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Abstract

Exposure to intimate partner violence (IPV) incurs significant public health consequences. 

Understanding risk markers can accelerate prevention and response efforts, important in settings 

like Sub-Saharan Africa (SSA) where resources are scarce. In this study, four databases were 

searched to identify studies that examined risk markers for male-to-female physical IPV. With 

application of the socioecological model, we analyzed 11 risk markers for male physical IPV 

perpetration (with 71 effect sizes) and 16 risk markers for female physical IPV victimization 

(with 131 effect sizes) in SSA from 51 studies. For male IPV perpetration, we found medium-to-

large effect sizes for six risk markers: perpetrating emotional abuse and sexual IPV, witnessing 

parental IPV, being abused as a child, cohabitating (not married), and exhibiting controlling 

behaviors. We found small effect sizes for substance use. Employment, age, marital status, and 

education were not significant risk markers. For female IPV victimization, a medium effect 

size was found for post-traumatic stress symptoms. Small effect sizes were found for reporting 

depressive symptoms, being abused as a child, witnessing parental IPV, and reporting drug and 

alcohol use. Rural residence, approval of violence, length of relationship, income, education, 

employment, age, marital status, and religiosity were not significant risk markers. Findings 

highlight opportunities for screening and intervention at the couple level, show the need to test 

and incorporate interventions for IPV in mental health treatment, and emphasize the importance of 

further research on sociodemographic risk markers and the interventions that target them.
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Intimate partner violence (IPV)—acts of physical, sexual, or psychological harm in an 

intimate relationship (World Health Organization, 2017)—is a serious public health concern. 

Women are more likely to experience violence from intimate partners than from any 

other type of perpetrator (García-Moreno et al., 2013). As such, IPV affects around one-

third of women globally (Devries, Mak, Bacchus, et al., 2013). A seminal World Health 

Organization (WHO) survey conducted in 15 sites across 10 countries with 24,097 girls 

and women between the ages of 15 and 49 found that 15% to 71% of women reported 

experiencing physical or sexual violence in their lifetime (Garcia-Moreno et al., 2006). Due 

to its numerous deleterious effects on health, mental wellness, and child wellbeing, IPV has 

been identified as a critical social determinant of health.

Rates of IPV vary significantly across country and industrialized/rural settings (Devries, 

Mak, Bacchus, et al., 2013; Garcia-Moreno et al., 2006), suggesting that cultural and 

sociopolitical factors influence risk markers for victimization and perpetration. Global IPV 

prevalence is highest in Sub-Saharan Africa (SSA), where rates reach 70% in some countries 

(Garcia-Moreno et al., 2006). SSA, a highly diverse region in Africa mostly located below 

the Sahara Desert, consists of four subregions (Eastern, Central, Western, and Southern 

Africa) that encompass 48 countries with over 1 billion inhabitants who speak around 1,500 

languages (United Nations, 2020).

Most countries in SSA are categorized as low-income with half of the countries having 

one-third of the population living in poverty (Schoch & Lakner, 2020). Serving as key 

structures in the prevention of and response to IPV (Miller & McCaw, 2019), healthcare 

systems across SSA suffer from lack of funding, poor infrastructure, and scarce human and 

material resources. The Lancet Commission on the future of health in SSA identified social 

determinants of health as a critical area for action to improve healthcare systems and achieve 

health equity (Agyepong et al., 2017), and research on risk markers for IPV in SSA has 

proliferated in the last two decades. As expanding and implementing universal healthcare is 

a top priority to achieve the third United Nations Sustainable Development Goal by 2030 

(Falchetta et al., 2020), a synthesis of the IPV literature is timely and needed to inform 

screening, prevention, and response efforts that can be integrated into burgeoning healthcare 

systems to improve health and mental health outcomes.

Theoretical Framework

Bronfenbrenner (1977) developed the socioecological framework to attend to the importance 

of the social environment on individual behaviors. A series of concentric circles represents 

levels in the environment. Others have adapted Bronfenbrenner’s model specifically to 

conceptualize violence (Heise, 1998; Krauss, 2006). The WHO has advocated for the 

use of an ecological model to understand almost all forms of interpersonal violence 

intervention and prevention to conceptualize violence as a public health problem (Krug 

Mootz et al. Page 2

Trauma Violence Abuse. Author manuscript; available in PMC 2024 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



et al., 2002). WHO’s model includes four social levels termed individual, relationship, 

community, and societal that align with Bronfenbrenner’s conceptual hierarchy. Heise 

(1998) pioneered the application of the ecological framework to violence against women 

and examined both local and cross-cultural literature to explore variables related to IPV 

perpetration and victimization. We applied the socioecological model because of its public 

health scope and ability to classify multifactorial risk markers into nested levels in social, 

community, relational (family), and individual spheres. Most studies examine risk factors at 

the individual level, although risk factors exist at all levels of the socioecological model.

Individual Factors

Factors related to the individual victim or offender are considered “individual” factors. IPV 

is related to multiple negative health and mental health disorders that, in turn, pose higher 

risk for IPV exposure. IPV can result in serious physical injury and, relatedly, having a 

poor health status or disability heightens risk for IPV (World Health Organization, 2016). A 

systematic review of IPV research in Africa included a review of 18 studies conducted from 

2000 to 2010 addressing prevalence and risk markers for any form of IPV among pregnant 

women (Shamu et al., 2011). Shamu et al. (2011) found that for pregnant women, having a 

positive HIV status, history of violence, low socioeconomic status (SES), young age, alcohol 

use, and having more than five lifetime sexual partners were all risk markers for female IPV 

victimization at the individual level. A Demographic Health Survey report of IPV across 

10 countries found that unintended pregnancy and terminated pregnancies were associated 

with IPV victimization in most studies (Hindin et al., 2008). They did not examine risk 

markers for perpetration or for male victimization and did not examine risk markers in 

other levels of the socioecological model. Another study in South Africa, which surveyed 

340 pregnant women, found that women who were unemployed, had low education, and 

positive HIV status were more likely to be IPV victims (Hoque et al., 2009). However, other 

SSA research has not supported this assertion. A longitudinal study in Uganda for example, 

showed that having a positive HIV status and pregnancy status were not associated with IPV 

victimization (Kouyoumdjian et al., 2013).

Global reviews and meta-analyses of research that examined mental health disorders 

and IPV have found a strong correlation between IPV and common mental disorders 

(depression, anxiety, and Post-traumatic Stress Disorder [PTSD]; Capaldi et al., 2012; 

Devries, Mak, Garcia-Moreno, et al., 2013; Spencer et al., 2019; Trevillion et al., 2012). 

This relation is often bidirectional and has been confirmed through longitudinal analysis 

(Bacchus et al., 2018). A meta-analysis of 16 studies showed that, in comparison to women 

without mental disorders, women with PTSD, anxiety, or depression were at higher risk 

for experiencing IPV (Trevillion et al., 2012). Suicidality and alcohol use are additional 

individual risk markers that have been consistently linked to IPV (Capaldi et al., 2012; 

Devries, Mak, Garcia-Moreno et al., 2013; Devries et al., 2014; Kouyoumdjian et al., 

2013). However, given the global focus of much of the previous research, many of these 

findings were not specific to SSA nor differentiated by location and cultural context. A 

meta-analysis of studies addressing gender-based violence in SSA from 2008 to 2019 found 

that women’s low educational attainment, depression, substance use, low SES, and having 
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accepting attitudes toward gender-based violence were individual factors associated with 

IPV (Muluneh et al., 2021).

Relational Risk Markers

The meta-analysis discussed above (Muluneh et al., 2021) found that women married to 

men who had multiple sex partners were more likely to be IPV victims. In addition, they 

found that previous child and family violence were relational risk markers (Muluneh et 

al., 2021). A national population-based survey in eight SSA countries with 20,639 adults 

examined physical IPV victimization in both men and women (Andersson et al., 2007). 

While the strongest risk marker for both male and female victimization was having multiple 

sex partners, additional risk markers included having gender inequitable attitudes toward 

sexuality, acceptance of sexual violence, as well as having discrepancy in income between 

partners. WHO’s global survey across 10 countries (three of which were in SSA) with 

24,097 women, found that male partners’ controlling behaviors are associated with their use 

of physical or sexual IPV in all countries (Garcia-Moreno et al., 2006). The global survey 

also indicated wide variability of the importance of male partner controlling behaviors in 

relationship to male perpetration, that reached almost 90% prevalence in SSA in contrast to 

other survey sites, suggesting presence of sociocultural influences that shape expectations 

for behaviors in relationships in SSA.

Studies have also established that individual factors, such as unemployment and having a 

low level of education, can intersect with relational dynamics in couples and families to 

leave women vulnerable to IPV victimization. Women in SSA have some of the lowest rates 

of secondary education globally with less than one-third of women over the age of 25 having 

achieved some secondary education (United Nations Development Programme (UNDP), 

2020). Having a low SES, for example, can produce inequitable relationships where the 

male partner has a higher income and education, and women are economically dependent on 

them. Inequitable relationships such as these can be related to IPV. A South African study 

found that inequity in relationships (e.g., women being economically dependent on men) 

was significantly related to IPV (Zembe et al., 2015). In addition, a longitudinal analysis 

with data from 128 women in South Africa revealed that being in a relationship that was 

inequitable was also associated with IPV victimization (Jewkes et al., 2010).

Social/Community Risk Markers

Risk markers that extend beyond the individual and the relationship are likewise pertinent. 

For instance, socioeconomic and sociopolitical factors interact with IPV. Data from 46 low- 

and middle-income countries (LMICs) showed that women who were poorer, younger, and 

lived in rural areas were more likely to experience IPV victimization (Coll et al., 2020). SSA 

has experienced its first recession in two decades due to the COVID-19 pandemic, which has 

exacerbated poverty levels and inequity, and the recession has resulted in 32 million people 

living in extreme poverty (Selassie & Hakobyan, 2021). The UNDP (2016) developed the 

Gender Inequality Index using indices of reproductive choice and participation in decision-

making and discovered a relation between poverty and gender inequality, which indicated 

that the countries with the lowest development indexes exhibited the highest rates of gender 
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inequality. Many experts have asserted that family violence, such as IPV, cannot be fully 

understood without considering gender, power dynamics, and sexism (Heise, 1998; Yllö, 

2006). Gender role dynamics that relate to IPV include: who holds power in familial 

relationships; whether masculinity is defined by dominance and aggression; if a culture 

endorses hypermasculinity; the extent to which women are perceived as being the property 

of men; and the cultural endorsement of physically punishing women (Heise, 1998).

The Present Study

The purpose of this study was to quantitatively synthesize the burgeoning body of literature 

on risk markers for victimization and perpetration of male-to-female physical IPV in SSA 

where IPV rates are among the highest. Our search was broad enough to encapsulate risk 

markers that spanned the different levels of the socioecological model to inform prevention 

and response options. Physical IPV is much more commonplace than sexual IPV (Devries, 

Mak, Bacchus, et al., 2013; Garcia-Moreno et al., 2006), even with consideration that sexual 

IPV is likely to be more stigmatized and therefore underreported. Many studies combine 

different types of IPV, although important differences between risk markers may exist. We 

have elected to examine risk markers for physical IPV to enhance specificity that can lead 

to more precise prevention and response recommendations. Fewer studies in SSA have 

examined risk markers for female perpetration of IPV. Therefore, we have only included 

studies that examined risk markers for male perpetration and female victimization. Through 

the use of a meta-analysis, we sought to examine all risk markers for male-to-female 

physical IPV in SSA identified in the literature. We purposively developed a diverse team of 

co-authors from the US, SSA, and Brazil to increase the likelihood that this meta-analysis 

was designed and interpreted accurately. All co-authors were involved in “shaping and 

determining the interpretation of findings” (Bent-Goodley, 2021, p. 4984).

Methods

Literature Search

To obtain studies to include in the analysis, standard procedures outlined by Card (2012) 

were followed. Database searches were utilized to identify studies to be included in the 

meta-analysis. Peer-reviewed journal articles, dissertations, and theses published between 

1980 and March 2021 were identified from Proquest, Google Scholar, PubMed, and Web 

of Science. Boolean search terms were used that included search terms related to intimate 

relationships (marital OR spous* OR husband OR wife OR intimate partner OR relationship 

OR same-sex partner), violence (aggress* OR domestic violence OR abus* OR batter OR 

maltreat* OR violen*), risk markers (predictor OR risk OR factor OR path* OR correlate*), 

and Africa (Sub-Sahara* Africa OR Africa OR Algeria OR Angola OR Benin OR Botswana 

OR Burkina Faso OR Burundi OR Cabo Verde OR Cameroon OR Central African Republic 

OR Chad OR Comoros OR Democratic Republic of the Congo OR Republic of the Congo 

OR Cote d’Ivoire OR Djibouti OR Egypt OR Equatorial Guinea OR Eritrea OR Eswatini 

OR Ethiopia OR Gabon OR The Gambia OR Ghana OR Guinea OR Guinea-Bissau OR 

Kenya OR Lesotho OR Liberia OR Libya OR Madagascar OR Malawi OR Mali OR 

Mauritania OR Mauritius OR Morocco OR Mozambique OR Namibia OR Niger OR 
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Nigeria OR Rwanda OR Saint Helena, Ascension, and Tristan da Cunha OR Sao Tome 

and Principe OR Senegal OR Seychelles OR Sierra Leone OR Somalia OR South Africa 

OR South Sudan OR Sudan OR Tanzania OR Togo OR Tunisia OR Uganda OR Zambia OR 

Zimbabwe). Lastly, hand-picking strategies from previous research on risk markers for IPV 

perpetration and victimization in SSA were also utilized to identify additional studies.

Inclusion and Exclusion Criteria

Articles were included in the study if they (a) examined risk markers for physical IPV, 

(b) examined male perpetration or female victimization of IPV, (c) included at least one 

bivariate effect size examining the relationship between IPV and a risk marker, (d) the 

sample was collected in a country in Africa, (e) examined adult relationships, and (f) were 

written in English.

Studies were excluded from the meta-analysis if they (a) did not examine physical IPV, 

(b) did not examine risk markers for male perpetration or female victimization, (c) did not 

include at least one bivariate effect size to be included in the study, (d) did not examine adult 

intimate relationships, or (e) were not written in English.

The database searches and hand-picking techniques identified a total of 5,187 articles. For 

the first round of screening, titles and abstracts were reviewed. If it was at all possible that 

studies could be included in the meta-analysis, they were included in the second round of 

screening. If it was clear that articles did not meet the inclusion criteria, they were removed 

during the first round of screening. A total of 4,281 studies were removed in the first round 

of screening, leaving 906 studies included in the second round of screening. The second 

round of screening consisted of full-article reviews to determine if the studies met the 

inclusion criteria. Ultimately, 855 studies were excluded in the second round of screening 

(see Figure 1). A total of 260 studies were excluded because they did not examine IPV at 

all, 215 were duplicates, 192 did not include at least one bivariate effect size examining 

the relationship between IPV and a risk marker, 111 did not look at physical IPV, 46 were 

qualitative studies or review articles, and 31 examined teen dating violence. A total of 51 

studies, all of which were from SSA, met the inclusion criteria and were included in the 

meta-analysis.

Coding Procedures

Typical protocols were followed to code the articles included in the study (Card, 2012). A 

37-item code sheet was developed to collect pertinent information from each article included 

in the analysis. Information collected from each article included study characteristics, such 

as the sample size, gender of participants, how the data were collected, study design 

(longitudinal or cross-sectional), and statistical information used to calculate effect sizes to 

be included in the analysis. All studies were coded together by two research team members. 

If the coding team members were unsure or disagreed about how to code something, they 

would discuss the question or discrepancy in understanding until coming to consensus or 

consult with the lead analyst to work together to come to an agreement. Discrepancies 

mostly concerned whether or how to report an outcome statistic.
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Analysis Plan

Comprehensive Meta-Analysis 3.0 software (Borenstein et al., 2014) was used to run the 

meta-analyses. The meta-analysis followed an analysis plan outlined by Spencer et al. 

(2020). The study utilized a random-effects approach when analyzing the data to account 

for within- and between-study variance (Borenstein et al., 2010). A random effects approach 

takes into account population differences between unique studies (Borenstein et al., 2010). 

This allows for the results to be more generalizable compared to a fixed-effects approach. 

When risk markers were identified in at least three unique studies (Cumming, 2012), an 

aggregate effect size was calculated for that risk marker. Using each individual study as the 

unit of measurement, we calculated a Pearson’s r for each risk marker present in two or 

more studies and used Cohen’s (1992) criteria that states r < .10 is trivial, r = .10 to .29 is 

small, r = .30 to .49 is medium, and r > .50 is a large effect. When significant risk markers 

were found, we ran additional analysis to test for potential publication bias (Hunter & 

Schmidt, 2004). Publication bias refers to the term that insignificant results have a tendency 

to not be published compared to significant findings, leading to a potential publication 

bias. We calculated the classic fail-safe n (Rosenthal, 1979), which provides the number of 

insignificant studies that would need to be included for the current effect sizes to no longer 

be significant.

Results

See Table 1 for an overview of the studies included in the meta-analysis and Table 2 for 

risk marker outcomes. The strongest risk markers for male physical IPV perpetration were 

relational and included the male having also perpetrated emotional IPV against the victim (r 
= .57, p < .001; see Table 2), followed by the male partner also perpetrating sexual IPV (r 
= .40, p < .01), the male having witnessed parental IPV as a child (r = .37, p < .001), and 

the male having experienced child abuse victimization (r = .36, p < .001). Other relational 

significant risk markers for IPV perpetration were cohabitating but not being married (r = 

.31, p < .001) and controlling behaviors (r = .30, p < .001). Individual risk markers of drug (r 
= .28, p < .001) and alcohol use (r = .27, p < .001) were also significant. Employment status 

(individual, community), age, marital status (relational), and levels of education (individual, 

community) were not significantly related to physical IPV perpetration for men.

The strongest risk markers for female physical IPV victimization were individual level risk 

markers of her experiencing PTSD (r = .45, p < .001) and depressive symptoms (r = .26, p 
< .001). Relational level risk markers of child abuse victimization (r = .26, p < .001) and 

witnessing parental IPV as a child (r = .22, p < .001) were likewise significant. Individual 

level risk markers related to drug (r = .22, p < .01) and alcohol use (r = .21, p < .001), living 

in a rural residence (r = .08, p < .001), and having more children (r = .04, p < .05) were 

all significant risk markers for physical IPV victimization for women. Approval of violence, 

length of relationship, higher income, education, being employed, older age, being married, 

and religiosity were not significant risk markers for IPV victimization.
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Discussion

In the last two decades, global research has shown that some of the highest rates of physical 

IPV are present in SSA. Subsequent studies across SSA that identify IPV risk markers 

have proliferated, providing an unprecedented opportunity to design prevention and response 

interventions that more precisely target risk markers. This is one of the first meta-analyses 

to quantitatively synthesize IPV risk markers across the levels of the socioecological model 

in SSA. Main findings revealed that the most prominent risk markers for male physical IPV 

perpetration were relational, such as perpetrating other forms of IPV and men’s exposure to 

and witnessing of violence as a child in their family of origin. In contrast, the risk markers 

for female victimization were related to mental distress (individual level) and family of 

origin exposure to violence (relational level).

Relational Risk Markers for IPV Perpetration

The strongest associations for perpetration of IPV were risk markers situated at the relational 

level of the socioecological model, which included perpetration of other forms of IPV, 

cohabitating while not being married, and exhibiting controlling behaviors. These risk 

markers speak to the importance of integrating screening beyond physical IPV only and 

including screening for emotional or sexual IPV. Perhaps emotional IPV, which showed 

a large effect size, carries less stigma than physical or sexual IPV and could serve as a 

proxy screening domain for the more stigmatized forms of IPV. Given the relational context 

of these risk markers, it follows that programming should consider addressing IPV with a 

relationally based intervention. In high-income countries, state-mandated treatment for IPV 

perpetrators that involves gender-specific men-only treatment is generally ineffective (Crane 

et al., 2014; Dutton & Corvo, 2007; Eckhardt et al., 2014) but remains widespread due 

to concerns of victim advocates that couples-based treatment might provoke or exacerbate 

violence (Armenti & Babcock, 2016). However, in SSA countries such as Uganda (Horn 

et al., 2016), sociocultural factors have discouraged women’s separation from abusive male 

partners. Interventions, therefore, should aim to improve family relationships and reduce 

violence within families when women do not have options to leave or choose to remain in 

their relationships rather than rely only on interventions focusing on women leaving violent 

family spaces (Mootz et al., 2020).

Researchers (McCollum & Stith, 2008; Stith & McCollum, 2011; Stith et al., 2012) have 

demonstrated that conjoint treatment for IPV can be both safe and effective (Antunes-Alves 

& de Stefano, 2014; Stith & McCollum, 2011).With careful screening to ensure IPV is not 

severe, rigorous training of providers, and ongoing risk assessment and safety planning, 

couples can reduce IPV and improve their relationship through enhanced communication 

and problem-solving skills (Antunes-Alves & de Stefano, 2014; Armenti & Babcock, 2016; 

Hurless & Cottone, 2018). A meta-analysis of randomized controlled trials of conjoint 

therapies for IPV showed that conjoint interventions resulted in significantly greater 

reductions in IPV than did individual treatments and control conditions (Karakurt et al., 

2016). However, these studies were all conducted in high-income settings. One notable 

couple-based intervention in Zambia found significant reductions in mild to moderate, but 

not severe, IPV, although the intervention focused on HIV prevention (Jones et al., 2014). 
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More research on acceptability, feasibility, and efficacy of couple-based treatments to reduce 

IPV in SSA is needed.

Individual Risk Markers for IPV Victimization

Regarding IPV victimization, our meta-analysis confirmed that women’s mental health 

status at the individual level presented as risk markers with small to medium effect sizes 

in SSA. While the WHO has recommended first addressing psychosocial stressors such 

as IPV in mental health treatment, little is known about how to treat IPV experienced 

by women with common mental disorders in LMICs, such as those found in SSA. A 

recent review found that only two studies in LMICs had adapted interventions for common 

mental disorders in women to address IPV (with reduction in common mental disorder 

symptoms), concluding the need for future research on adapting feasible, acceptable, and 

effective evidence-based treatments for common mental disorders that address IPV in 

LMICs (Keynejad et al., 2020). Thus, this research gap constitutes a global mental health 

care priority (Chibber & Krishnan, 2011).

Witnessing or Experiencing Violence As a Child

Witnessing or experiencing violence as a child were relational risk markers for both male 

perpetration and female victimization for physical IPV. These family-of-origin relational 

risk markers have been recognized across settings. A meta-analysis of 46 studies with 56 

effect sizes found that experiencing physical, sexual, and psychological abuse and neglect 

were all associated with IPV victimization (Li et al., 2019), although the effect sizes were 

small. Another meta-analysis examined the association of child maltreatment and IPV 

victimization and perpetration among men and found that effect sizes varied according 

to form of child maltreatment (Godbout et al., 2019). Witnessing IPV as a child has a 

well-established relationship with IPV. While a systematic review of 19 studies confirmed an 

association between witnessing IPV as a child and perpetrating IPV as an adult, the quality 

of these studies was low and measurement of child exposure to IPV varied considerably 

(Kimber et al., 2018). Having too much measurement variability has presented challenges 

for evaluating and understanding intergenerational research (Haselschwerdt et al., 2019).

While the strength of the effect sizes of family of origin exposure differed for 

perpetration (medium) and victimization (small), taken together, the associations suggest 

that interventions for IPV present an opportunity to interrupt the cycle of violence for future 

generations. To refine intervention and prevention efforts in SSA where resources may be 

scarce, more exploration of mediators and moderators for how exposure to family of origin 

violence relates to exposure to IPV is needed. Many refer to social learning theory to 

explain that exposure to violence when young normalizes violent behaviors and leads to an 

increased tolerance for violence in adult relationships (Sellers et al., 2005), yet there are 

other significant mediators. For example, both IPV perpetration and victimization carried 

risk markers of alcohol and drug use at the individual level. Substance use and mental health 

problems are associated both with adverse childhood experiences (Schiff et al., 2014) and 

adult IPV (Trevillion et al., 2012, 2015), and preventing these disorders from emerging 

could avert intergenerational transmission of violence.
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Community and Societal Level Risk Markers for IPV Perpetration and Victimization

There were fewer risk markers at the community or societal level identified for inclusion 

in the meta-analysis. While measured at the individual level—employment, education, 

and income—could represent community level economic opportunities. The finding that 

community level variables were not significant risk markers for perpetration or victimization 

of IPV contrasts with other systematic reviews of research in high-income settings and 

Africa (Capaldi et al., 2012; Shamu et al., 2011). Others have found that the relation 

between education level and IPV subsides when more proximal variables (e.g., couple 

conflict) are considered (Capaldi et al., 2012). Income and employment, however, have 

had more robust associations with IPV even with inclusion of more proximal variables 

(Capaldi et al., 2012). Our findings could have resulted because we examined risk markers 

for physical IPV only whereas others (e.g., Muluneh et al., 2021) have looked at risk 

markers for gender-based violence or combined types of IPV. A cross-sectional study across 

eight southern African countries likewise found no association between income, education, 

or employment when examining physical IPV only (Andersson et al., 2007). Perhaps the 

lack of association points to the complexity of SES, as has been demonstrated in IPV 

economic intervention research in SSA that shows no effect on reduction of IPV (Glass 

et al., 2017; Gupta et al., 2013). Given that programmatic resources in SSA and other 

low-income settings often target economic development (especially for women) as a means 

of empowerment, these results warrant further consideration as to whether their relation can 

better be explained with other variables that could be more constructive intervention targets. 

Finally, measurement of societal level variables, often represented as attitudes toward IPV, 

lacked representation among studies included in this meta-analysis. Although an analysis 

of acceptance of physical IPV toward women with data from 39 LMICs found that women 

in Africa and South Asia were most likely to endorse acceptance (Tran et al., 2016), our 

analysis found no association between approval of violence and IPV victimization.

Limitations

One potential limitation of this study, which is a limitation of all meta-analyses, is that 

we may have missed studies to include in the analysis. Additionally, it is possible that 

studies were not included in the study because of the “file drawer” problem (Hunter 

& Schmidt, 2004), where insignificant studies go into the “file drawer” and are never 

published. In order to combat this potential limitation, we conducted publication bias tests 

for significant findings. In addition to missing studies that were not published, we were also 

unable to include studies that were not written in English. This could have led to missing 

key studies examining risk markers for physical IPV in SSA. Another limitation of the 

study is that we are looking at risk markers of physical IPV perpetration and we cannot 

determine the temporal ordering of the variables associated with physical IPV perpetration 

or victimization. For example, the strongest risk marker for female victimization was post-

traumatic stress symptoms, which could be a consequence of IPV victimization, but we 

cannot determine this with the cross-sectional nature of the analysis. Another limitation of 

the study was the lack of societal-level factors that we were able to identify to be included 

in the analysis. A positive aspect of this study was the effort to be inclusive and to include 

all appropriate research focusing on risk markers for male-to-female physical IPV in SSA, 

which allows for generalization to a broad population of SSA. However, a limitation of this 
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study, in “promoting diversity and inclusion in our research” (Tajima, 2021, p. 4976), is 

that we needed to rely on authors of manuscripts included in our meta-analysis to carefully 

support diversity and inclusion with respect to sampling and measurement (Tajima, 2021, p. 

4976).

Critical Findings

• This is the first meta-analysis to synthesize risk markers for male-to-female IPV 

in SSA.

• This meta-analysis uniquely applied the socioecological model to interpret levels 

of risk factors and findings.

• The strongest risk markers for male IPV perpetration were relational and 

included other forms of IPV and exposure to family of origin violence.

• The strongest risk markers for female IPV victimization were individual and 

relational and included mental distress and exposure to family of origin violence.

• There were fewer community or societal level variables included in this analysis.

• Community level variables were not significant risk markers for perpetration or 

victimization of IPV.

Implications for Practice, Policy, and Research

• Integrate screening for emotional or sexual IPV with a focus on emotional IPV 

given less stigma.

• Consider addressing IPV with a relationally based intervention, especially given 

cultural values that highly stigmatize separation.

• Develop research on acceptability, feasibility, and efficacy of couple-based 

treatments to reduce IPV in SSA to ensure relevance for context.

• Adapt evidence-based treatments already in use in SSA for common mental 

disorders to address IPV.

• Explore mediators and moderators for how exposure to family of origin violence 

relates to exposure to IPV.

• Conduct more research on community and societal level variables’ association 

with IPV in SSA.

Conclusion

This meta-analysis of 51 studies from SSA examined 11 risk markers for perpetration and 

16 risk markers for victimization of male-to-female physical IPV. The risk markers for 

male perpetration that had medium-to-large effect sizes were perpetration of other forms 

of IPV, exhibition of controlling behaviors, and experiencing abuse as a child, all of which 

are relational risk markers according to the socioecological model. Alcohol and drug use 

had small effect sizes for perpetration. Regarding female victimization, risk markers at the 
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individual and relational levels were strongest. Endorsing PTSD symptoms had a medium 

effect size; and depressive symptoms, abuse as a child, witnessing parental IPV, and drug 

and alcohol use held small effect sizes for victimization. Demographic risk markers, such as 

income, employment, and education level were not significantly associated with perpetration 

or victimization of IPV. Findings highlight opportunities for screening and intervention at 

the couple level, the need to test and incorporate interventions for IPV in mental health 

treatment, and further research on sociodemographic risk markers and the interventions that 

target them.
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Figure 1. 
Flowchart of included studies.
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