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ABSTRACT OF THE DISSERTATION 

 

 
Understanding intimate partner violence and associated challenges to family 

planning among married women in Maharashtra, India 
 

by 

 

Anindita Dasgupta 

 

Doctor of Philosophy in Public Health (Global Health) 

 

University of California, San Diego, 2015 

San Diego State University, 2015 

 

Professor Anita Raj, Chair 

 

Background: Social practices around marital sex and family planning in Indian 

societies often result in gendered inequities within households, such as 

husbands’ elevated alcohol use, poor gender equity ideologies, and wives’
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intimate partner violence (IPV) victimization from husbands. The resulting power 

imbalance women face may contribute to challenges in contraception use and 

exclude wives from pregnancy decision-making. 

Objective: To explore gendered inequities in relation to reproductive health 

outcomes of modern spacing contraception, and unintended pregnancy in 

Maharashtra, India.  

Methods: This analysis includes data from rural, non-sterilized, couples 

(N=1,081) (Chapters 2-3), and postpartum (≤6 months) wives in urban slums 

(N=1,047) (Chapter 4). Associations were tested between 1) husbands’ elevated 

alcohol use, and gender equity ideologies with wives’ IPV victimization via logistic 

regression (Chapter 2), 2) wives’ IPV victimization with use of modern spacing 

contraception via multinomial regression (Chapter 3), and 3) wives’ reports of 

externally-decided pregnancy and IPV victimization with unintended pregnancy, 

through multinomial logistic regression (Chapter 4) 

Results: Chapter 2 findings indicate that wives were less likely to report IPV if 

husbands reported greater gender equity ideologies (AOR: 0.97, 95% CI: 0.95, 

0.99); husband’s elevated alcohol use was associated with increased risk of IPV 

(AOR: 1.89, 95% CI: 1.01, 3.40). Results from Chapter 3 show that women 

reporting physical IPV were more likely to report condom use (AOR: 2.07, 95% 

CI: 1.01, 3.89), and women reporting sexual IPV were more likely to report other 

modern spacing contraception (AOR: 2.86, 95% CI: 1.14, 7.16). Chapter 4 

demonstrates that women reporting externally-decided pregnancies were more 
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likely to have mistimed pregnancies (AOR: 6.14, 95% CI: 3.60, 10.46), as were women 

reporting IPV (AOR: 2.12, 95% CI: 1.38, 3.25). 

Conclusion: This dissertation supports the need for gender equity counseling for 

husbands, with potential utility of integration within existing alcohol intervention 

services for men (Chapter 2). Results from Chapter 3 indicate that wives 

contending with IPV are assessing family planning services, thus presenting 

opportunities for IPV intervention. Finally, results from Chapter 4 support the 

need to include questions on wives’ role in pregnancy decision-making in both 

screening and intervention efforts within family planning services.
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CHAPTER 1: Introduction 

Background 

India provides a unique setting to study gendered inequities related to 

reproductive health. Despite having the oldest government-sponsored family 

planning program in the world [1], India accounts for the largest share of unmet 

need for contraception (women who are married and don’t want have a child in 

the next two years, but are not using contraception), globally [2]. Furthermore, 

3.3 million pregnancies are unintended (pregnancies that were unwanted, 

mistimed, or ended in induced abortions [3]) in India each year. Social beliefs 

and practices around marital sex are strong drivers of family planning behaviors 

in Indian societies [4-6]. However, many of these beliefs and practices increase 

Indian wives’ vulnerabilities to low birth-spacing and unintended pregnancies [7, 

8]. These social beliefs and practices, which directly and negatively impact wives’ 

reproductive health, are reinforced by husbands and in-laws (who often live with 

the couple) [4, 9]. Studies indicate that wives tend to have low power in sexual 

decision-making (relative to husbands) in India [8, 10, 11], which may be of even 

greater concern for wives contending with intimate partner violence (IPV), where 

power imbalances tend to be stronger. Husbands reporting heavy alcohol use 

[12-15], and adhering to rigid masculinity ideologies (i.e. poor gender equity 

ideologies) [16, 17] are more likely to perpetrate IPV against their wives. Some 

studies indicate women reporting that lack of involvement over pregnancy
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decisions and presence of physical violence lead to nonuse of contraceptives, 

and unintended pregnancy [18, 19]. 

Family planning in India 

 Since 1952, the Indian Government has worked to provide wide-spread 

access to and education on various family planning services throughout the 

country [20]. As a result, knowledge of contraceptive methods is high among 

men and women in India [5], and few perceive availability and access to 

contraception as barriers to family planning [21, 22]. Despite such a strong 

government infrastructure related to family planning, only half of women report 

using any form of modern contraception (inclusive of permanent and temporary 

methods), with female sterilization accounting for the majority of use, and 

spacing contraceptive methods (primarily condom, oral pills, and IUD) making up 

only 10% of contraceptive use [5, 21] [2]. Approximately 25% of pregnancies in 

India are unintended, and unfortunately the prevalence of unintended pregnancy 

has remained stagnant for the last ten years [20]. 

Marital and sexual practices related to family planning 

It is clear that access to and knowledge of family planning services is not 

enough to reduce negative family planning outcomes (low modern spacing 

contraceptive use, unintended pregnancy). Beliefs around sex and marriage 

drive practices related to family planning within India. Couples are pressured to 

marry early, and produce children, with a preference for sons over daughters (a 

belief described as “son preference”), within the first year of marriage [7, 23-28].
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 Once the desired number and sex ratios (i.e. more sons than daughters) 

of children have been produced, most wives undergo female sterilization [27, 28]. 

In the majority of these cases, female sterilization is the first and only method of 

family planning couples use [29]. Recent studies indicate that the age at 

sterilization is decreasing, while sterilization regret is high among wives who 

were sterilized prior to the age of 25 [27, 29]. [30-32]. These marital beliefs and 

practices around sex and family planning have been associated with poor 

maternal and child health outcomes (due to low pregnancy spacing, and early 

pregnancy) including pregnancy complications (pre-term labor, hypertension), 

maternal and infant mortality, and poor maternal nutrition [33-37]. 

Social norms related to husbands’ roles in the family structures in India 

revolve around masculinity ideologies directly related to husbands as the key 

decision-makers within families [31, 32, 38]. Such societal norms encourage 

masculinity ideologies and unequal gender norms. Research has been 

conducted to understand associations between men’s endorsement of 

masculinity ideologies (support for inequitable gender norms) and IPV 

victimization of their partners [16, 32]. Women contending with violence (either 

from husbands and/or in-laws) face extreme forms of power imbalances within 

their homes. Women experiencing such power imbalances are likely to be greatly 

disempowered (wives’ inability to make decisions that influence situations in her 

own life) in terms of their decision-making control. These social norms likely 

contribute to the lack of control over family planning decision-making of wives.
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Gender-based violence (intimate partner violence, and violence from in-

laws) 

South Asia has some of the highest rates of IPV among married women in 

the world [39], with 37% of wives in India reporting physical or sexual spousal 

violence in their lifetime [5]. Women contending with IPV are at heightened risk 

for a myriad of physical and mental health problems including both acute and 

long-lasting physical injury, depression, and poor sexual and reproductive health 

outcomes, as well [39, 40]. Indian wives who have a greater number of children, 

lower education, belong to lower wealth quintiles are more likely to report IPV 

[31]. Women whose husbands’ consume alcohol are at heightened risk for IPV 

[12-15]. In addition, violence from in-laws against daughters-in-law (ILV) is a 

concern for wives in India. Research on IPV and ILV among women in Mumbai, 

India documents that 26% of wives reported ILV in pregnancy or post-partum, 

and that ILV was more likely to occur within a household where IPV was taking 

place [41]. Despite the strong influence of in-laws on couples’ family planning 

decision-making [4], and the high rates of ILV, few studies have examined 

relationships between these related concepts.  

Study setting – Maharashtra, India 

 While the majority (68%) of India’s population resides in rural areas [42], 

the proportions living in rural and urban areas in the state of Maharashtra are 

fairly evenly divided (48% urban, 52% rural) [43]. Several disparities in access to 

vital resources exist between the locales, however. For example, while 84% of 
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households in Maharashtra have electricity, this rate is higher in urban settings 

(71% rural, 97% urban). Similarly, 79% of rural households are without toilet 

facilities, while only 12% of urban households report lack of toilet facilities. 

Though one-third of Maharashtra’s population is in the highest wealth quintile, 

rural areas display much lower proportions reporting this wealth bracket (9% 

rural, 57% urban). Finally, Maharashtra sees large gender-disparities in 

education, which appear to be most pronounced in rural areas. Almost half of 

boys ages 16-17 attend school, while only 32% of girls attend school in rural 

areas [43]. 

Trends in modern contraception use in Maharashtra reflect national 

trends. While over half (65%) of married women in Maharashtra report some 

form of modern contraception use, temporary spacing methods (i.e. non-

permanent methods such as condom, IUD, oral pills, and injectables) are rarely 

used [22]. Approximately 6, 4, and 2 percent of currently married women report 

using condoms, IUDs, and oral contraceptive pills, respectively in Maharashtra 

[22], though data indicate higher condom use among urban married women 

(10%) compared to rural married women (3%) [22]. While temporary spacing use 

is low for both urban and rural areas, it is still higher for urban areas (female 

sterilization is higher in rural areas) [22]. In Maharashtra, 31% of married women 

report lifetime experiences of spousal physical or sexual violence, and 

approximately one quarter of men drink alcohol [22]. Among those who drink 

almost half report drinking weekly or more [22].
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Dissertation overview 

 This dissertation includes the current introductory chapter (Chapter 1), 

three research papers (Chapters 2-4), and a final concluding chapter (Chapter 5). 

Chapter 2 (paper 1), entitled “Understanding men’s elevated alcohol use, gender 

equity ideologies, and intimate partner violence among married couples in rural 

India,” and Chapter 3 (paper 2), entitled “Associations between impact of intimate 

partner violence and married women’s condom and other contraceptive use in 

rural India,” include secondary data analysis from the baseline sample of the 

Counseling Husbands to Achieve Reproductive Health and Marital Equity 

(CHARM) study, a male-centered family planning intervention for married 

couples in rural Maharashtra, India, evaluated through a cluster-randomized 

control trial (PI: Raj, R01HD061115). In an effort to identify gendered 

determinants of IPV, paper 1 (Chapter 3) explores husbands’ elevated alcohol 

use, and endorsements of low gender equity ideologies related to wives’ 

experiences of physical and/or sexual IPV victimization in marriage. This paper’s 

secondary aim is to understand whether husbands’ gender equity ideologies 

moderate associations between husbands’ elevated alcohol use and wives’ IPV 

victimization. Paper 2 (Chapter 3) examines associations between IPV and 

wives’ modern spacing contraceptive use. With recognition that the form of 

modern spacing contraception used by couples may vary based on type, these 

analyses utilize a multinomial regression modeling approach to include 
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separation of forms of modern spacing contraception into categories of condom, 

and other modern spacing (oral pills, IUD). 

Paper 3 (Chapter 4), entitled “Assessing the relationship between intimate 

partner violence, externally-decided pregnancy and unintended pregnancies 

among wives residing in slum communities in Mumbai, India,” includes analysis 

of data from the Mechanisms for Relations of Domestic Violence to Poor 

Maternal and Infant Health (MCH) study (PI: Silverman, R03HD055120), a cross-

sectional study designed to understand associations between domestic violence 

and maternal and child health problems among married women in Mumbai, India. 

This paper examines the relationships between wives’ reports of IPV, ILV, and 

externally-decided pregnancy with their reports of unintended (mistimed and 

unwanted) pregnancy. 

 Despite the extensive resources provided by the Indian Government 

aimed at improving reproductive health in India, progress in the areas of 

increasing modern spacing contraceptive use, and reducing unintended 

pregnancies is lacking. As described, previous research has begun to link factors 

related to IPV (eg. husbands’ alcohol use, gender equity ideologies, and wives’ 

role in pregnancy decision-making) with these poor reproductive health 

outcomes. The purpose of this dissertation is to better understand the 

relationships between these factors, and provide concrete suggestions for 

Government Programming to reduce these gendered inequities related to 

reproductive health.
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ABSTRACT 

Background: Approximately 40% of wives in India contend with physical and/or 

sexual intimate partner violence (IPV) victimization from husbands. Both 

husbands’ alcohol use and inequitable gender equity (GE) ideologies have been 

linked to wives’ heightened risk for IPV victimization. Qualitative evidence 

suggests that husbands’ GE ideologies may influence associations between 

husbands’ alcohol use and wives’ IPV victimization; however there remains a 

paucity of quantitative research on the subject. 

 

Objective: To assess associations of husbands’ elevated alcohol use and GE 

ideologies with wives’ reports of IPV victimization, and to understand if husbands’ 

GE ideologies moderate associations between husbands’ elevated alcohol use 

and wives’ IPV victimization among a sample of married couples in rural India. 

 

Methods: Cross-sectional analyses were conducted using data from the baseline 

sample of the CHARM family planning study. Study participants included non-

sterilized couples aged 18-30, residing together in Maharashtra, India (N=1081). 

Unadjusted and adjusted logistic regression models assessed the relationship 

between husbands’ elevated alcohol use, GE ideologies, using the Gender 

Equitable Men (GEM) scale, with wives’ history of physical and/or sexual IPV 

victimization ever in marriage. Interaction analysis was conducted to understand 

if GE ideologies moderate associations between husbands’ elevated alcohol use 

and wives’ IPV victimization. 
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Results: Husbands and wives were 18-30 years of age, and married on average 

of 3.9 years (SD: 2.7). Few husbands (4.6%, n=46) reported elevated alcohol 

use. Husbands had mean GEM scores of 47.3 (SD: 5.4, range: 35-67 out of 

possible range of 24-72; least equitable to most equitable). Approximately one-

fifth (22.3%, n=359) of participants reported a history of physical and/or sexual 

IPV in marriage. Wives were less likely to report IPV if husbands reported greater 

gender equity ideologies (i.e. higher GEM scores) (AOR: 0.97, 95% CI: 0.95, 

0.99), and husband’s elevated alcohol use was associated with increased risk of 

IPV victimization in the final adjusted model (AOR: 1.89, 95% CI: 1.01, 3.40). The 

moderation analyses showed no significant associations between the interaction 

term of husband’s elevated alcohol use with gender equity ideologies and IPV 

(AOR: 0.97, 95% CI: 0.88, 1.07). 

 

Conclusion: Findings from this study indicate the need for male participation in 

violence intervention and prevention services, and specifically, the need to 

integrate counseling on alcohol use and gender equity into such programming. 

  



17 

 

INTRODUCTION 

Violence against women, or intimate partner violence (IPV), is a pervasive 

public health issue; greater than one-third (35%) of women globally have 

experienced either physical and/or sexual violence in their lifetime [1]. Women 

contending with IPV are at heightened risk for a myriad of physical and mental 

health problems including both acute and long-lasting physical injury, depression, 

and poor sexual and reproductive health outcomes [1, 2]. Married women in India 

account for a large proportion of global IPV victimization; 40% of wives report 

experiences of physical and/or sexual violence in their lifetime, according to 

national data [3]. Determinants of IPV involve factors operating at individual, 

relationship, community and societal levels [2]. Indian wives who have a greater 

number of children, lower education, belong to lower wealth quintiles, and whose 

husbands’ consume alcohol are at heightened risk for IPV [4]. 

The association between husbands’ alcohol use and IPV victimization of 

wives is well-established, globally [2, 5], and in India [4, 6-11]. Analysis of 

national data from India show that women with husbands who are heavy alcohol-

drinkers are two to three times more likely to report IPV victimization compared to 

wives whose husbands are not heavy drinkers [4]. Additional research testing 

similar associations suggest that wives with husbands who regularly consume 

alcohol are almost six times more likely to report experiences of physical IPV 

victimization [11]. Research outside of India examining the relationship between 

husbands’ alcohol use and IPV indicate that alcohol use results in lowering of 

inhibitions that may have prevented men from restraining themselves from IPV 
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perpetration. Alcohol, acting as a mood enhancer, may also increase the 

likelihood of husbands being easily angered or frustrated [5]. Due to the negative 

effect of alcohol on individuals’ problem-solving abilities, conflict in the context of 

alcohol use is common [12]. Furthermore, even in situations where husbands’ 

alcohol use does not necessarily cause IPV perpetration, research from 13 

countries shows that IPV is most severe within the context of husbands’ alcohol 

use [13]. Berg and colleagues [6] conducted a mixed methods study in India to 

understand how societal and cultural norms influence the relationship between 

husbands’ alcohol use and IPV perpetration. The study confirmed prior research 

documenting associations between alcohol use and IPV, but also presented 

findings from qualitative interviews from wives of husbands who drink. This 

research showed that triggers for IPV included: asking husbands about drinking, 

refusing to give husbands money for alcohol, suspicion that wives are not faithful, 

domestic issues around cooking, and not having children at the expected time.  

The findings from Berg and colleagues [6] illustrate the importance of 

considering how societal gendered norms may influence, or exacerbate, wives’ 

risk for IPV victimization within the context of husbands’ heavy drinking. 

Additional research from India reinforces this notion in that IPV often occurs in 

situations where wives challenge typical gender roles dictated by societal norms, 

and can be seen as threatening husbands’ masculinity [14, 15]. India is 

characterized by social norms and practices that link the concept of masculinity 

with men’s dominance over women [14, 16]. Social expectations of wives, often 

accepted by both men and women, include producing children (with a preference 
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for sons) early in marriage, solely taking care of children and domestic duties at 

home, not refusing sex from husbands, and respecting in-laws [4, 14, 17]. Social 

norms related to husbands’ roles in the family structures in India revolve around 

masculinity ideologies that identify husbands as the key decision-makers within 

families [4, 14, 15]. Such societal norms encourage masculinity ideologies and 

unequal gender norms. Research has been conducted in India to understand 

associations between men’s endorsement of masculinity ideologies (support for 

inequitable gender norms) and IPV victimization of their partners [14, 18]. These 

studies found that husbands who supported inequitable gender norms were 

significantly more likely to report physical, sexual, and/or verbal IPV perpetration 

(relative to rural men with equitable norms) against their partners, and that men 

residing in rural areas included in the studies displayed higher levels of gender 

inequity (relative to urban areas). Further, qualitative research [19, 20] conducted 

with men in urban Maharashtra indicate that alcohol use enhances masculinity 

ideologies related to sexual violence with partners (e.g., the right to have sex with 

wives), and that men face social pressure to drink alcohol during festivals [and, 

specifically that not drinking alcohol is linked to being a “gud” (feminine boy)]. 

These findings indicate that issues relating to husbands’ endorsement of 

unequal gender norms and IPV are similar to issues related to conflict situations 

involving husbands’ alcohol use and IPV perpetration. While many have 

assessed the relationship between husbands’ alcohol use and IPV, and 

separately between husbands’ endorsements of unequal gender norms and IPV 

in India, research is lacking in quantitatively examining how the relationship 
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between alcohol use and IPV may vary based on men’s positive endorsements 

of these unequal gender norms. The current study among a sample of married 

couples in rural Maharashtra, India aims to build on the existing literature to 

better understand how these factors intersect. This analysis will 1) test 

associations between husbands’ alcohol use, and endorsements of low gender 

equity ideologies, using the Gender Equitable Men scale [15], with physical 

and/or sexual IPV experienced by wives ever in marriage, and 2) assess whether 

endorsements of low gender equity ideologies alters the relationship between 

husbands’ alcohol use and wives’ reports of IPV victimization. We hypothesize 

that men’s endorsement of poor gender equity may moderate associations 

between husbands’ alcohol use and IPV perpetration against wives. 

METHODS 

Study population 

This study involved analysis of cross-sectional data from participants in 

the Counseling Husbands to Achieve Reproductive Health and Marital Equity 

(CHARM) study. The CHARM intervention, a male-centered family planning 

study, was evaluated via a two armed cluster randomized control trial in 

Maharashtra, India. Baseline data from this study were used for the current 

analyses (N= 1,081).  

Between March and December 2012, trained research staff approached 

households to identify young married men between 18 and 30 years of age within 

the selected clusters. If a married couple with a man in the specified age range 

was home, research staff provided details regarding the evaluation study and 
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CHARM intervention participation. If the couple indicated interest in participating, 

research staff would conduct the informed consent process separately with each 

member of the couple in a private space in the house. Once the informed 

consent process was complete, couples were screened for eligibility. Inclusion 

criteria included being 18-30 years of age, fluent in Marathi, residing with their 

wife in the cluster area for the past three months, plans to stay in the cluster for 

another two years, and no sterilization for either the man or his wife. Sex-

matched research staff screened 1,881 couples; of those couples screened, 

1,143 were eligible (60.8% eligibility rate), and 1081 eligible couples chose to 

participate in the study (94.6% participation rate).  

After couples completed eligibility screening and informed consent 

procedures, sex-matched research staff administered a 60-minute paper survey 

to husbands and wives separately. Survey items covered a broad range of topics 

including demographics, sexual history, IPV, and gender equity attitudes. No 

monetary incentives were provided, and all study procedures were approved by 

the Institutional Review Boards at the University of California San Diego, the 

National Institute for Research in Reproductive Health, and the Indian Council of 

Medical Research. Note: details on collection of baseline data are described in 

full elsewhere [21].  

Measures 

Sociodemographics included age and education for husbands and wives; 

husbands’ caste, family’s monthly income, and wives’ working status. Age was 

kept as a continuous variable for analysis. Education was measured by a single 



22 

 

item asking individuals the number of years of schooling they completed 

(continuous measure). Note: age and education data were based on husband’s 

and wives’ reports of their own information. Caste and family income were based 

on husbands’ reports, as women tend to take their husbands’ caste (if different 

than their own) after marriage, and husbands tend to control family finances in 

these contexts. Caste was measured based on four separate categories of 

“scheduled caste, scheduled tribe, other backward class, none of these.” The 

caste variable was created with the following categories: “scheduled caste/tribe,” 

and “backward class/none.” Couples belonging to scheduled castes or scheduled 

tribes represent greater socioeconomic marginalization relative to those 

belonging to either other backward class or none (not belonging to a scheduled 

caste, tribe or other backward class). Wives’ responses were used to understand 

wives’ working status, based on if they were engaged in any income-generating 

activities (dichotomous yes/no). 

Marital characteristics were based on wives’ reports of length of time 

married (i.e. marital length), and number of living children. Marital length was a 

continuous variable (measured in years) calculated by taking the difference 

between the participants’ current age, and age at marriage (based on the 

question “How old were you when you first got married?”). Note: This variable 

was used descriptively in analyses (and not as a covariate). Number of births 

includes women’s responses asking them how many living sons and daughters 

they delivered, the number of sons and daughters they had who had been born 

alive and later died, and the number of stillbirths women reported. These items 
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were combined to create a continuous measure reflecting total number of births 

reported by wives. 

The outcome of interest for these analyses was physical and/or sexual 

intimate partner violence (IPV) victimization, reported ever in marriage by wives. 

This dichotomous variable was based on an 8-item measure asking women how 

frequently they experienced different forms of violence, based on validated 

measures from the National Family Health Survey (NFHS-3) [3]. The questions 

had response categories of “often,” “sometimes,” “not at all” (meaning not in the 

past 6 months), and “never in our relationship” (meaning never experiencing 

violence in the relationship). The following forms of violence perpetrated by 

husbands were included: 1) slapping, 2) arm twisting and pulling hair, 3) pushing, 

shaking, throwing something at her, 4) kicking, dragging, beating up, 5) choking 

or trying to burn, 6) threaten to attack with knife, gun or weapon, 7) forced sexual 

intercourse, and 8) forced to perform sexual acts against her will. Women’s 

endorsement of “often,” “sometimes,” or “not at all” (meaning not in the past 6 

months) to any of the items were categorized as “yes” for the IPV variable 

(responses of “never in our relationship” were categorized as “no”). These items 

had strong internal reliability (Cronbach’s alpha = 0.98). 

The primary independent variables were men’s gender equity ideologies, 

and husbands’ elevated alcohol use. Gender equity ideologies were measured 

by the Gender-Equitable Men (GEM) Scale [24]. This scale was developed for 

use in Brazil but has been translated, adapted and shown to be a reliable 

measure for use in six different countries, including India [20]. GEM includes 24 



24 

 

items measuring male gender ideology related to sexual and reproductive health, 

sexual relations, domestic violence, domestic responsibilities, and homophobia. 

Men were read a series of statements, and then asked if they “agree,” “partially 

agree,” or “do not agree” with each statement. Each item was scored with the 

least equitable response scoring 1, moderately equitable responses scoring 2, 

and with the most equitable responses scoring 3, thus resulting in a possible 

range of 24-72 (least equitable to most equitable). The scale was kept as a 

continuous measure, and had an acceptable level of internal consistency 

(Cronbach’s alpha = 0.70) to be used for a measure of masculine ideology [25]. 

Husbands’ drinking in the past month was assessed by a single measure 

asking husbands how many days within the past 30 days they had four or more 

drinks on one occasion. Husbands reporting one or more days of drinking with 

four or more drinks on one occasion in the past month were categorized as 

“potentially being at elevated risk of alcohol-related problems” or “elevated 

alcohol use” (individuals who reported zero days were categorized as not having 

any days in the past month with “elevated alcohol use” or “no”). The 

categorization of this variable is based off of (but not equivalent to) guidelines 

from the National Institute on Alcohol Abuse and Alcoholism for the definition of 

“heavy drinking” (five or more drinks on the same occasion) [22], and the widely 

used alcohol measure, AUDIT-C [23]. Note that our description of this variable 

does not coincide exactly with these definitions. 

Statistical analysis 
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Descriptive analyses (frequencies and proportions) were conducted on all 

demographic indicators, marital characteristics, gender equity ideologies, and 

IPV variables. Pearson chi-square tests of independence, and analyses of 

variance (for continuous variables with the categorical variable outcome) were 

calculated to assess differences between all demographic and independent 

variables with the outcome of IPV. In an effort to better-understand how 

husbands in the present sample endorsed certain constructs of the GEM scale, 

individual statements included in the GEM scale were examined descriptively to 

understand proportions of husbands’ positive endorsements (“agree” or “partially 

agree”) of each statement (these data are presented in Table 2.2).  

Unadjusted and adjusted logistic regression models assessed husbands’ 

gender equity ideologies, and husbands’ elevated alcohol use in relation to 

wives’ reports of IPV victimization to allow testing for main effects. Adjusted 

analyses controlled for age and education for husbands and wives, husbands’ 

reports of caste, elevated alcohol use, women’s reports of their working status, 

and number of live births. Odds ratios and 95% confidence intervals were 

calculated to assess size and significance of associations. Note: the measure 

included in regression analyses to understand gender equity ideologies was a 

continuous measure. Next, the second research question was tested to see if 

men’s gender equity ideologies moderate the association between husbands’ 

elevated alcohol use and wives’ IPV victimization (Figure 2.1). An interaction 

term between husbands’ alcohol use and gender equity ideologies was created 

to understand if husbands’ gender equity ideologies moderate associations 
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between husbands’ elevated alcohol use and wives’ IPV victimization. Main 

effects were first tested, followed by analyses inclusive of interaction terms, and 

all covariates. All analyses were conducted using SPSS version 22 (IBM Corp, 

Armonk, NY, USA). 

RESULTS 

Demographic and marital characteristics. Husbands and wives were aged 

18-30 years. (See Table 2.1) Wives were on average 22.5 years old (SD: 2.5); 

husbands were slightly older on average (26.2, SD: 2.7). Husbands also had on 

average slightly more years of education than women (7.3, SD: 3.7 for husbands, 

compared to 6.4, SD: 4.2 for wives). The vast majority (72.8%, n=787) of the 

population belonged to a scheduled caste or tribe (most marginalized group). 

Most wives (77.2%, n=834) were not engaged in any income-generating 

activities. Couples were married on average for 3.9 years (SD: 2.7), with a range 

of 0-14 years, and wives reported 1.3 births (SD: 1.0), on average. Almost one-

quarter (24.3%, n=263) had more than two births at time of survey.   

Husbands’ elevated alcohol use and gender equity ideologies. A small 

proportion of husbands reported elevated alcohol use (four or more drinks on one 

occasion) on one or more days in the past month (4.3%, n=46). However, there 

was a larger proportion of husbands reporting elevated alcohol use in the past 

month among wives reporting IPV victimization, relative to wives reporting no IPV 

victimization (6.4% n=23/359 vs. 3.2%, n=23/722). In terms of gender equity 

ideologies, husbands on average scored 47.3 (SD: 5.4) on the GEM scale, with a 

range of 35-67 (note: lower scores indicate lower support of equitable gender 
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ideologies, possible range for scores: 24-72). (See Table 2.1) Husbands had 

similar average scores across groups of wives reporting IPV victimization (47.6, 

SD: 5.5, range: 38-67) and not reporting IPV (47.2, SD: 5.4, range: 35-66). A 

review of endorsement of gender equity ideologies by item indicated three items 

in the scale where less than 60% of husbands endorsed gender inequity 

attitudes: “A man needs other women, even if things with his wife are fine” 

(15.1%, n=163); “It is okay for a man to hit his wife if she won’t have sex with 

him” (33.9%, n=366); “I would be outraged if my wife asked me to use a condom” 

(27.7%, n=299). (See Table 2.2)  

Intimate Partner Violence (IPV). Less than one-quarter (22.3%, n=359) of 

female participants reported history of physical and/or sexual IPV in marriage. 

Significant differences between those reporting IPV and those reporting no IPV 

victimization were seen for husbands’ age (p=0.01), husbands’ years of 

education (p=0.01), and husbands’ elevated alcohol use (p=0.02). 

Associations between husbands’ alcohol use, gender equity ideologies 

and IPV. Table 2.3 presents unadjusted and adjusted associations between 

husbands’ alcohol use, gender equity ideologies and IPV. In the unadjusted 

regression models, husbands’ elevated alcohol use was associated with 

increased likelihood of wives reporting experiences of IPV (OR: 2.08, 95% CI: 

1.15, 3.76). This association held after controlling for covariates (AOR: 1.89, 95% 

CI: 1.01, 3.40). While unadjusted associations between husbands’ gender equity 

ideologies and IPV were not significant (OR: 0.99, 95% CI: 0.96, 1.01), after 

adjusting for covariates, husbands’ gender equity ideologies were significantly 
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associated with IPV (AOR: 0.97, 95% CI: 0.95, 0.99), where wives were less 

likely to report IPV if husbands reported greater gender equity (i.e. higher GEM 

scores indicating greater gender equity). For every point increase in gender 

equity ideology (GEM scale), women were 3% less likely to report experiences of 

IPV. The moderation analyses showed no significant associations between the 

interaction term of husband’s elevated alcohol use with gender equity ideologies 

and IPV in neither the unadjusted (OR: 1.00, 95% CI: 1.00, 1.01, p<0.01), nor the 

adjusted analyses (AOR: 0.97, 95% CI: 0.88, 1.07, p=0.51). Therefore husbands’ 

gender equity ideologies did not moderate the relationship between husbands’ 

elevated alcohol use and wives’ reports of IPV victimization. 

DISCUSSION 

The present findings bring greater understanding of how husbands’ 

elevated alcohol use and gender equity ideologies may be associated with wives’ 

IPV victimization. Specifically, our findings indicate that husbands who are 

potentially at elevated risk for alcohol-related problems are more likely to have 

wives who report IPV victimization, and husbands with more equitable gender 

norms are less likely to have wives who report IPV victimization. Contrary to our 

hypothesis, husbands’ gender equity ideologies did not moderate associations 

between husbands’ elevated alcohol use and wives’ IPV victimization. However, 

our findings are consistent with the existing literature on husbands’ gender equity 

ideologies [14, 18] and elevated alcohol use [6-8, 26], and indicate the need to 

integrate gender equity counseling into social services reaching men. 
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Married women report some of the highest rates of IPV victimization in 

India [3], and as evidenced by our study findings using the GEM scale, marriage 

as a social construct within this Indian context may present opportunities for 

inequitable gender ideologies to manifest as acts of violence. In particular, as 

discussed, violence often occurs in marriage when traditional gender roles (e.g., 

wives taking care of domestic duties) are challenged [4, 14]. Furthermore, 

findings from our study support existing understanding that violence perpetrated 

against women relates to the adoption of ideologies that reinforce violence as a 

means of control of women [14, 27]. Use of the GEM scale in the present 

analyses allows for inclusion of many aspects (sexual relationships, violence, 

domestic life, reproductive and sexual health, relations with other men) of the 

construct of masculinity within rural India. Existing qualitative studies on the 

subject [20, 27] provide context for these results. In their study, Verma and 

colleagues [20] found that men in India mainly viewed their roles in relationships 

with women as revolving around male entitlement and dominance. Though, this 

study was conducted in urban parts of Maharashtra, these findings may still be 

considered for our rural populations in the state. Interventions focused on 

reducing IPV among married couples must prioritize not just inclusion of men, but 

focus on changing norms around masculinity ideologies. 

Findings from the present study also highlight the relationship between 

husbands’ elevated alcohol use and IPV victimization of wives, which is 

consistent with the existing literature [6-10, 19, 20]. In our analyses, husbands’ 

elevated alcohol use was independently associated with wives’ IPV victimization, 
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after controlling for all other factors (including gender equity ideologies). Given 

the high rates of alcohol use among tribal populations in rural Maharashtra [28], it 

is clear that husbands’ elevated drinking must also be addressed in an effort to 

reduce violence against wives. Based on our findings that wives of husband’s 

who espoused greater gender equity were less likely to report IPV, there may be 

potential benefit to incorporating gender equity counseling into existing alcohol 

treatment services with men, though these resources are sparse within this 

context. Most programming aimed at reducing poor health outcomes related to 

gender inequalities has focused on women [14]. However, given men’s 

positioning as key decision-makers across multiple facets of domestic life within 

Indian households [14, 16], it is imperative that men be included in interventions 

aimed at reducing gender inequity and IPV [14, 29]. While this approach does not 

appear to be in practice currently, previous literature reviews further indicate the 

potential such potential utility [30].  

Our analysis to understand if husbands’ gender equity ideologies 

moderated the relationship between husbands’ elevated alcohol use and wives’ 

IPV victimization did not yield significant results. Though the main effects were 

significant, the lack of significance of the moderation analysis suggests that the 

association between husbands’ elevated alcohol use and IPV does not vary 

based on husbands’ gender equity ideologies. It is possible that significant 

associations were unable to be detected due to low levels of alcohol use by 

husbands in our study. Further, lack of inclusion of appropriate measures for 

heavy drinking (a measure which was used in previous studies [6, 7] to test 
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associations between husbands’ alcohol use and IPV perpetration) may have 

also led to our null findings. Considering the substantial qualitative evidence 

linking these factors together, future research should focus on better 

understanding the potential moderating effect of men’s gender equity ideologies 

on associations between husbands’ alcohol use and wives’ IPV perpetration. 

Research utilizing mixed methods may prove useful to not just quantitatively test 

these relationships, but also by qualitatively providing context for the specific 

mechanism through which these relationships may or may not occur.   

The results of the present study must be considered with the following 

limitations. Given that the study involves analysis of cross-sectional data without 

information on temporal sequence of events, causal relationships between 

husbands’ gender equity ideologies and wives’ IPV victimization cannot be 

understood. Further, based on the timeframes IPV (ever in marriage), and past 

30 day elevated alcohol use for husbands, we cannot understand if husbands’ 

alcohol use preceded IPV or if it was co-occurring. All data were collected using 

in-person survey data collection methodology, and as a result may be subject to 

social desirability bias. This may have resulted in under-reporting of IPV, gender 

equity ideology endorsements, and husbands’ reports of elevated alcohol use. 

However, given that sex-matched research staff conducted data collection, 

biases related to gendered responses were minimized (specifically important for 

reporting gender equity ideologies, and IPV). Finally, the results of this study 

characterize husbands’ elevated alcohol use, gender equity ideologies and 
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wives’ reports of IPV victimization among married couples in rural Maharashtra, 

India, and should not be considered as representative for the country as a whole.  

Findings from the current study build on the existing literature focused on 

integrating gender equity counseling through male-engagement interventions to 

reduce violence against women in India. However, our study’s focus on married 

couples presents a novel understanding of how gendered issues relate to IPV 

within marriage – a social construct within India that offers the greatest 

opportunities for men to intersect with public family planning services. As the 

United Nations calls for the need to address violence against women and girls as 

a critical piece to achieve universal gender equity and empowerment of women 

[31], it is important that men be included in these efforts to reduce violence 

against women, through integration of gender equity counseling approaches 

within existing social service structures reaching men. 
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Figure 2.1: Moderation analysis examining if men’s gender equity 
ideologies moderate the association between husbands’ elevated alcohol 
use and wives’ IPV victimization 
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Table 2.1: Profile of married women living in rural Maharashtra: 
demographic, marriage, and fertility characteristics based on women’s 
reports of physical and/or sexual IPV (N=1081)
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Table 2.2: Endorsement (agreed or partially agree) and associations of 
Gender Equitable Men (GEM) scale items among husbands in Maharashtra, 
India (N=1081) 
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Table 2.3: Unadjusted and adjusted logistic regression associations 

between husbands’ elevated alcohol use, masculinity ideologies and 

physical/sexual IPV (ever in marriage) among married women living in rural 

Maharashtra (N=1081) 

Variable OR (95% CI) AORa (95% CI) 

Masculinity ideologies (GEM) 0.99 (0.96, 1.01) 0.97 (0.95, 0.99)b 
Husbands’ elevated alcohol use 2.08 (1.15, 3.76)b 1.89 (1.01, 3.40)b 
Wives’ age 1.00 (0.95, 1.05) - 
Husbands’ age 1.02 (0.97, 1.07) - 
Wives’ education 1.03 (1.00, 1.06) 0.97 (0.95, 1.04) 
Husbands’ education 1.04 (1.01, 1.08)b 1.05 (0.97, 1.04) 
Husbands’ caste (scheduled 
caste/tribe) 

1.23 (0.92, 1.64) - 

Wives’ working status 0.96 (0.71, 1.29) - 
Number of births  0.87 (0.77, 0.99)b 0.93 (0.81, 1.06) 
aAdjusted for age, and education (husbands, and wives), husbands’ caste, 
wives’ working status, number of births, and husbands’ elevated alcohol use 
(husband’s reports).  
bp≤0.05 
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ABSTRACT 

Background: The existing literature on the intersection between women’s reports 

of spousal intimate partner violence (IPV) and modern contraceptive use in South 

Asia is conflicted; some studies from the region indicate that IPV is associated 

with increased contraceptive use, while other studies show the opposite 

relationship. Associations appear to vary based on method of contraception use, 

and form of violence (physical or sexual), and few have examined the 

relationship between IPV and various methods of modern spacing contraceptive 

(MSC) use.  

 

Objective: This study seeks to assess the relative associations between IPV and 

MSC use among a sample of married, not-currently-pregnant couples in rural 

Maharashtra, India (N=861).  

 

Methods: Multinomial logistic regression models assessed husband’s physical 

and sexual IPV perpetration (past 6-month) in relation to women’s past 3-month 

MSC use [categorized as condom use, other MSCs (oral pills, IUD), and no 

MSCs].  

 

Results: In terms of violence, 12% and 4% of women reported recent physical 

and sexual IPV victimization, respectively. The majority of women (72%) did not 

use any MSC method in the past 3 months; 14% reported recent condom use, 

and the same proportion reported other MSC use. Recent physical IPV was 
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associated with increased likelihood of recent condom use (AOR: 2.07, 95% CI: 

1.01, 3.89), and recent sexual IPV was associated with increased likelihood of 

recent use of other MSC (AOR: 2.86, 95% CI: 1.14, 7.16).  

 

Conclusion: These findings reinforce the need for integration of counseling 

around IPV prevention and intervention programming into existing family 

planning services targeting married couples in rural Maharashtra, India. 

 

  



45 

 

INTRODUCTION 

Intimate partner violence (IPV) is a pervasive global health concern [1]. 

Women contending with IPV face a myriad of health consequences that include 

negative sexual and reproductive health outcomes such as unintended 

pregnancies [2-5] and, relatedly, challenges to contraceptive use [4, 6-9]. South 

Asia has some of the highest rates of IPV among married women in the world [1], 

with 37% of wives in India reporting experiencing physical or sexual spousal 

violence in their lifetime [6]. Studies from India document efforts by abusive 

husbands to interfere with wives’ abilities to access family planning services [8], 

thus putting wives at greater risk for having unintended pregnancies [3-5]. 

Despite the fact that knowledge of contraceptive methods is high among men 

and women in India [6], and availability and access to contraception are not 

perceived as barriers to family planning [10, 11], only half of women report 

modern contraceptive use [6, 10]. India accounts for the greatest proportion of 

women in the world with an unmet need for family planning (women who are 

fecund, and sexually active, but are not using contraception, and do not want to 

get pregnant) [12], with 13 percent of Indian wives reporting unmet need [10, 12].  

Early family planning efforts by the Indian government, starting in 1951, 

encouraged couples to adopt permanent methods of contraception (first male 

and then female sterilization) [13, 14]. While recent efforts have prioritized 

spacing contraception (i.e. non-permanent methods) [14, 15], female sterilization 

is the most common method of modern contraception used by married women 

(37% of married women report female sterilization) [10], and is often the first and 
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only method of contraception used by Indian wives [14, 16]. Family planning 

norms in India encourage women to marry early and produce children, with a 

preference for sons over daughters, within the first year of marriage [14, 16, 17]. 

Once the desired number and sex ratio of children are achieved, wives often 

undergo sterilization [14, 16, 17]. As a result, few wives use modern spacing 

methods such as condoms, pills, and IUD, which make up 14, 11 and 6 percent 

of use, respectively [6, 10]. Low use of modern spacing contraceptive methods 

contribute to women’s risk for short birth intervals, and IPV has been associated 

with poor spacing, as well [1]. 

Given the low levels of modern spacing contraceptive use in India, it is 

important to understand barriers to specific methods of contraceptive use. While 

numerous studies indicate that IPV is associated with lower likelihood of condom 

use among women in India [18-21], few studies have tested associations 

between IPV and other methods of modern spacing contraception, which may 

not require male participation (oral pills, IUD). Findings from qualitative data in 

India show that wives report threats of physical violence from husbands as 

drivers of contraceptive non-use [22], and that wives dealing with abusive 

husbands may opt for contraceptive methods that are not dependent on male-

cooperation, such as oral pills, or IUD [9]. More recently, researchers have begun 

to dissect further the relationship between IPV and contraceptive use, with 

special consideration to types of violence perpetration (i.e. physical, sexual), and 

methods of contraception (i.e. condoms, oral pills). Examining national data in 

rural India from 2002-2003, Stephenson and colleagues [4, 7, 8] found that 
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women reporting physical IPV alone were less likely to adopt modern 

contraceptives (inclusive of both permanent and temporary methods). Similar 

results were seen when women reported experiences of both physical and 

sexual IPV [6]. However, while temporary methods were included in these 

analyses, the majority of contraceptive users in these samples were comprised of 

women who underwent female sterilization. 

While these findings indicate that IPV is associated with lower 

contraceptive use, a growing body of literature of conflicting findings is emerging 

as researchers examine associations between IPV and various forms of 

contraceptive methods with special consideration that temporary and permanent 

contraceptive users may differ. Using pooled national data from 2006-2007 from 

Bangladesh, Nepal and India, Raj and colleagues [23, 24] found that sexual IPV 

was positively associated with wives’ reports of modern spacing contraceptive 

use, and negatively associated with sterilization [23]. Further, the authors found 

(descriptively) that wives contending with sexual IPV were more likely to use oral 

pills, and less likely to report condom use, though these associations were not 

tested [23].  

These conflicting findings indicate a need for clarification of these complex 

relationships. While the existing literature provides understanding of the negative 

relationship between IPV and permanent methods of modern contraception use 

in India, it is imperative that the relationship between IPV and modern spacing 

contraceptive use be explored given the need to prioritize spacing contraception 

use in India. Additionally, the existing literature presents conflicting findings 
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based on the form of violence reported (physical vs. sexual). Further, 

understanding if women are able to control reproductive decision-making via use 

of contraceptive methods not involving male partners (i.e. oral pills, IUD) is 

especially important for women contending with IPV. This paper seeks to fill 

these gaps in the literature by assessing the relationship between IPV (physical 

only, sexual only), and modern spacing contraceptive use (condom, other 

modern spacing, none) among a sample of non-sterilized married couples living 

in rural Maharashtra, India. These analyses present the first paper to examine 

quantitatively the relationship between various forms of IPV, and modern spacing 

contraception broken down by form of spacing contraceptive in rural 

Maharashtra, where use of modern spacing methods is substantially lower than 

in urban areas of the state [11].  

METHODS 

Study population 

This study involved analysis of cross-sectional data from participants in a 

two armed, cluster randomized control trial of a family planning promotion 

program (CHARM) in Maharashtra, India. Note: details on collection of baseline 

data are described in full elsewhere [25]. Present analyses used data from the 

baseline assessment of non-sterilized couples. Pregnant women (n=214) were 

excluded from analyses as women who were pregnant were not using 

contraception due to their pregnancy state. Additionally, women using multiple 

methods of contraception (n=6) were excluded from analyses to allow for 

understanding of women’s main method of modern spacing contraception, and to 



49 

 

allow for greater generalizability since the majority of wives in India use only one 

method of contraception [10]. Therefore the final sample for analysis included 

women who were not pregnant at baseline, and who were only using one method 

of contraception [n=861 (n=214 pregnant women, and n=6 using multiple 

methods were excluded)].  

Between March and December 2012, trained research staff approached 

households to identify young married men between 18 and 30 years of age within 

the selected clusters. If a married couple with a man in the specified age range 

was home, research staff provided details regarding the CHARM intervention and 

evaluation study. If the couple indicated interest in participating, research staff 

would conduct the informed consent process with the couple in a private space in 

the house. Note: informed consent was conducted by research staff with 

husbands and wives together when both were available at the same time (and 

separately if they were not both available). Once the informed consent process 

was complete, couples were screened for eligibility. Inclusion criteria included 

husbands and wives being 18-30 years of age, fluency in Marathi, residing 

together in the cluster area for the past three months, plans to stay in the cluster 

for another two years, and no sterilization for either the husband or his wife. 

Research staff screened 1,881 couples; of those couples screened, 1,143 were 

eligible to participate in the study (60.8% eligibility rate), and 1,081 eligible 

couples chose to participate in the study (94.6% participation rate).  

After couples completed informed consent and eligibility screening 

procedures, sex-matched research staff administered a 60-minute paper survey 
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with husbands and wives. Survey questions were read aloud to husbands and 

wives separately and in private spaces in the participants’ homes. Survey items 

covered a broad range of topics including demographics, contraception 

knowledge and use, substance use, sexual history, and gender equity attitudes. 

No monetary incentives were provided, and all study procedures were approved 

by the Institutional Review Boards at the University of California San Diego and 

the Indian Council of Medical Research.  

Measures 

Demographic characteristics included age and educational attainment for 

husbands and wives; the husband’s caste, family’s monthly income, and the 

wife’s working status. Age was measured continuously and was kept as a 

continuous variable for analysis. Education was measured by a single item 

asking the highest standard (year) of education completed (continuous measure). 

Note: age and education data were based on husbands’ and wives’ reports of 

their own information. Caste and family income were based on husbands’ 

reports. Only husbands’ reports were used for these measures, as once Hindu 

women marry, they take on their husbands’ caste; additionally, most husbands 

controlled family finances, and therefore husbands’ reports were most reliable for 

this measure.  

Caste was measured based on four separate categories of “scheduled 

caste, scheduled tribe, other backward class, none.” Individuals belonging to 

scheduled castes, and scheduled tribes represent the most marginalized groups, 

and were therefore included in one category (with those belonging to “other 
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backward class, and none” combined into a second category for the caste 

variable). Caste variables were thus created with the following categories: 

“scheduled caste/tribe,” and “backward class/none.” Family monthly income was 

based on husbands’ responses to the question “what is your household’s 

average monthly income?” (continuous measure; Indian currency of rupees). 

Wives’ working status was assessed based on asking if they were engaged in 

any income-generating activities (dichotomous yes/no). 

Marital characteristics were assessed by wives’ reports of marital length, 

and number of births. Marital length was a continuous variable (measured in 

years) calculated by taking the difference between the participant’s current age, 

and age at marriage (based on the question “how old were you when you first got 

married?”). Note: This variable was used descriptively in analyses (and not as a 

covariate). Number of births includes women’s responses asking them how many 

living sons and daughters they delivered, the number of sons and daughters they 

had who had been born alive and later died, and the number of stillbirths women 

reported. These items were combined to create a continuous measure reflecting 

total number of births reported by wives.  

Husbands’ risky behaviors included in the analyses were husbands’ 

elevated alcohol use, and men’s gender equity ideologies. Husbands’ drinking in 

the past month was assessed by a single measure asking husbands how many 

days within the past 30 days they had 4 or more drinks on one occasion. 

Husbands reporting 1 or more days of drinking with 4 or more drinks on one 

occasion in the past month were categorized as “potentially being at elevated risk 
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of alcohol-related problems” or “elevated alcohol use” (individuals who reported 

zero days were categorized as not having any days in the past month with 

“elevated alcohol use” or “no”). The categorization of this variable is based off of 

guidelines of the National Institute on Alcohol Abuse and Alcoholism’s definition 

of “heavy drinking” (5 or more drinks on the same occasion) [26], and the widely 

used alcohol measure, AUDIT-C [27]. Note that our description of this variable 

does not coincide exactly with these definitions.  

Men’s gender equity ideologies were measured using the Gender-

Equitable Men (GEM) Scale [28], which has been adapted for use in rural India 

[29]. GEM includes 24 items measuring male gender norms related to sexual and 

reproductive health, sexual relations, domestic violence, domestic 

responsibilities, and homophobia. Men were read a series of statements, and 

then asked if they “agree,” “partially agree,” or “do not agree” with each 

statement. Each item was scored with the least equitable response scoring 1, 

with the most equitable responses scoring 3 (and moderately equitable 

responses scoring 2), thus resulting in a possible range of 24-72 (least equitable 

to most equitable). The scale was kept as a continuous measure, and had an 

acceptable level of internal consistency (Cronbach’s alpha = 0.70) to be used for 

use of an attitude measure [30]. 

The outcome of past 3 month contraception use was based on a single 

question asking wives what method she and her husband used to avoid getting 

pregnant in the past 3 months. Options included oral pills, IUD/loop, injectables, 

male condom, rhythm method, withdrawal method, and emergency 
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contraception. Response options were separated into three categories: Male 

condom, other modern spacing contraceptives (hormonal oral pills, IUD, 

injectables), and no modern spacing contraceptives (rhythm method, withdrawal 

method, and no method).  

The two independent variables were past 6 month physical intimate 

partner violence (IPV) victimization and sexual IPV in the same timeframe (asked 

only of wives). Both dichotomous variables were based on an 8-item measure 

asking women how frequently she experienced various forms of violence. All 

violence indicators were based on validated measures from the third wave of the 

National Family Health Survey (NFHS-3) [10]. The questions had response 

categories of “often,” “sometimes,” “not at all” (meaning not in the past 6 months), 

and “never in our relationship” (meaning never experiencing violence in the 

relationship). Physical IPV was measured by asking women whether the 

following forms of violence had been perpetrated by husbands in the past 6 

months: 1) slapping, 2) arm twisting and pulling hair, 3) pushing, shaking, 

throwing something at her, 4) kicking, dragging, beating up, 5) choking, 6) trying 

to burn, threaten to attack with knife, gun or weapon.  Items on sexual IPV 

measured 1) forced sexual intercourse, and 2) forced to perform sexual acts 

against her will. Women’s endorsement of “often” or “sometimes” to any of the 6 

physical IPV items were categorized as “yes” for the physical IPV variable 

(responses of “not at all” or “never in our relationship” were categorized as “no”). 

The same categories were used for responses for the sexual IPV questions. 

Note: the variables are not mutually exclusive; women could report experiencing 
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both physical and sexual IPV victimization. Physical violence items had a 

Cronbach’s alpha coefficient of 0.98, and the sexual violence items had a 

coefficient of 0.97 indicating high test reliability.  

Statistical analysis 

Descriptive analyses were conducted on all demographic indicators, IPV 

variables, and contraceptive use indicators. Crude and adjusted multinomial 

logistic regression models assessed IPV in relation to modern spacing 

contraceptive use (condom use, other modern spacing contraception, no method 

[referent]). Adjusted analyses controlled for men and women’s age and 

education, husband’s reports of caste, elevated alcohol use, and gender equity 

ideologies, and women’s reports of working status, and number of births. Odds 

ratios and 95% confidence intervals were calculated to assess size and 

significance of associations. While the physical and sexual violence variables 

were correlated, the variables were not collinear (Spearman’s rank correlation: 

r=0.34, p<0.001) and thus could be included in the same model. All analyses 

were conducted using SPSS version 22 (IBM Corp, Armonk, NY, USA).  

RESULTS 

Wives had a mean age of 22.6 years (SD: 2.5); husbands had a mean age 

of 26.2 (SD: 2.7). (Table 3.1) The majority (72.1%, n=621) of couples belonged to 

scheduled caste or tribal categories (most marginalized communities). Couples 

were married on average for 4 years (range: 0-14 years; SD: 2.7 years). In terms 

of education, fewer husbands, relative to wives, reported no formal education 

(9.1%, n=78 husbands; 17.3%, n=149 wives); though husbands and wives had 
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similar ranges and mean years of highest standard of education completed 

[range 0-17 years for husbands and wives; mean=6.5 (SD: 4.2) for wives; 

mean=7.3 (SD: 3.7) for husbands]. The range for family monthly income was 

wide (9.3-1851.9 USD), with a mean of 123.9 USD (SD: 134.6 USD)] (converted 

from rupees to dollars, 2012). Most wives (76.1%; n=655) were not engaged in 

any income-generating activities, while almost all husbands reported 

engagement in income-generating activities (97.7%, n=841). Wives reported 

having an average of 1.4 children (SD: 1.0), with a range of 0-6 children.  

Consistent with national trends [6], the majority of wives (72.1%; n=621) 

reported not using any method of modern spacing contraception; among women 

in this category, 98.1% (n=609) reported not using any contraception, and 3.1% 

(n=19) reported using a traditional method. Similar proportions of women 

reported using condoms (13.8%; n=119), and other modern spacing 

contraception (14.1%; n=121). Among other modern spacing users, 83.5% 

(n=101) reported using pills, 16.5% (n=20) used IUDs, and 0.8% (n=1) used 

injectables.  

Physical and/or sexual IPV was reported by 13.0% (n=112) of women in 

the past 6 months; 11.6% (n=100) reported physical IPV, and 3.9% (n=34) 

reported sexual IPV for this timeframe. The majority of women reporting physical 

violence (78.0%, n=78) did not report sexual violence victimization; conversely, 

more than half (64.7%, n=22) of women reporting sexual IPV, also reported 

physical IPV victimization. Only 4.4% (n=38) of husbands reported elevated 

alcohol use (≥4 drinks on one occasion), in the past 30 days. Husbands had an 
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average score of 34.3 (SD: 5.3) on the GEM scale, with a range from 24.0-56.0 

(with higher scores indicated greater gender equity ideology). 

Table 3.2 shows the results of multinomial logistic regression associations 

(crude and adjusted) of physical and sexual IPV, respectively, with modern 

spacing contraceptive use. Adjusted analyses indicate that women reporting 

physical IPV (past 6 months) were more likely to report condom use (past 3 

months), relative to not using any method of modern spacing contraception 

(AOR: 2.07, 95% CI: 1.10, 3.89). No significant associations (unadjusted or 

adjusted) were found between physical IPV and other modern spacing 

contraceptive use. In both the crude and adjusted models, women reporting 

sexual IPV were more likely to report using other modern spacing contraception 

(AOR: 2.86, 95% CI: 1.14, 7.16). No significant associations (unadjusted or 

adjusted) were seen between women reporting sexual IPV and condom use, 

however. 

DISCUSSION 

 Among married couples in rural Maharashtra, India, our study revealed 

significant positive associations between women’s reports of physical IPV 

victimization and condom use, where women reporting physical violence were 

greater than two times more likely to report using condoms (relative to not using 

any method of modern spacing contraception). Women reporting sexual violence 

were almost three times more likely to report using other modern spacing 

contraception (relative to not using any method of modern spacing 

contraception). In terms of experiences of violence, 11.6 and 3.9 percent of 
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women reported recent physical and sexual violence victimization, respectively, 

and the majority (72.1%) reported not using any method of modern 

contraception.  

These findings build upon the existing body of work that examines 

relationships between IPV and contraceptive use in South Asia, and in particular, 

draw attention for the need to test separate pathways such as those between 

physical and sexual violence and various forms of contraception (rather than 

consider all factors in aggregate). Our results depart from the main findings of 

Stephenson and colleagues [4, 7, 8], and Kishor [6], where the authors found that 

women contending with IPV were less likely to report use of modern 

contraception. The majority of women included in these analyses, however, 

reported sterilization (i.e. permanent method) as their method of contraceptive 

use, whereas the current analyses focus solely on modern spacing contraceptive 

use. Further, Stephenson’s paper focused on contraception adoption in their 

inter-survey periods of four years. Work by Raj and colleagues [23] finding that 

women contending with sexual IPV were less likely to use sterilization, but more 

likely to use modern spacing contraception highlight the important need to 

differentiate between spacing and permanent methods of modern contraception 

use. Female sterilization is associated with social norms for women to marry and 

bear children early, and until desired number and sex ratio of children are 

delivered and then undergo sterilization, which is often the first and only method 

of modern contraception used by women [14, 16, 17]. As a result, findings that 

IPV is associated with lower likelihood of female sterilization simply may be 
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indicative that couples are not finished childbearing. This is consistent with 

literature documenting associations between women contending with IPV having 

greater number of children compared to women without IPV victimization [6].  

Our findings are consistent with those of Raj and colleagues [23, 24], in 

that sexual IPV is associated with increased likelihood of using modern spacing 

contraception. Specifically, our finding that sexual IPV is associated with 

increased use of modern spacing methods other than condoms builds on the 

descriptive findings from Raj and colleagues [24]. Our results add to the growing 

body of literature indicating that women contending with violence (specifically 

sexual IPV), may rely on methods of contraception that do not require male 

participation (i.e. modern spacing methods other than condoms). Qualitative data 

from India indicate that women experiencing violence may opt for covert methods 

of contraception as a means to control pregnancy [9]. It is possible that women 

may rely on methods of contraception they may have greater control over, such 

as oral pills, and IUDs, when contending with sexual violence.  

It is important to note the lack of association between physical IPV and 

use of other modern spacing contraception. Though Raj and colleagues [23, 24] 

also did not find significant associations between physical IPV and modern 

spacing contraceptive use, our study is the first to test associations between IPV 

and various forms of modern spacing contraception. Nonetheless, this lack of 

association, within the presence of a significant association between sexual IPV 

and modern contraceptive use, suggests that the form of violence perpetrated 

against women does influence her contraception use.  



59 

 

Our study appears to be the first in this body of literature to find that 

physical IPV is associated with increased likelihood of condom use, departing 

from established literature indicating the opposite associations [18-21]. However, 

many of these studies have focused on populations at high risk for HIV through 

unprotected sex with female sex workers in India, where sex workers may have 

even more limited control over contraceptive methods due to power dynamics 

associated within the client-sex worker context [21]. Further, most of these 

studies have considered violence without consideration of potential differences in 

associations based on form of violence (physical/sexual).  

In terms of understanding how experiences of physical violence are 

associated with women’s increased condom use, it is conceivable that because 

this violence may not necessarily take place at the time of sexual intercourse, 

that there may be greater opportunity for conversation and use of contraception 

that requires male participation (i.e. condom); that while physical violence is 

occurring within the relationship, it may not be associated with challenges in 

using condoms. Social acceptability for marital violence among both husbands 

and wives is high within India [6], as well as within our sample, and data indicate 

that justification for physical violence against wives commonly includes situations 

when wives challenge traditional gender roles ascribed to women (ex. neglecting 

domestic duties) [31].  

These findings must be considered with certain limitations. Due to the 

study’s cross-sectional design, causal relationships between IPV and modern 

spacing contraception use could not be inferred. In addition, survey data are 
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subject to both recall bias and social desirability bias, which may have resulted in 

under-reporting of IPV and potentially over-reporting of contraceptive use, as the 

participants were aware that they were participating in a family planning and 

gender equity study. These biases may have led to conservative estimates of 

results. Additionally, it is possible that selection bias may have played a role in 

selection of study subjects, as all study participants consented to participate in a 

family planning intervention (and were not sterilized). It is possible that 

participants who were interested in participating in the study were more likely to 

report use of modern spacing methods relative to those who did not participate in 

the study. Finally, these findings are specific to married couples in rural 

Maharashtra, India, and should not be considered as representative for married 

couples in India.  

Despite these limitations, the present analyses offer new insight into the 

complex relationship between IPV and contraceptive use among a sample of 

married couples in rural Maharashtra, India; an area characterized by high fertility 

and low use of modern spacing contraception [32]. While others [33] have 

examined the relationship between IPV and modern spacing contraceptive use in 

Maharashtra, this research was limited to urban areas (Mumbai) of the state, 

which sees higher rates of modern spacing contraceptive use. These studies, 

though consistent with our findings in that IPV was associated with a greater 

likelihood of women using modern spacing methods, included physical, sexual 

and emotional violence collectively in the definition of IPV, and also examined all 

methods of modern spacing contraception together.  
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The present study offers the first opportunity to tease apart these nuanced 

differences in associations. Further research in this area should be conducted to 

better understand contextual factors that may contribute to the association 

between IPV and modern spacing contraceptive use in an effort to guide family 

planning and violence prevention programming in India. Specifically, qualitative 

data collection and analysis may prove useful in providing insight into how and 

why various forms of violence (physical/sexual) may influence use of various 

methods of spacing contraception differently.  

India’s national family planning program has evolved over the last few 

decades; the Government has moved away from its promotion of permanent 

methods of contraception (i.e. female sterilization) [34], and is now emphasizing 

the use of spacing contraceptive methods (specifically, IUD) [35]. Specifically, the 

Government is aiming to increase community-based distribution of 

contraceptives through Accredited Social Health Activists (ASHAs), women who 

are trained to interface between the community and the government public health 

system [36]. Our findings indicate that women contending with physical and/or 

sexual IPV are utilizing modern spacing contraception. The commitment by the 

Indian Government to promote modern spacing methods through ASHAs 

presents a unique opportunity for the integration of IPV prevention and reduction 

services within this family planning system aimed at women in rural India. Such 

integration of IPV services within the context of healthcare services builds on 

existing evidence showing that while women rarely seek out programming for IPV 

reduction directly, women’s engagement with reproductive-related healthcare 
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services is increasing, globally [37], and often offers a unique and safe space for 

screening, and intervention on IPV [38, 39]. Additionally, efforts should be made 

to intervene with men on IPV perpetration in settings where men may seek 

condoms, as men often provide condoms within marital relationships [34]. 

Findings from the present study support the need to develop and evaluate IPV 

programming within healthcare services in rural Maharashtra, India where men 

and women seek family planning services. 
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Table 3.1 Profile of married women living in rural Maharashtra: 
demographic, marriage, fertility preferences, and exposure to violence 
(N=861) 

Variable n (%) 

Demographic Variables  
Wives’ Age (mean, SD, range) 22.6, 2.5, 18-30 

Husbands’ Age (mean, SD, range) 26.2, 2.7, 18-30 

Wives’ years of education (mean, SD, range) 6.5, 4.2, 0-17 

Husbands’ years of education (mean, SD, range) 7.3, 3.7, 0-17 
Husbands’ Caste (caste) 
  Scheduled caste/tribe 
  Other backward class/none 

 
621 (72.1%) 
240 (27.9%) 

Family monthly income, USD (median, SD, range) 123.9, 134.6,  
9.3-1851.9 

Wives’ working status 
    Not engaged in income-generating activities 

 
655 (76.1%) 

Marital length, years (mean, SD, range) 4.0, 2.7, 0-14 

Marriage Characterization and Fertility 
Preferences 

 

Contraceptive use, past 3 months 
   Condom use 
   Other modern spacing method 
    Pills 
    IUD 
    Injectables 
   None 
    No contraception use 
    Traditional methods (rhythm and withdrawal) 

 
119 (13.8%) 
121 (14.1%) 
   101 (83.5%) 
    20 (16.5%) 
    1 (0.8%) 
621 (72.1%) 
   609 (98.1%) 
   19 (3.1%) 

Number of living children (mean, SD, range) 1.4, 1.0, 0-6 

Husbands’ Risky Behaviors/Attitudes   

Husbands’ gender equity ideologies (mean, SD, 
range) 

34.4, 5.3,  
24.0-56.0 

Husbands’ elevated alcohol use (4+ drinks, past 30 
days) 
  Yes (1+ days) 
  No (0 days) 

 
38 (4.4%) 
823 (95.6%) 

Physical IPV, past 6 months 
  Yes 

 
100 (11.6%) 

Sexual IPV, past 6 months 
  Yes 

 
34 (3.9%) 

Physical IPV and/or forced sex, past 6 months 
  Yes 

 
112 (13.0%) 
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Table 3.2 Unadjusted and adjusted multinomial logistic regression: 

associations between physical IPV, and sexual IPV (past 6 month) with 

modern spacing contraceptive use (past 3 month) (N=861) 
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ABSTRACT 

Background: India contends with high rates of violence against wives [intimate 

partner violence (IPV) and violence from in-laws (ILV)]; both factors may be 

associated with high unintended pregnancy and reflect low levels of women’s 

decision-making control (relative to husbands and in-laws) related to their 

reproductive health. Few studies from South Asia have examined the relationship 

between pregnancy decision-making, IPV and unintended pregnancy. 

 

Objective: This study seeks to assess associations between unintended 

pregnancy (mistimed and unwanted) and women’s reports of externally-decided 

(by husband or in-laws) pregnancy, IPV and ILV, among a sample of married, 

postpartum women in India. 

 

Methods: Surveys including items of maternal and child health concerns and IPV 

were conducted with low-income postpartum women seeking immunization for 

their infants (≤6 months) in urban health centers in Mumbai slums (N=1,047). 

Unadjusted and adjusted multinomial logistic regression analyses assessed 

women’s reports of having externally-decided pregnancies (decided by 

husbands, or in-laws) and IPV victimization (year prior to pregnancy) as factors in 

mistimed and unwanted pregnancies (reference category: intended pregnancy).  

 

Results: Mistimed and unwanted pregnancies were reported by 12.2% (n=128), 

and 7.2% (n=76), respectively. Externally-decided pregnancies were reported by 
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8.8% (n=92) of women. Approximately one-third (29.4%, n=308) of women 

reported experiencing physical and/or sexual IPV in the year prior to pregnancy. 

Violence from in-laws (ILV) in the year prior to pregnancy was low (4.2%, n=44) 

with insufficient cases to include in regression analyses. Women reporting 

externally-decided pregnancies were significantly more likely to have mistimed 

pregnancies than intended pregnancies (AOR: 6.14, 95% CI: 3.60, 10.46), as 

were women reporting IPV (AOR: 2.12, 95% CI: 1.38, 3.25). Neither external 

pregnancy control nor IPV were associated with unwanted pregnancy.  

 

Conclusion: Women’s exclusion from pregnancy decision-making and violence 

from husbands relates to wives’ abilities to time their pregnancies as they wish. 

Given the strong push by multilateral health organizations to reduce unintended 

pregnancies, it is important that gendered targets such as increasing women’s 

involvement in reproductive health decision-making and reducing IPV are 

integrated into programming. 

 

 

 

 

 

 

  



73 

 

INTRODUCTION 

Globally, 40% of all pregnancies in developing countries were unintended 

(defined as pregnancies that were mistimed or unwanted [1]) in 2012; half of 

these resulted in abortion, 13% ended in miscarriage, and 38% ended in an 

unplanned birth [2]. Understanding factors that increase women’s risk for having 

unintended pregnancies is vitally important, as having an unintended pregnancy 

endangers the health of both women and children [2-4], and is often indicative of 

challenges in contraceptive access and use [3]. Mistimed pregnancies are 

indicative of a woman’s desire but inability to space her pregnancies, while 

unwanted pregnancies represent the difference between a woman’s desire and 

actual fertility [5]. This distinction is of particular interest, as both can be 

managed by increasing women’s use of family planning methods. 

Women in developing countries who have unintended pregnancies are 

less likely to have adequate antenatal and delivery care [6, 7], and children 

(specifically, girls) resulting from unintended pregnancies are at greater risk for 

malnutrition, mortality [4], and inadequate immunizations [8]. This major public 

health concern is preventable, and has enormous potential for improving the lives 

of women, globally. Studies have found that reducing unintended pregnancies 

will improve educational and employment opportunities for women, thus 

improving the status of women, which in turn has the potential to increase family 

savings, and reduce poverty [9].  

Globally, India accounts for the largest proportion of women with an unmet 

need for contraception (married women who are fecund, do not want to have a 
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child in the next two years, and are not using contraception); 31 million married 

women in India are at risk for unintended pregnancies according to national data 

[10]. Approximately 21% of all pregnancies in India are unintended (3.3 million 

pregnancies) each year, and the majority of these take place within marriage 

[11]. Associations between unintended pregnancy and poor infant and child 

health outcomes have also been found in India. Analysis of national data 

indicates that unintended pregnancies in India are associated with unattended 

deliveries, incomplete early childhood immunization, child stuntedness, and 

neonatal, postnatal, and early childhood mortality [5]. Contraceptive access and 

knowledge in India is high given that India’s government has provided 

comprehensive family planning services and education since 1952 [12, 13]. 

However, while reductions in rates of unintended pregnancy have been seen 

across other global regions [2], India’s prevalence of unintended pregnancy has 

remained stagnant for the last decade [14, 15]. Factors implicated in unintended 

pregnancy in India are complex and may include low socioeconomic status 

(education, poverty), preference for having sons over daughters [16] and intimate 

partner violence (IPV) [17,18]. 

Studies from India [17, 18] and other parts of South Asia [19-21] indicate 

strong associations between IPV and unintended pregnancy. Existing research 

indicates that wives tend to have lower power in sexual decision-making relative 

to husbands in India [22-24], which may be of even greater concern for wives 

contending with IPV, where power imbalances tend to be stronger [24, 25]. More 

than one-third (37%) of wives in India report experiencing physical or sexual IPV 
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in their marriage [26]. Further, within the Indian context, wives’ in-laws strongly 

influence family planning decisions of couples [27-29], where women are 

expected to marry at early ages and produce children (specifically sons) within 

the first year of marriage [27]. The elevated role of in-laws, who often live with 

married couples in India, has implications for wives’ experiences of IPV, as well. 

For example, national data from India indicate that both men and women are 

more likely to agree that IPV victimization of wives is justified if a wife disrespects 

her in-laws, and if she neglects domestic duties, compared to other potential 

reasons to justify violence (e.g., husband suspects infidelity) [30]. Further, 

physical violence (i.e. hitting, burning) from in-laws against daughters-in-law (ILV) 

is a concern for wives in India. Research on IPV and ILV among women in 

Mumbai, India documents that 26% of wives reported ILV in pregnancy or post-

partum, and that ILV was more likely to occur within a household where IPV was 

taking place [31].  

Women contending with violence, either from husbands and/or in-laws, 

face extreme forms of power imbalances within their homes. Women are likely to 

be disempowered and unable to make decisions that influence situations in their 

own lives. Analysis of nationally representative data from India show that while 

the majority of husbands believe that household decisions should be made jointly 

between husbands and wives, 10% believe that wives should have lesser say in 

deciding how many children to have [30]. Among currently married wives, 36% 

report that husbands or others usually make decisions regarding wives’ 

healthcare [12]. These social norms likely contribute to the lack of control over 
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family planning decisions of wives. However, it is not clear whether this lack of 

control over pregnancy decision-making (i.e., “externally-decided pregnancies”) 

is related to a woman’s ability to plan her pregnancies as and when she chooses 

(i.e., pregnancy intention).  

Despite the pervasiveness of ILV, and the strong influence of in-laws on 

couples’ family planning decisions, no studies have examined ILV in relation to 

wives’ reports of unintended pregnancies. Additionally, there remains a paucity of 

literature surrounding women’s involvement in pregnancy-decision making in 

relation to rates of unintended pregnancy. This paper aims to build on the 

existing literature, and fill research gaps by exploring the associations of violence 

against wives (IPV, and ILV) and externally-decided pregnancy with the outcome 

of unintended pregnancy (mistimed or unwanted) among a sample of wives living 

in slum communities in Mumbai, India.  

METHODS 

Study population 

This study includes analyses of cross-sectional data from the 

“Mechanisms for Relations of Domestic Violence to Poor Maternal and Infant 

Health in India” study. Participants included mothers of infants (≤6 months) 

presenting for infant immunization at urban health centers in Mumbai, India. 

Recruitment of study participants took place from August to December 2008 at 

three urban health centers located in slum communities (Shivaji Nagar, Bail 

Bazaar and Mohili Village). Study communities were selected based on large 

population size (>100,000 residents) and presence of an urban health center.  
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Women aged 17-45 years of age, seeking immunization for their children 

at one of the health centers were eligible to participate in the study. Potential 

participants presenting at clinics for infant immunizations were approached by 

trained health center nursing staff and preliminarily screened for eligibility (having 

an infant ≤6 months). Upon receipt of infant immunizations, mothers were asked 

if they would be interested in participating in a women’s health study. Women 

who indicated interest in participating were escorted by a recruiter to a private 

room within the health center, where a trained female research staff member 

would verify eligibility, confirm the participant’s interest in participation, obtain 

written informed consent, and conduct the survey. Nursing staff approached 

1,830 women to assess their interest in participation; 60.5% (n=1,108) indicated 

such interest. The most common reason for participation refusal was not having 

enough time to participate. The final sample included 1,049 women (94.6% 

participation rate). All research staff were trained in survey research, human 

subjects protections, maternal and child health, and intimate partner violence 

research protocols. Research staff read consent forms and survey items aloud to 

potential participants in an effort to promote full opportunity for women to 

participate regardless of literacy level. Research staff conducted 30-40 minute 

quantitative survey assessments in Hindi. No monetary incentives were provided 

for study or program participation. All study procedures were approved by the 

Institutional Review Boards of Harvard School of Public Health and the Indian 

Council of Medical Research. 

Measures 
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All variables (unless otherwise noted) used in the baseline survey 

assessment were taken from the National Family Health Survey-2 (NFHS-2), 

[15], a nationally representative survey developed for the Indian context. 

Demographics assessed included age and education of wives and husbands, 

family income, family structure, and religion. Family income was based on a 

single item measure asking “What is your family income (monthly)?” in rupees 

(measured as a continuous variable). Family structure was assessed by a 

question asking participants “What is the type of your family?” with response 

options of nuclear and joint family (extended family, including in-laws living in the 

home with the couple) structures. Responses regarding participant religion were 

collapsed into the following categories: Hindu, Muslim, other religion. 

Reproductive health assessments included number of co-residing living children 

and modern spacing contraceptive use (pre-pregnancy). Number of living 

children was assessed by a single item, continuous measure asking women 

“How many children do you have that are currently living with you?” Modern 

spacing contraceptive use was assessed via two items asking women “Did you 

use any contraceptive method (to space birth or delay pregnancy) prior to the 

conception of this child?” and “What type of contraceptive did you use?” 

Responses were categorized as follows: condom (condom), other modern 

spacing contraception (oral pills, IUD, injectables), and none (no modern spacing 

contraceptive method). 

Independent variables of interest were two forms of violence against wives 

in the year prior to pregnancy (IPV by husbands and in-law violence) and 
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decision-making regarding their most recent pregnancy. Pre-pregnancy IPV was 

assessed by asking if the following forms of violence were perpetrated by 

participants’ husbands against them during the year prior to the most recent 

pregnancy: 1) hitting, pushing, kicking, beating, or slapping, 2) burning, 3) 

insisting on having sex against her will, and 4) forced sex against her will.  

Similarly, the pre-pregnancy ILV variable was measured by asking about the 

following violence directed at participants by their in-laws during the year prior to 

the most recent pregnancy: 1) hitting, pushing, kicking, beating, slapping, and 2) 

burning. If respondents reported “yes” to experiencing any IPV behaviors in the 

year prior to pregnancy, responses were coded as “yes” for the pre-pregnancy 

IPV variable. If women reported “yes” for any violent ILV behaviors, responses 

were coded as “yes” for pre-pregnancy ILV. These ILV measures, while based on 

NFHS-2 IPV items, were developed and tested through qualitative research with 

women who had recently given birth recruited from these same clinics preceding 

the quantitative phase of the MCH study [31]. 

The third independent variable for this study was externally-decided 

pregnancy. This variable was based on a single question asking women “Whose 

decision was it to have the most recent pregnancy?” with response categories of: 

mainly respondent, joint decision, mainly husband, in-laws family, and 

accidentally. These responses were dichotomized as follows: externally-decided 

pregnancy (mainly husband, in-laws family), and not externally-decided (mainly 

respondent, joint decision, and accidentally). The decision to include responses 

endorsing “accidentally” into the not externally-decided category is based on the 
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nature of our research question; to understand how wives’ reports of having 

externally-decided pregnancies and IPV victimization relates to their reports of 

having unintended pregnancies. Women who report that the decision to have the 

most recent pregnancy was decided by husbands or their in-laws family are 

definitively confirming that they (the respondent) were excluded from the 

pregnancy decision-making process (i.e. that it was externally-decided). Women 

who report that the decision to have the most recent pregnancy was “accidental” 

are not making definitive statements as to their involvement in the process;   

therefore these responses were coded as “not externally-decided”). To test for 

co-linearity between IPV and externally-decided pregnancy decision-making, we 

conducted Spearman’s rank-order correlation analysis; the two variables are 

weakly correlated and not co-linear (r=0.05, p=0.10). 

The outcome variable for the present analysis assessed unintended 

pregnancy for the most recent pregnancy. Participants were asked (in reference 

to the most recent pregnancy) if the pregnancy was “wanted then,” “wanted 

later,” “wanted never.” These response categories will be maintained but 

renamed as: mistimed (“wanted later”), unwanted (“wanted never”), and intended 

(“wanted then”). 

Statistical analysis 

Analyses for the present study excluded two women who did not answer 

questions on pregnancy intention resulting in a final sample of 1,047 women 

included in analyses. Descriptive analyses (frequencies and proportions) were 

conducted on all demographic, reproductive health, and violence variables. 
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Pearson chi-square tests of independence, and analysis of variance (for 

continuous variables with the categorical variable outcome) were calculated to 

assess differences between all demographic and independent variables with the 

outcome of unintended pregnancy. Note: while ILV was intended to be a primary 

independent variable for consideration in the present analyses, upon examination 

of the distribution of ILV across levels of the outcome of unintended pregnancy, it 

is clear that the multinomial regression analyses with ILV as a primary 

independent variable would be greatly underpowered (multiple cell sizes <10 

cases) [32], and thus ILV was not included as a primary independent variable in 

the multivariate regression analysis. Unadjusted multinomial logistic regression 

analyses were conducted to assess associations between each independent 

variable of primary interest (e.g., IPV, and externally-decided pregnancy), and 

the outcome of unintended pregnancy. The category of “intended” was the 

referent group for the regression analyses. Adjusted analyses included 

covariates of: husbands and wives’ age, and education, caste, Odds ratios and 

95% confidence intervals were calculated to assess size and statistical 

significance of associations. All analyses were conducted using SPSS version 23 

(IBM Corp, Armonk, NY, USA). 

RESULTS 

Demographic characteristics  

 Table 4.1 presents demographic, marital, pregnancy, and violence 

characteristics for the study population based on wives’ pregnancy intent. The 

average age of wives was 24.6 years (SD: 4.4 years), and ranged from 17-45 
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years. Husbands were on average older, with a mean age of 29.1 (SD: 5.1 

years), and larger age range of 18-55 years. Wives reporting unwanted 

pregnancies (and their husbands) tended to be slightly older relative to wives and 

husbands in other categories of pregnancy intention. The majority (58.9%, 

n=618) of the sample were Muslim, and 37.6% (n=394) were Hindu. Similar 

proportions of husbands and wives reported having some formal education, 

however husbands had slightly higher rates than wives (87.6%, n=917 for 

husbands vs. 84.2%, n=882 for wives). Couples reported an average monthly 

income of 135.5 USD (SD: 119.3 USD) (converted from rupees to dollars, 2008). 

The majority (61.6%, n=645) of women lived in joint families (with extended 

family living in the household); 38.4% (n=402) lived in nuclear family structures.  

Pregnancy characteristics and intention  

The majority (80.5%, n=843) of women characterized their most recent 

pregnancy as “intended.” The remaining 19.5% (n=204) of women reported 

unintended pregnancies, with 12.2% (n=128), and 7.3% (n=76) reporting 

mistimed and unwanted pregnancies, respectively. The majority of (73.2%, 

n=766) women reported not using any modern spacing contraception prior to the 

conception of their most recent pregnancy. In terms of pregnancy-decision 

making, 8.8% (n=92) reported that the decision to have the most recent 

pregnancy was externally-decided (7.1%, n=74 decided by husband; 1.7%, n=18 

decided by in-laws). The majority (91.2%, n=955) reported that the decision was 

not externally-decided (4.1%, n=43 decided by wives; 76.5%, n=801 jointly with 

husbands, 10.6%, n=111 accidental). 
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Violence  

Approximately one-third (29.4%, n=308) of women reported experiencing 

physical and/or sexual IPV in the year prior to pregnancy. Violence from in-laws 

was low for this population, with 4.2% (n=44) reporting ILV in the year prior to 

pregnancy. Note: ILV was not included as a primary independent variable in the 

regression analyses due to low rates of ILV reporting. 

Significant differences across groups of unintended pregnancy (intended, 

mistimed, unwanted) were seen for husbands’ formal education (p=0.04), family 

structure (p<0.001), number of children (p<0.001), modern spacing contraception 

(p<0.001), externally-decided pregnancy (p<0.001), and IPV (p<0.001). 

Associations between externally-decided pregnancy and IPV with 

unintended pregnancy  

Table 4.2 presents unadjusted and adjusted associations between externally-

decided pregnancy, and physical and/or sexual IPV with our multinomial outcome 

of unintended (mistimed, unwanted) pregnancy, with a reference category of 

intended pregnancy. In the unadjusted regression models, women who reported 

having externally-decided pregnancies were significantly more likely to report 

having mistimed (OR: 6.37, 95% CI: 3.92, 10.38), and unwanted (OR: 2.57, 95% 

CI: 1.24, 5.31) pregnancies. These associations held to predict women having 

mistimed pregnancies after controlling for IPV, demographic, marital, and 

pregnancy covariates to predict (AOR: 6.00, 95% CI: 3.52, 10.21). However, 

externally-decided pregnancy ceased to be significant in the adjusted models 

assessing unwanted pregnancies (AOR: 2.17, 95% CI: 0.90, 5.20). Women 
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reporting IPV in the year prior to pregnancy were significantly more likely to 

report having mistimed (OR: 2.22, 95% CI: 1.51, 3.25) and unwanted (OR: 2.19, 

95% CI: 1.35, 3.53) pregnancies in the unadjusted models. After controlling for 

externally-controlled pregnancy, demographic, marital, and pregnancy 

covariates, women reporting IPV were almost two times more likely to report 

having a mistimed pregnancy (AOR: 1.94, 95% CI: 1.28, 2.94). However, 

associations between IPV and unwanted pregnancy were not significant in the 

adjusted models (AOR: 1.45, 95% CI: 0.82, 2.55). 

Significant covariates for the final adjusted model to assess mistimed 

pregnancy included total number of living children (AOR: 2.02, 95% CI: 1.59, 

2.57), and male education (AOR: 2.34, 95% CI: 1.11, 4.92). Covariates in the 

final adjusted model assessing unwanted pregnancy included total number of 

living kids (AOR: 3.13, 95% CI: 2.37, 4.14), female education (AOR: 5.89, 95% 

CI: 2.44, 14.25), condom use (AOR: 2.55, 95% CI: 1.23, 5.28), and other modern 

spacing contraceptive use (non-condom) (AOR: 2.21, 95% CI: 1.15, 4.27). 

DISCUSSION 

This paper presents findings to understand associations between 

gendered inequities (i.e. externally-decided pregnancy, and IPV) with unintended 

pregnancy. The current study shows that women having externally-decided 

pregnancies are approximately six times more likely to have mistimed 

pregnancies, and women experiencing IPV are almost two times more likely to 

have mistimed pregnancies. Further, our findings indicate that even after 

adjusting for IPV, the strength of the relationship between having an externally-
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decided pregnancy and having a mistimed pregnancy is stronger than the 

significant relationship between IPV and mistimed pregnancies. This finding is of 

particular note given the universal push for the integration of IPV counseling and 

screening within family planning services, and is consistent with existing literature 

indicating that husbands often have greater decision-making power over 

reproductive health decisions within marriage [29, 33].  

The unadjusted analyses in our study revealed that both forms of 

gendered inequities (externally-decided pregnancy and IPV) were associated 

with women reporting mistimed and unwanted pregnancies. However, upon 

controlling for covariates and including both forms of inequity in models, only 

associations predicting mistimed pregnancies remained significant. Current 

findings that IPV is associated with women’s reports of having mistimed 

pregnancies is consistent with prior research conducted in India using national 

data [17]. However, few studies have examined the construct of externally-

decided pregnancy and IPV in relation to unintended pregnancy in India. While 

our findings support integrated IPV counseling and screening, the present 

findings also indicate the imperative need to integrate counseling and screening 

around pregnancy decision-making within family planning services. Among 

women reporting externally-decided pregnancies, while 37% also reported 

experiencing IPV, 63% of women did not. This indicates that efforts to reduce 

unintended pregnancies through screening and intervention around IPV alone 

will not capture the majority of women who suffer from lack of reproductive 

autonomy. 
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Although no significant associations were found between having 

externally-decided pregnancies or IPV and having unwanted pregnancies, it is 

important to note that both categories of the covariate of modern spacing 

contraception (condoms, and other modern spacing methods) in the year prior to 

pregnancy were significantly associated with unwanted pregnancy in the final 

model. Women reporting using either form of modern spacing contraception were 

more likely to report having unwanted pregnancies, even after adjusting for 

demographic and marital factors. In addition, a considerable proportion of women 

who reported not having pregnancies that were externally-decided, described the 

pregnancy as “accidental,” which may be indicative of lack of effective use of 

family planning methods. This finding indicates the need to understand why 

women who are using contraception are at relatively high risk for unwanted 

pregnancy. It is possible that women’s contraceptive use may not have been 

consistent, correctly used, or issues of contraceptive failure could have also been 

present. In an analysis based on national data from India, Nepal and 

Bangladesh, Raj and authors [34] found that women reporting unintended 

pregnancies were more likely to report contraceptive failure (relative to women 

reporting intended pregnancies). Additionally, findings from a literature review by 

Singh and colleagues [9] estimate that women reporting contraceptive use 

(modern or traditional) account for one-third of unintended pregnancies in 

developing countries. Further research should be conducted to explore the 

barriers that may influence women’s ability to reduce their risk for having 

unwanted pregnancies despite using modern spacing contraception. 
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The difference in results for mistimed and unwanted pregnancy is 

important to consider. Given the low reporting of unwanted pregnancy in our 

sample (7.3%, n=76), it is possible that the analyses were underpowered, making 

significant associations difficult to detect (though, there was sufficient power 

across the categories to conduct a multinomial regression analysis [all cell sizes 

>10 cases] [32]). It is possible that social desirability bias may have resulted in 

participants being less likely to report having unwanted pregnancies, and were 

slightly more likely to report having mistimed pregnancies. This issue may have 

been particularly salient to our study participants, given that there inclusion 

criteria involved visiting urban health clinics to receive immunizations for their 

child (whose pregnancy they had to characterize). Study participants may have 

contended with consistency bias [35], the psychological phenomenon describing 

the desire to reduce ill feelings associated with cognitive dissonance. In this 

case, the cognitive dissonance would be a result of characterizing a pregnancy 

as mistimed or unwanted, while caring for the child by bringing him or her in to 

receive immunizations. Despite these factors, and the likelihood of under-

reporting of unintended pregnancies, the proportion of women reporting 

unintended pregnancies in our sample mirrors national estimates for unintended 

pregnancy [11]. Gipson and colleagues [4] conducted a literature review to 

understand various consequences of unintended pregnancies, globally, and 

found that many studies reported inconsistent results between pregnancies that 

were mistimed and unwanted (similar to the results of our study). The review 

showed that in some cases, negative maternal health outcomes were associated 
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only with having unwanted pregnancies (and not with having mistimed 

pregnancies), while others found the opposite results. Findings from a study 

using national data examining the negative health consequences of unintended 

pregnancy in India among mothers also indicated conflicting results based on 

whether the pregnancy was characterized as mistimed or unwanted; mistimed 

children (compared to wanted children) were more likely to be delivered without a 

skilled birth attendant, and to die in the neonatal and postnatal periods, while 

unwanted children (compared to wanted children) were more likely to be stunted, 

and die during the neonatal, post-neonatal, and early childhood periods  [5]. 

Further research should be conducted to better understand how differences in 

pregnancy intention relate to external pregnancy decision-making and other 

gender inequities. 

The results of the present study must be considered with additional 

limitations. Given that the study involves analysis of cross-sectional data, causal 

relationships between IPV, wives’ externally-decided, and unintended 

pregnancies should not be made. All data were collected via survey data 

collection methodology, and as a result are subject to social desirability and 

recall bias. Social desirability bias, as described, may have resulted in under-

reporting of unintended pregnancy (especially unwanted pregnancy), as well as 

IPV. In addition, women were asked to characterize their pregnancy intention 

retrospectively, and this assessment may have differed from that at the time of 

conception. Research indicates better accuracy in prospective measures of 

pregnancy intention, rather than retrospective measures [18]. Finally, the results 
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of this study characterize the relationship between specific gendered inequities of 

reproductive health (IPV and externally-decided pregnancies) and unintended 

pregnancies among wives in urban slum communities in Mumbai, India and 

should not be generalized to other populations, or even other general urban 

settings in Mumbai or India.   

Public health efforts to support reproductive autonomy in India can have a 

variety of benefits to the mother, child and family. Planned integration of family 

planning and other maternal and child health services, and inclusion of males in 

such services, offer an important opportunity to address gendered inequities of 

health, such as IPV and women’s autonomy in family planning. The findings from 

this paper suggest the need for consideration of these issues in both screening 

and interventions to reduce unintended pregnancies among married couples in 

India.  
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Table 4.1: Sociodemographic profile of women by pregnancy intention 
living in urban slum communities in Mumbai, India (N=1047) 
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Table 4.2: Unadjusted and adjusted multinomial logistic regression: 
associations between physical and/or sexual IPV (year prior to pregnancy), 
and externally-decided pregnancy with unintended (mistimed, unwanted) 
pregnancy in urban slum communities in Mumbai, India (N=1047) 
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CHAPTER 5: Conclusion 
 

This dissertation examined relationships between gendered inequities and 

negative reproductive health outcomes among married women in urban and rural 

Maharashtra, India. The findings from these papers reinforce some existing 

research [eg. Paper 1 - positive associations between husbands’ alcohol use, 

and poor gender equity ideologies and wives’ reports of intimate partner violence 

(IPV) victimization], challenge other studies (eg. Paper 2 - positive associations 

between IPV and modern spacing contraceptive use), and provide potential 

suggestions for refinement on existing strategies to screen for and intervene with 

women contending with IPV, and reduce unintended pregnancy (eg. Paper 3 – 

recommendations to include questions on externally-decided pregnancy within 

IPV programming).  

This body of work has been submitted to the Dissertation Committee on 

29 September 2015; five days after the United Nations published the first draft of 

the Sustainable Development Goals (SDG) that are expected to be achieved 

over the next 15 years [1]. The fifth SDG is to “achieve gender equality and 

empower all women and girls,” with specific stipulations to “Eliminate all forms of 

violence against all women and girls in public and private spheres, including 

trafficking and sexual and other types of exploitation,” and to “Ensure universal 

access to sexual and reproductive health and reproductive rights…” [2].  

As the Indian Government prepares to adopt these lofty Goals, it is vital 

that the Government reflect on challenges in achieving past related Millennium 
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Development Goals on Gender Equality and Empowerment. Though progress 

has been made in some indicators related to this goal (eg. gender parity in 

education), analysis by the United Nations Country Office in India calls for the 

Government to give high priority to changing discriminatory social norms and 

behaviors against women [3]. Specifically, the report highlights the need to 

prioritize legislation and programming to prevent violence against women [3].  

The Indian Government has taken steps over the past three years to pass 

legislation to protect women from violence. The horrific case of gang rape of a 

young woman in India in December 2012 galvanized India in an unprecedented 

way [4], resulting in the Government taking action on a policy level by passing 

the Criminal Law Ordinance of 2013 [5] with the goal of deterring such violent 

acts. While this legislation does extend greater protections to women, it excludes 

marital rape from its definition of sexual assault [5]. Married women report some 

of the highest rates of IPV victimization in India [6], and as evidenced by findings 

from Paper 1, marriage as a social construct within this Indian context may 

present opportunities for inequitable gender ideologies to manifest as acts of 

violence. In particular, as discussed, violence often occurs in marriage when 

traditional gender roles (e.g., wives taking care of domestic duties) are 

challenged [7, 8]. Findings from Paper 1 highlight the need for men to be 

included in these efforts to reduce violence against women, through integration of 

gender equity counseling approaches within existing social service structures 

reaching men [9], as well as in efforts to reduce alcohol use among men. 
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Due to pro-natal norms within marriage, wives present a unique population 

for intervention programming, and intersect with public reproductive health 

services. Though the Indian Government has not prioritized efforts to intervene 

on IPV among wives, the Government’s long-standing family planning program 

presents an excellent avenue for screening and intervening on IPV, and in doing 

so, potentially increasing modern spacing contraception and reducing unintended 

pregnancies. India’s national family planning program has moved away from its 

promotion of permanent methods of contraception (i.e. female sterilization) [10], 

and is now emphasizing the use of spacing contraceptive methods (specifically, 

IUD) [11]. Paper 2’s finding that women contending with sexual IPV are more 

likely to use modern spacing contraception other than condoms (pills, IUD) 

suggests this population is already seeking family planning services, and is in 

need of programming support around IPV. Findings from Paper 3 suggest that in 

addition to IPV’s positive association with wives’ reports of mistimed pregnancy, 

that externally-decided pregnancy’s association with mistimed pregnancy is an 

even more strongly associated with wives having mistimed pregnancies. These 

results indicate a strong need to include discussion around pregnancy decision-

making in either family planning centers, or at points of antenatal or postpartum 

care for wives. 

The findings from this dissertation may be used to help refine existing 

structures reaching husbands and wives within the Indian Government Public 

Health System. Integration of IPV screening and intervention programming, in 

addition to integration of gender equity counseling within alcohol intervention 



101 

 

services for men are vital in helping India achieve the SDG 5 over the next 15 

years. 
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