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ABSTRACT

Background: Risk factors and coping strategies employed for domestic violence
across rural and urban locales remains a topical public health concern.
Geographic locations experiencing other forms of violence may contribute
additional risk factors to domestic violence.

Methods: A cross-sectional study design was used to determine and compare the
risk factors, help-resources and coping strategies employed by survivors of
domestic violence living in rural and urban areas of the Niger-Delta region of
Nigeria. Altogether 461 (225 rural, 236 urban) pregnant women participated.
Statistical analysis was carried out with SPSS version 21 with p <0.05.

Results: Predictors of violence identified were: geographical location, residing
in a rural area (OR 2.052 95% C.I. 1.349 - 3.122) and alcohol intake by pregnant
women (OR 1.691; 95% C.I. 1.022 - 2.798) increased the risk of domestic violence
while intimate partner’s occupation, being a professional was a protective factor
(OR 0.513 95% C.I. 0.327 - 0.806). Less than half of the respondents in both
locations (rural 44.0% versus urban 35.2%) sought for help following incidents
of violence. Fewer rural (3.1%) than urban (10.7%) of them sought for formal
help from the police. The main coping strategy used was ‘keeping silent’ by
69.4% rural compared to 46.4% urban survivors and the main reason given, was
to avoid family disharmony.

Conclusion: There is urgent need for relevant stakeholders to institute measures
to reduce domestic violence especially in rural areas of developing countries
and establish well-linked help resource centres across both rural and urban

localities.
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INTRODUCTION

Domestic violence (DV) is a human rights issue that is
increasingly attracting more public health attention.
Although it has gained substantial international
recognition, considerable silence still exists around the
topic especially in sub-Saharan African countries” This
may be due to certain cultural practices which limits
open discussion on this global health concern'. Over
the years, domestic violence has become almost
synonymous with female based violence because girls
and women are often the victims while men are the
major perpetrators*. A group of women considered
to be highly vulnerable to domestic violence are
pregnant women and the risk factors for this group
of women are often multifactorial®'2

The burden of domestic violence among pregnant
women has been found to be high in previous African
and non-Affrican studies™®’. In Nigetia, the prevalence

of domestic violence during current pregnancy was
reported as 7.4% by lliyasu ez @/in 2013 and 17.7% by

Fawole e a/ in 2010 in urban settings of the North
West and South West respectively®’. Tella ez a/, in 2018
reported on domestic violence among pregnant
women in South South Nigeria. Physical domestic
violence was found to be higher among rural (43.6%)
compared to urban (23.7%) respondents (p=0.007);
sexual violence was least reported, higher in rural
(15.1%) than urban (9.7%) respondents (p=0.08). In
all, rural respondents reported higher physical,
psychological and sexual violence while the urban
respondents reported higher verbal violence".

Different risk factors predispose to diverse forms of
violence including those occurring in domestic settings.
The WHO Ecological Framework and Connectedness
classified risk factors for domestic violence into
individual, family, community and societal strata'* and
this enables researchers examine specific and collective
risk factors more appropriately. Common individual
risk factors identified for pregnant women from

Annals of Ibadan Postgraduate Medicine. Vol. 18 No. 1, June 2020 65



previous sub-Saharan African studies include survivors’
young age at first marriage, low level of education,
abuse of alcohol and having multiple sexual partners®
12

Although relationship in the domestic sense includes
intimate partners, parents and siblings, majority of the
perpetrators of domestic violence among pregnant
women ate their intimate partners®'’. Over 50% of
perpetrators were intimate partners in indigenous
studies by Iliyasu ez a/ (58.6%) and Fawole ¢t a/
(65.8%)%". Documented risk factors among
perpetrators include alcohol use, substance abuse and
exhibition of controlling behaviour by denying victims
access to family, friends and health care services®!*!>
. Cultural influences especially those that encourage
victims to keep silent remain persistent community risk
factors for domestic violence in many sub-Saharan

African countries’>!®,

Survivors of violence often seek ways to avoid
repeated violence by mitigating against risk factors they
have identified. Such ways and means of preventing
recurrence of domestic violence has been classified as
internal and external coping strategies; and use of
formal and informal help-seeking resources>'®. Internal
coping strategies includes keeping silent and avoiding
perpetrators of violence. Studies from sub-Saharan
African region have reported that a considerable
number of survivors employ the keeping silent strategy
to avoid recurrence of violent scenes especially in the
presence of their children and to keep themselves safe
from avoidable harm>'®
encouraged to speak out, however, certain factors such
as socio-cultural and geographical location factors still
hinders survivors from reporting or making use of
formal help-seeking resources. Rural areas for instance
are often isolated and the few available help-resources
are usually at a far distance from one another, thus
sutvivors are often at a disadvantage®*. The burden
of domestic violence is often more when the rural
areais located in an environment prevalent with other
forms of violence such as communal clashes and
intertribal war'®!”. Poverty, anger and transferred
aggression prevailing in such areas further heightens
the burden of domestic violence!®". For these reasons,
many survivors in rural areas employ ‘keeping silent’,
‘avoiding the perpetrators’ and ‘reporting to family
members’ as their other forms of coping strategy™'®.
Survivors of violence in the urban areas on the other
hand tend to have more help-resource options from
the formal sector, such as reporting to police, lawyers
and work colleagues>**. However, studies in certain
developing countries have shown that many survivors
of domestic violence living in urban areas may have
low confidence in formal help as a result of delay in
execution of justice and diverse forms of

. In recent times, women are

exploitations®*. As such, other coping methods and
informal help resources are also employed by urban
survivors of domestic violence.

Two pertinent theories explaining internal coping
mechanisms among vulnerable groups are cognitive
dissonance and change in gendetr-role theories'.
Cognitive dissonance theory, explained by Festinger
identifies the ‘principle of cognitive consistency as an
important factor which makes people express an inner
but powerful drive that holds all their attitudes and

’25 In cases

beliefs in harmony just to avoid disharmony
of domestic violence, survivors, often women, exhibit
this theory although their actions or inactions may not
be considered as rational®?*. Change in gender role
theory explains that males and females occupy different
recognized social roles within the community where
they live and they are often judged, whenever they
exhibit ‘deviant’ conducts”. This can be seen especially
in rural areas of the sub-Saharan African region where
women are expected to be tolerant and enduring while
men can take up stipulated masculine social roles that
may enhance petpetuation of domestic violence.'™

Although studies on risk factors, help-seeking resources
and coping strategies for domestic violence among
pregnant women have been carried out globally and
locally, majority of these studies have been carried out
in urban areas with limited findings from rural areas.
Also fewer studies have examined risk factors of
domestic violence in areas with other forms of violence
and instability. Knowledge of the burden, risk factors,
help-resources and coping strategies of domestic
violence in these peculiar settings is necessary for policy
makers and other stakeholders to enable them develop
appropriate intervention programmes that will reduce
the burden of domestic violence. In view of these,
the authors examined the risk factors, help-resources
and coping strategies among rural and urban pregnant
women residing in a violence prone region of a
developing country.

METHODOLOGY

The study was conducted in Rivers State, in the Niger-
Delta region of Nigeria, an oil-rich state, and one of
the six states making up the South-south geopolitical
region of the nation®. The state has a population of
about 6,000,000 people® about three-fifths of whom
live in rural areas. The rural dwellers are mainly into
farming and fishing activities. The urban residents are
mostly civil servants and workers of oil and oil-
servicing companies. Oil production activities has had
both negative and positive effects on the region'".
Economic gains and infrastructural development are
some positive effects while negative effects include
ecological disruption, gender inequality, workplace
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stress and transferred aggression'®"”

. These negative
effects are common phenomenon in geographical
areas with oil blocks or other natural resources,
especially those of low and middle income settings™.
Likewise, the Niger-Delta has been reported to have
a high level of violence due to poverty, youth
restiveness, communal clashes and militancy activities

in the past but also in recent times''*'’.

The methodology used for this study has been
described in detail in the eatlier mentioned paper by
the authors®. The study utilized a cross-sectional study
design and sample size formula for comparison of
two proportions for calculating the minimum sample
size’. The prevalence of physical violence of 14%
found among urban women from a similar study in
the South West of Nigeria'’ was used as P, while the
prevalence of physical violence in rural setting P, was
28%. The second proportion was estimated based on
evidence from literature showing that domestic violence
tends to be more prevalent in rural than in urban
communities'**?*. Using a power of 80%, alpha level
of 0.05 and assuming a non-response rate of 10%,
minimum sample size calculated for this study was
440 pregnant women. A multistage sampling technique
was used to select 461 (236 in the urban and 225 in the
rural strata) pregnant eligible women attending PHCs
that consented and participated in this study. First, two
(a rural and an urban) LGAs in Rivers were
purposively selected, then a simple random sampling
technique was used to select six PHCs (4 rural and 2
urban) and finally consecutive sampling technique was
used in selecting the pregnant women. Only pregnant
women with mental and severe systemic medical
conditions were excluded from taking partin the study.
Ethical permission to conduct this study was obtained
from the University of Port Harcourt Teaching
Hospital while administrative approval was gotten
from the Rivers State Primary Health Care Board.
Those that needed professional psychological care such
as those that had weeping spells and those that were
withdrawn or anxious while responding to the
questions were referred to a volunteer psychologist
who provided mental care at the interview sites.

Data Collection

A structured questionnaire adapted from the 2013
National Demographic and Health Survey
questionnaire on domestic violence was used for data
collection”. The instrument was pretested among 20
pregnant women (10 women each from a rural and
an urban PHC) in a different but similar rural and urban
community of Rivers state. Findings from the pre-
test were used in reviewing the study instrument,
removing any form of ambiguity and ensuring validity.
Information was obtained on socio-demographic

characteristics; risk factors for domestic violence for
respondents and their intimate partners; as well as help-
resources and coping strategies employed by survivors
of domestic violence.

A two-day training facilitated by a psychologist and a
reproductive/sexual health researcher was conducted
for three female research assistants that collected data.
On the first day, lectures on types of domestic
violence, risk factors, help-resources and coping
strategies were covered. The second day was used to
build research assistants capacity on interviewing,
counseling and referral skills. They were also trained
on handling cases of domestic violence disclosure with
empathy. The volunteer psychologist was available in
the course of the study to attend to respondents with
mental disturbances and breakdown. Questionnaires
were administered to the pregnant women in reserved
areas of the PHC and each completed within an
average time of 20 minutes.

Data Management

Outcome variable

The outcome variable was experience of domestic
violence

Independent variables

Independent variables included socio-demographic
characteristics such as respondents’ age, age at first
marriage, level of education; intimate partner’s age,
level of education, and employment status. Selected
risk factors assessed included experiences of
controlling behavior to friends and family, alcohol use
and substance abuse for the respondents and their
intimate partners, history of forced sexual act, age at
first forced sexual act and perpetrator of first forced
sexual act.

Data was analyzed using SPSS version 21.0. Descriptive
statistics was carried out using mean, standard
deviations, frequencies and proportions. Inferential
statistics were done using independent t-test and chi-
square test. Independent factors associated with
domestic violence were assessed using multivariate
analysis. Level of statistical significance was set at p <
0.05 for all tests.

RESULTS
Of the 480 questionnaires, 461 (rural 225 and urban
236) were completed, giving a response rate of 96%.

Socio-demographic Characteristics of Respondents

The mean age of pregnant women in the rural
(25.817.1 years) was significantly lower than that of
the urban group(29.2F 4.7 years) p<0.001. Proportion
of married women was higher in the urban than rural
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Table 1: Socio-demographic characteristics of respondents and perpetrators of violence

Variables Rural Urban X2 P value
n (0/0) n (0/0) Test
N =225 N =236 Statistic

Age group (years)

15-19 20 9.2 7 (3.0)

20-24 76 (35.2) 31 (13.1)

25-29 64 (29.6) 92 (39.0)

30-34 46 (21.3) 72 (30.5)

35-39 8 (3.7 30 (12.7)

40 — 44 1(0.5) 4 (1.7)

>45 1(0.5) 0 (0)

Mean Age £ S.D years 258+ 7.1 292+ 47 -0.1# < 0.001

Marital status

Currently Married 152 (67.6) 213 (90.3)

Single and Co-habiting 63 (28.0) 21 (8.9)

Single Not Co-habiting 10 (4.4) 2 (0.8) - <0.001*

Family structure

Monogamous 143 (94.1) 212 (99.5)

Polygamous 9.9 1(0.5) - 0.002*

Ethnic group

Indigenous 216 (96.0) 76 (32.2)

Non-indigenous 9 (4.0) 160 (67.8) 201.9 <0.001

Level of education completed

No formal education 10 (4.4 2(0.9)

Primary 43 (19.1) 7 (3.0)

Junior Secondary 33 (14.7) 10 (4.2

Senior Secondary 112 (49.8) 95 (40.2)

Tertiary 27 (12.0) 122 (51.7) - <0.001*

Occupation

Professional 7 (3.1) 17 (7.2

Non-manual skilled 39 (17.4) 80 (33.9)

Manual skilled 124 (55.1) 111 (47.0)

Semi-skilled 5@2.2) 2 (0.9)

Unskilled 50 (22.2) 26 (11.0) - <0.001*

Burden of physical violence 98(43.6) 56(23.7) 20.353 <0.001

Perpetrators of violence

Intimate partner 58(59.1) 27(48.2)

Parents and male siblings 15(15.3) 6(10.7)

In-laws 13(13.3) 6(10.7)

Authority figure (teachers) 5(5.1) 0(0.0)

Other houschold members 7(7.2) 17(30.4)

group (90.3% versus 67.6%, p<0.007) and proportion
of women in monogamous union was higher in the

urban compared to rural group (99.5% versus 94.1%
$<0.007) (Table 1)

Perpetrators of Domestic 1 iolence

The highest proportion of perpetrators for both
groups was ‘intimate partner’ category: 59.0% in rural
and 48.7% in urban group. For the rural group, this
was followed by family members made up of parents
and male siblings (15.4%) and in-laws (12.8%). The
least proportion for the rural group was in the
‘authority figure’ category, all of whom were teachers

(5.10%). For the urban group, ‘other housechold
members’ including landlords/landladies and male
domestic staff (29.7%) followed the intimate partner
category. The least proportion of perpetrators for the
urban group was in the “family member’ (10.8%) and
‘in-law’ (10.8%) categories (Table 1).

Risk Factors Associated with Domestic Violence in Pregnant
Womzen

Table 2 shows the following bivariate analysis findings:
Geographic location: The prevalence of physical domestic
violence was 43.6% in the rural compared to 23.7% in
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the urban group and the difference was statistically
significant (p<0.007).

Marital status: Altogether, higher proportions of ‘not
currently married” women reported experiences of
domestic violence compared to those ‘currently
married’(p= 0.0003). The difference among the
‘currently married’, in rural (53.4%) versus urban
(34.8%) survivors was statistically significant
(p=0.0008). Among the ‘not currently married’ the

partners were non-professionals. Survivors, whose
intimate partners were professionals, were more in
the rural (28.1%) than urban (19.5%) group; survivors
whose intimate partners’ were non-professionals were
also more among the rural (49.7%) than urban (28.0%)
group. The difference in the proportions was statistically
significant (p = 0.004).

Substance Abuse among Intimate Partners: More rural
(30.6%) compared to urban (19.6%) survivors stated

Table 2: Risk factors for physical violence among rural and urban respondents

Variables Rural victims Urban victims Test P value
n(%) n(%) Statistics
N =98 N =56
Current age* (years)
<18 years 6(46.2) 0(0.0 - 0.584
>18 years 88(43.3) 56(23.7)
Age at first marriage
<18 years 51(39.2) 47(22.5) 11.645 0.001
>18 years 47(49.5) 9(33.5)
Marital Status
Married 59(38.8) 48 (22.5) 13.184 <0.001
Not married 39(54.8) 8(34.8)
Educational level
< Junior secondary 41(47.7) 6(31.6) 7.882 0.007
>Junior secondary 57(41.0) 50(23.0)
Employment Status
Currently employed 66(42.9) 37(23.4) 0.067 0.833
Not currently employed 32(45.1) 19(24.4)
Alcohol use
Yes 32(54.2) 9(34.6) 10.302 0.002
No 66(39.8) 47(22.4)
Intimate partner profession
Professional 18(28.1) 23(19.5) 8.662 0.004
Non-professional 80(49.7) 33(28.0)
Intimate partner exhibiting
controlling behavior
Present 14(66.7) 6(37.5) 1.3889 0.141
Absent 84(41.2) 50(22.7)
Substance abuse among intimate
partner
Yes 30(56.6) 11(25.6) 1.8048 0.527
No 68(39.5) 45(23.3)

difference between rural (38.8%) and urban (22.5%)
survivors was not statistically significant (p=0.723).

Aleobol use: More rural (26.2%) than urban (11.3%)
respondents frequently ingested alcohol (p<0.0001).
Among the survivors, 54.2% rural compared to 34.6%
urban women ingested alcohol. The difference in the
proportions was not statistically significant (p=0.729).

Risk Factors among Intimate Partners’
Occupation class: In both groups, domestic violence was
reported more among respondents whose intimate

Annals of Ibadan Postgraduate Medicine. Vol. 18 No. 1, June 2020

that their intimate partners engaged in substance abuse.
The difference was not statistically significant (p=0.527).

Controlling Behaviour by Preventing Access to Family: Motre
rural (14.3%) than urban (10.7%) survivors experienced
controlling behavior. The difference in the proportions
was not statistically significant (p=0.747).

As in Table 3, multivariate analysis revealed that
pregnant women living in rural area had a two-fold
increased risk of experiencing physical violence
compared to those living in urban areas (OR 2.052,
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Table 3: Multivariate analysis for physical violence risk factors among rural and urban respondents

Variable Adjusted Odds 95% Confidence Interval p-value
Location

Rural 2.052 1.349 — 3.122 0.005
Urban 1

Alcohol use

Yes 1.691 1.022 — 2.798 0.041
No 1

Intimate Partners Occupation

Professional 0.513 0.327 — 0.806 0.004
Non-professional 1

95% CI:1.349-3.122). Generally, pregnant women who
consumed alcohol were more likely to experience
violence than women who did not consume alcohol
(OR =1.691, 95% CI:1.022 - 2.798). Intimate partners
that were professionals were less likely to be
perpetrators of violence (OR = 0.513, 95% CI: 0.327-
0.8006) than the non-professionals.

Help-seeking Resources and Coping Strategies Employed by
Viictims of Domestic V'iolence

Many of the survivors had multiple experiences of
domestic violence. Formal help by reporting to police,
lawyers and social welfare officers was seldom used
in both locations. Only 3.1% rural and 10.7% urban
survivors used the formal help-seeking resources by
reporting to the police. Fewer survivors among the
rural (25.5%) compared to urban (71.4%) group
employed the informal help-seeking method by
reporting to family, friends and co-workers. The
difference in the proportions on use of formal and
informal help-seeking resources in the two groups was
not statistically significant (p=0.766).

Coping strategy employed revealed that more rural
(69.4%) than urban (46.4%) survivors used the ‘keeping
silent’ strategy. The difference was statistically
significant (p=0.006). Fewer women used the ‘stayed
away from perpetrators’ strategy; 3.1% of rural
compared to 3.6% urban survivors. The difference
was not statistically significant (p=0.863). Many women
in both groups admitted to consumption of alcohol
especially local gin (kaikai) in the rural group. Only
1.3% of the rural survivors admitted to use of alcohol
as a coping strategy while none of the urban survivors
used alcohol as a coping strategy.

DISCUSSION

When domestic violence occurs in geographic areas
already experiencing other forms of violence such as
the study area in this research, it is imperative to take a
closer look at the risk factors. The rural much more
than the urban area in this study is an oil-rich

environment prevalent with different forms of
violence including domestic violence, gangism, drug
and alcohol abuse'™". Domestic violence was reported
more in the rural than urban area, and this finding aligns
with those of other studies that have shown that areas
with oil blocks and other natural resources tend to
report diverse forms of violence'®".

More cases of physical violence was reported among
single women, in both rural and urban areas compared
in this study. Similar findings of higher proportions
of domestic violence among single women was
reported by Fawole ¢ a/ ** in Ibadan, Nigeria and
Perales ¢ a/* in Peru. Martiage especially monogamous
marriage has been found to provide stable, respectable
and more conducive environments for spouses than
many single relationships. The difference between those
currently married and not currently married in the rural
and urban groups revealed some differences, especially
among the married group. It may be necessary to
further investigate the association between types of
marriage for example traditional versus court marriage;
and experiences of domestic violence.

Generally, higher occurrences of physical violence was
reported among pregnant women whose intimate
partners were engaged in substance abuse, the
proportion was however higher among rural
compared to urban survivors of physical abuse.
Intimate partners’ abuse of substances, illicit trading
of drugs and alcohol use have been reported in local
and foreign studies as risky behaviours that influence
the occurrence of domestic violence among pregnant
women'’. Controlling behaviour by limiting access of
pregnant women to their families was exprienced more
among the rural than urban survivors. This finding was
different from information available and compared
between an urban study by Envuladu et al**and a rural
study by Umeora et al*®
was reported more among the urban than among the
rural respondents. Professional occupations are often
made up of individuals with higher levels of education.

where controlling behaviour
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Having well educated intimate partners has been
reported as a protective factor in previous studies®
1040, Less educated partners have been associated with
higher frequencies of physical fights and exhibiting

controlling behaviours!.

Similarly in this study, domestic violence was more
prevalent in both groups of women whose intimate
partners were non-professionals, with the rural group
having a higher proportion of non-professional
partners. Level of education is related to professions
and education has been noted to confer some sense
of responsibility in tolerating individual differences
which helps to promote harmony among spouses®!’.

Utilization of formal help-resources was low in both
groups, but the proportion was much lower among
the rural group, despite the higher prevalence of
physical violence reported in this group. Generally,
survivors in both groups resorted more to informal
help-resources. This is a huge public health concern in
view of curbing domestic violence. In terms of coping
strategies, majority of the survivors in both groups
employed the ‘keeping quiet’ internal coping strategy
as a means of avoiding physical fights. However, more
rural than urban survivors, employed this strategy
despite more expetiences of controlling behaviour in
the rural group. This raises the concern of gender
inequality related to traditional harmful practices which
is more predominant in rural settings®?*>*. Similar
findings have also been documented in other areas of
the country>*'%32, Tdeally all these should be reasons
for availability of formal help such as the police and
other law enforcement agencies in rural areas but
confidence in the armed security agents was found to
be low among the respondents including rural dwellers.
Ashimolowo and Otufale® had eatlier reported low
confidence in formal help-resources among the
respondents of their study while Owoaje and
OlaOlorun® laid emphasis on rural areas being
‘isolated” with ‘far in-between’ formal help centres.
Furthermore, poor linkages between rural and urban
help-resources was also found to be lacking in this
study. These challenges are of great concern for
pregnant women experiencing domestic violence in
rural environments especially in those located in areas
with other forms of violence.

CONCLUSION AND RECOMMENDATION
Domestic violence among vulnerable groups such as
pregnant women living in isolated rural areas has huge
public health effect and the outcomes of such can lead
to intergenerational violence if effective measures are
not taken to stop perpetuation of the act. Health
promotions to establish positive cultural values and
deface negative ones need to be enhanced in all locales

but especially in rural communities. The capacity of
community leaders needs to be built to understand
the important role they can play in curbing domestic
violence. In addition, they should be trained to view
domestic violence with a pragmatic lens and institute
culturally acceptable informal help-seeking resources
for victims and proper linkages with formal help-
secking resources, when required. There is need to
educate pregnant women during antenatal care visits
on ways to avoid violence and encourage them to use
help-centres when necessary. The State ministries of
Women Affairs/Youth and Social Welfare needs to
collaborate to institute and promote multiple
interventions aimed at reducing domestic violence
especially in rural and hard-to-reach areas of the Niger-
Delta oil rich region. They should set up well-linked
help centres between rural and urban communities
manned by well trained social and health workers.

STUDY LIMITATIONS

The study design was cross sectional in design; follow-
up and qualitative studies may be required to fully
understand the risk factors of domestic violence
especially in rural environments of the Niger-Delta
region of Nigeria.
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