of reproductive health services often focus on a single partner, 

usually the woman and less often the man (50,60). Our findings on disagreement in the rejection 

of domestic violence are similar to those obtained with individual analysis. Indeed, as indicated 
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in the studies in Cameroon (60) and Ethiopia (50), women who reject domestic violence are 

more likely to have at least four prenatal visits and to give birth in a health facility.  

Other factors influence the use of reproductive health services. Women's education is a 

determining factor in the use of contraceptive methods. Women who have completed primary, 

secondary, or higher education are more likely to use contraceptive methods than those who 

have no education. This is because educated women understand the importance of contraception 

for fertility control. Household wealth has a positive effect on the likelihood of contraceptive 

use, meaning that the less poor a household is, the more likely a woman is to use contraception. 

These results are consistent with those reported in the literature (61), which show that women's 

level of education and standard of living are significantly associated with the use of modern 

contraception. Exposure to radio significantly influences contraceptive use, demonstrating that 

it is an effective means of communication for raising awareness about family planning issues 

in general. Similar result are also reported in 29 countries in Sub-Saharan Africa, indicating that 

women exposed to printed press media and radio are more likely to use modern contraceptives       

(62). Household size is a significant determinant of contraceptive use in that the more 

individuals there are in the household, the greater the likelihood of contraceptive use. Similarly, 

compared to urban areas, rural areas have a positive effect on contraceptive use. This result can 

be explained by the fact that rural areas are increasingly more targeted by family planning 

promotion and counseling campaigns.  

With regard to attending at least four prenatal visits, the determining factors are age, education 

level, wealth index, employment status, exposure to radio, exposure to television, and place of 

residence. In fact, a woman’s age increases the likelihood that she will seek prenatal care. The 

older the woman, the more likely she is to seek appropriate maternity services. However, some 

authors have indicated that age is not a significant predictor of prenatal care utilization (63). A 

woman's education also has a positive and significant effect on the likelihood of attending at 

least four visits during pregnancy. Women with primary, secondary, or higher education are 

more likely to attend at least four prenatal visits than those with no education. Household wealth 

is also a factor influencing the use of prenatal care. Wealthy households have sufficient financial 

resources to cover the costs of prenatal care, which is not the case for poor households. These 

results are consistent with those documented in the literature based on data from 26 sub-Saharan 

African countries, which show that higher levels of education and improved wealth indices are 

significantly associated with a greater likelihood of attending at least four prenatal consultations 

(64). Women who have worked in the last 12 months are more likely to make at least four 
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prenatal visits than their counterparts who are unemployed. This result shows the importance 

of women's financial independence in accessing health services. In addition, women exposed 

to media such as radio and television are more likely to seek prenatal care because the media 

raises their awareness and encourages them to use prenatal care services. These findings are 

consistent with those reported in Somalia, which indicate that women who have not worked in 

the last 12 months are significantly less likely to use prenatal care services than their employed 

counterparts (63). Their study also indicates that exposure to the media has a significant impact 

on the use of prenatal care.  

As for giving birth in a health facility, other determining factors include the woman's age, 

education, wealth index, exposure to radio, exposure to television, and place of residence. 

Women with primary, secondary, or higher education are more likely to give birth in a health 

facility. Other studies have also reported a positive and significant relationship between a 

woman's level of education and giving birth in a health facility (65,66). Women from wealthier 

households are more likely to give birth in a health facility. This is confirmed by studies 

conducted in Ethiopia (67) and Ghana (65). The positive effect of media exposure, particularly 

radio and television, reflects the importance of media campaigns to raise awareness and educate 

the population about the benefits of giving birth in a health facility. This result align with that 

of (68), which finds that media exposure is a determining factor in the decision to give birth in 

a health facility.  

5.2. Strengths and limitations 

We recognize the existence of potential endogeneity biases related to the couple's attitude 

toward domestic violence in the equation of reproductive health service use. Indeed, 

unobservable factors, such as community-level gender norms, may simultaneously influence 

the couple's attitudes toward domestic violence and the use of reproductive health services. 

However, this bias could not be corrected in our analysis due to the difficulty of identifying a 

valid instrument in the DHS survey data a valid instrument capable of capturing the different 

configurations of spousal attitudes (rejection by the woman alone, by the husband alone, or by 

both), based on the respective perceptions of spouses about domestic violence, while satisfying 

the necessary exclusion conditions for a rigorous instrumental estimation. Despite these 

limitations, one of the main strengths of this study is that it provides new empirical evidence 

based on a dyadic approach to attitudes toward domestic violence and their influence on 

reproductive health outcomes, such as contraceptive use, access to prenatal care, and childbirth.  
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5.3. Implications for policy, practice and research 

The results of this study highlight the importance of involving men in reproductive health 

promotion policies in sub-Saharan Africa. Awareness programs should target couples as a 

whole, emphasizing the need to reject domestic violence and promote more egalitarian 

relationship norms. Health communication campaigns should deconstruct patriarchal norms 

that legitimize male dominance in order to strengthen women's reproductive autonomy. In 

addition, public health strategies would benefit from integrating a couple-centered approach 

into family planning and prenatal care, encouraging men's active participation in pregnancy 

monitoring. Finally, policies to combat violence against women must be recognized not only 

as a moral and legal imperative, but also as a lever for improving maternal and child health. 

6. Robustness of results  
The robustness of our results consisted initially in not considering the hierarchical structure of 

the data, which led us to estimate a simple logit model rather than a multilevel logit model. In 

a second step, we will take into account a disaggregated measure of concordance and 

discordance in the rejection of domestic violence. 

Logit model estimation  
Table A1 in the appendix presents the results of the logit model estimation, which does not take 

into account the hierarchical structure of the data, with individuals (women) nested within 

couples. These results show that the conclusions drawn above remain unchanged, insofar as 

couples' attitudes toward domestic violence have a positive and significant effect on each 

indicator of reproductive health service use. Indeed, as previously established, the rejection of 

domestic violence by the husband alone has a slightly stronger effect on the use of contraceptive 

methods than that observed when only the woman rejects domestic violence. With regard to 

attending at least four prenatal visits and giving birth in a health facility, the strongest effect is 

observed when both spouses jointly reject domestic violence. In addition, the other determinants 

of reproductive health service use are almost similar to those obtained by estimating the 

multilevel logit model.  

Agreements and disagreements in the rejection of domestic violence 

The disaggregated measure of agreement and disagreement in rejecting domestic violence 

consists of considering separately the five questions addressed to spouses on the justification 

of violence against women within the household. These questions ask whether violence is 
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justified when : the woman goes out without informing her spouse (item 1), the woman neglects 

the children (item 2), the woman argues with her husband (item 3), the woman refuses to have 

sex with her husband (item 4), and the woman burns the meal (item 5). For each response, we 

obtain a binary variable that takes the value 1 if the woman or husband rejects domestic violence 

and 0 if otherwise. The agreement and disagreement of couples in rejecting domestic violence 

is assessed based on the cross-referenced responses of spouses defined as follows for each item 

: both spouses justify domestic violence, only the woman rejects domestic violence, only the 

husband rejects domestic violence, both reject domestic violence. Tables A2, A3, A4, A5, and 

A6 in the appendix presenting the results of the effect of couples' attitudes toward domestic 

violence regarding item 1, item 2, item 3, item 4, and item 5 on the use of reproductive health 

services. The results show that couples' attitudes toward domestic violence for each item have 

a positive and significant influence on the use of reproductive health services.  

With regard to attending at least four prenatal visits, the results show a greater effect when both 

spouses jointly reject domestic violence on all five items. Similarly, the individual attitude of 

women who reject domestic violence on items 3 and 4 alone has a significantly greater effect 

than that of husbands who reject violence alone. These results are the same as those obtained 

with the aggregate indicator of couples' attitudes toward domestic violence. Furthermore, for 

the other items, particularly 1 and 2, the husband's rejection of violence alone has a greater 

effect on the use of at least four visits than the wife's rejection of violence alone. With regard 

to giving birth in a health facility, the results also show that the highest effect is observed when 

both spouses jointly reject domestic violence for all items except item 4. These results are 

similar to those obtained with the aggregate indicator of couples' attitudes toward domestic 

violence. With regard to the use of contraceptive methods, the results show that mutual rejection 

of domestic violence by both spouses for each item has a significantly higher effect on the use 

of contraception.  

All of the results obtained are consistent with the conclusions established in sections 4.1 and 

4.2, which confirms the robustness of our results. 

7. Conclusion  

The objective of this article was to assess the associations between couples' attitudes toward 

domestic violence and the use of reproductive health care, based on demographic and health 

surveys (DHS) from 21 countries in sub-Saharan Africa. Reproductive health care utilization is 

measured by the use of modern or traditional contraceptive methods, prenatal care, and delivery 
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in a health facility. Couples' attitudes toward domestic violence are analyzed according to 

whether women and their spouses agree or disagree in their rejection of such violence. Given 

the hierarchical structure of the data, with women nested within couples, a multilevel logit 

model was estimated. 

The results show that couples' attitudes toward domestic violence are significantly associated 

with the use of reproductive health services. Rejection of violence solely by the husband is a 

better predictor of contraceptive use. In patriarchal societies, where men hold most of the 

decision-making power within the household, their opposition to violence may reflect greater 

openness to their spouse's reproductive autonomy. Furthermore, mutual rejection of domestic 

violence by both partners is a stronger predictor of the use of maternal health services, 

particularly prenatal care. Concordant attitudes within the couple in rejecting domestic violence 

thus promote better use of maternal health services. 
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