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Abstract 

Introduction 
Intimate Partner Violence (IPV) is among the common forms of gender-based violence worldwide. The IPV magnitude in 

Tanzania is approximated to be 44%, in which 4 in 10 married women experienced spousal violence. The present study zeroed 

into the uses of logit regression to identify the predictors of IPV in Tanzania.  

 

Methods 

The data was obtained from the Tanzania Demographic and Health Survey 2022. The unity of analysis was currently married 

women and men. Logit (logistic) regression analysis was performed to determine the predictors of IPV in Tanzania. IPV was 

measured into three categories: emotional violence, physical violence, and sexual violence.  

 

Results 

Women’s age, partners’ education level, partners’ occupation, and frequency of husband/partner being drunk are factors that 

predict emotional violence significantly (P<0.05). Age of household head, age of women at first birth, partners’ occupation, 

women’s current age, frequency of husband/partner's drinking habit, women’s education level, and literacy level are factors that 

predict less and more severe physical violence significantly (P<0.05). In addition, the wealth index, women’s age at first birth, 

and women’s occupation explain the sexual violence significantly (P<0.05). While residing in Dodoma, Arusha, Tanga, Tabora, 

Kagera, Mwanza, Mara, Manyara, Kusini Unguja, Tanga, Songwe, Kilimanjaro, and Katavi has a high likelihood of experiencing 

IPV significantly (P<0.05). 

 

Conclusion 

The intervention to address IPV should first focus on changing men's and women's attitudes and beliefs. Change of attitude and 

belief should be to both men and women who believe that wife beating is okay, and that perpetuates the increase of IPV. This 

study recommends an emphasis on archiving employment, especially for men who reside in regions where IPV has been expected, 

to reduce the likelihood of men committing violence.  
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INTRODUCTION 

Intimate Partner Violence (IPV) as a form of gender violence 

is the most prevalent violence worldwide. IPV is a public 

health problem and a social and development issue globally 

(WHO, 2019a). IPV is any act by an intimate partner that 

may include physical aggression, sexual coercion, and 

psychological abuse (WHO, 2019b). This study, therefore, 

adopted the IPV definition from the WHO IPV: ‘Is any 

behaviour within an intimate relationship that causes 

physical, psychological or sexual harm to those in the 

relationship’ (WHO, 2019b). Physical violence includes acts 

such as kicking, hitting, slapping, and beating someone, 

while sexual violence includes forced sexual acts, including 

sexual intercourse and other forms of sexual coercion. 

Emotional/psychological abuse involves behaviors such as 

insults, humiliation, and intimidation, for example, 

destroying things like furniture, threats of harm, and taking 

away children.   

 

Although IPV affects men and women, violence is mainly 

perpetrated by men against women, and women are much 

more affected than men. Worldwide estimates suggest that 

70% of women experience some form of Gender Based 

Violence (GBV); the most common violence is IPV. For 

example, nearly 41% of women in the United States of 

America (USA) have experienced IPV, specifically physical 

injury, compared to 14% of men. The studies further suggest 

that 1 in 4 women and 1 in 7 men reported being the survivors 

of physical violence by an intimate partner, and nearly 1 in 6 

assassination victims in the USA are killed by an intimate 

partner (Evans et al., 2020). Global estimates, according to 

WHO (2019), about 30% of women experience intimate 

partner violence, whereby countries such as Gambia, South 

Africa, the USA, and Tanzania have recorded an increasing 

trend of violence (Garcia et al., 2006; Oppong et al., 2022). 

 

It is approximated that the IPV magnitude in Tanzania is 44%, 

which is 4 in 10 married women who have experienced 

spousal violence (Mosha et al., 2019). This statistic surpasses 

the global average, which is 30%. The statistics suggest the 

increased trend of IPV during the COVID-19 crisis, 

especially in the areas where the lockdown measures were 

adopted (Evans et al., (2020; Matoori et al.,2021) termed a 

pandemic within a pandemic COVID-19. This has increased 

attention from both developed and developing countries due 

to increased incidences of IPV in particular and their ultimate 

associated demographic and health consequences to both 

men and women (UNHCR, 2020).  

 

IPV has significant severe consequences for physical, 

psychological, reproductive, and sexual health, including 

sexually transmitted infections, HIV, unplanned pregnancies, 

and abortion (Kazaura et al., 2016; Tiruye et al., 2020). IPV 

is a grave violation of human rights, no matter when, where, 

or how it occurs, and can result in mental, physical, and 

emotional effects and death in extreme cases. The children 

who witness the violence may suffer a range of behavioural 

and emotional disturbances, including depression, school 

dropouts and general health effects (Duvvury et al., 2013; 

Bensley, 2003), and several studies have found child abuse 

within the same household.  

 

Literature in Tanzania shows that IPV is deeply enshrined in 

the community traditions, customs, and culture, and the 

incidences occur on a vast scale, taking different forms 

throughout women’s and girls’ lives, ranging from early 

marriage to rape between intimate partners and wife beating. 

While 30% of women who have been in a relationship 

reported that they had experienced IPV, the Tanzania 

Demographic Health Survey (TDHS) Report of 2010 

indicates that about 44% of the ever-married women aged 

15-49 experienced physical or sexual violence by an intimate 

partner. Again, the TDHS of 2016 and the UNHCR of 2020 

indicate that nearly 50% of women and girls between the 

ages of 15 and 49 experience IPV in their lifetime and most 

of this violence occurs at the family level.  

 

The first report of the “WHO Multi-country Study on 

Women’s Health and Domestic Violence Against Women” 

(2005) conducted in 10 low- and middle-income countries, 

Tanzania included, indicates a high prevalence of IPV in all 

countries. The survey has also noted wide variation between 

and within countries. In addition, women in Tanzania are 

traditionally dominated by men, who usually have the power 

to decide on a sexual relationship and other household issues, 

while they are expected to be silent and accept violence as 

part of their lives (Chegere & Karamagi, 2020; Klugman et 

al., 2014). This implies male dominance, which was also 

found by Meena (2003) and Swai (2017), that men regard 

themselves as superior to females at the parliament and 

council levels.  

 

SYNTHESIS 

Several studies have indicated a relationship between IPV 

and the wish to control and maintain superiority in the family 

(Bostock et al., 2009) that the abuser exerts power over less 

powerful family members (Goode, 1971). On the other hand, 

the victim of the violence may slowly begin to modify his/her 

behaviour and slowly accept control to survive and avoid 

continued abuse. IPV is also associated with the resource 

power that gives the perpetrator power to control the victim's 

behaviour (Goode, 1971). Households with fewer resources 

are likely to experience more violence (Oyunbileg et al., 

2009; Dasre et al., 2017). In this case, the violence is 

sustained through the victims’ belief and response to the 

violence that they cannot meet the basic needs of their 

families unless they continue to stay in an abusive 

relationship (Wallace & Muroff, 2002). The abuse victims 
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depend on their abuser in particular circumstances, including 

economic dependency (Sheppard, 2019).  

 

Higher education is more likely associated with decreased 

odds of experiencing IPV (Ward & Harlow, 2021; Kinyondo 

& Joseph, 2021), while low education is associated with the 

increased likelihood of men and women committing and 

experiencing violence, respectively. Other studies by Adjah 

and Agbemafle, 2016; Kizilgol and Ipek, 2018 show that 

women residing in urban areas, including big cities, have a 

high potential to experience violence compared to their 

counterparts’ rural women. While young women are more 

likely to experience IPV (Kapiga et al., 2017), older women 

are more likely to tolerate IPV, which increases the 

likelihood of experiencing IPV among older women 

(Kizilgol & Ipek, 2018). Other documented factors 

associated with IPV include men’s multiple sexual partners 

found in the study conducted in the North of Tanzania 

(Messersmith et al., 2021); traditional gender roles and 

family norms, especially in societies where patriarchal solid 

systems exist and women excluded from essential positions 

(Misafi, 2014; Swai, 2017) and history of domestic violence 

in childhood (Benseley et al., 2003). Children who witnessed 

IPV are likely to practice IPV in adulthood, and the regions 

with IPV are likely to continue experiencing the same.   

 

Several efforts have been undertaken to address IPV in 

Tanzania, including prohibiting discrimination based on 

gender and setting out the fundamental rights and duties of 

citizens that protect these rights (WB, 2022). These efforts 

include developing policies and guidelines and adopting the 

Universal Declaration of Human Rights, the International 

Covenant on Political Rights, and the International Covenant 

on Socio-Economic and Cultural Rights. However, most of 

these policies and regulations are unclear about the strategies 

for eradicating IPV (Alsaker et al., 2018). This study adds to 

the existing knowledge on IPV by using logit regression 

approaches focusing on the regional variations in IPV 

prevalence and other factors, unlike other studies that only 

concentrated on factors that determine IPV. The study uses 

representative sample data from the Tanzania Demographic 

and Health Survey (TDHS) conducted in 2022 compared to 

other studies that have used small and not representative 

samples, such as Simmons et al. (2016); Kapiga et al. (2017); 

Joseph et al., N. (2020).  

 

METHODS  

Source of data 

The data for this research were obtained from the Tanzania 

Demographic and Health Survey 2022. After the purpose of 

this paper was explained, Measure DHS was requested for 

the data. The survey covers both mainland Tanzania and 

Zanzibar.  

 

Research design and unity of analysis  

This study used a cross-sectional design and analysed 

secondary data from the 2022 Tanzania Demographic and 

Health Survey (TDHS). The TDHS includes comprehensive 

information on women’s experiences with IPV, alongside 

demographic, socioeconomic, and household characteristics. 

 

Data collection techniques 

The TDHS data was collected using a questionnaire. Four 

questionnaires were used for the 2022 TDHS-MIS: the 

Household Questionnaire, the Woman’s Questionnaire, the 

Man’s Questionnaire, and the Biomarker Questionnaire. 

These questionnaires were grounded as per the DHS 

Program’s standard Demographic and Health Survey (DHS) 

questionnaires. In addition, inputs were solicited from 

various stakeholders representing government ministries, 

departments, agencies, non-governmental organisations, and 

development partners, including religious organisations.  

 

The household questionnaire captured all the members and 

visitors in the selected households. The questionnaires 

collected the attributes of each person listed, including age, 

sex, marital status, education level, and their relationship to 

the head of the household. For children under the age of 18, 

their parents’ survival status was determined. The household 

questionnaire was also used to collect information related to 

the characteristics of the household’s dwelling unit, 

including the source of water for the household, type of toilet 

facilities used by the household, materials used for the floor, 

roof, and exterior walls of their houses and ownership status 

of the house and other durable goods and assets.  

 

Furthermore, a women's questionnaire was used to collect 

data from all women aged 15-49. The information collected 

from women included background information such as birth 

history and childhood mortality, experiences with gender 

violence, fertility preference, and information on 

reproductive history, including maternal and child health. A 

men’s questionnaire was administered to all men aged 15-49 

in every third household in the survey sample. The 

questionnaire collects the same information as the women's 

question, except for information on reproductive history or 

maternal and child health.  

 

Sampling frame 

The sample design for the 2022 TDHS-MIS was conducted 

in two stages to provide estimates for the entire country, 

including urban and rural areas in Tanzania, Mainland, and 

Zanzibar. The indicators such as contraceptive use and 

gender violence, the sample design allowed the estimation of 

indicators for each of the 31 regions in the country. The first 

stage of sampling involved selecting sample points (clusters) 

consisting of enumeration areas (EAs) delineated for the 

2012 Tanzania Population and Housing Census. For this, a 

total of 629 clusters were selected. 

 

In the second stage, households were selected using 

systematic sampling. Before the fieldwork, a complete 

household listing was done for all 629 selected clusters. 

From the list, 26 households were selected from each cluster 

using systematic sampling, yielding a representative 

probability sample of 16,354 households for the 2022 TDHS-

MIS. Tanzania was divided into nine geographic zones to 

allow an estimate of geographic differentials for specific 
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demographic indicators. This enables comparisons across the 

Tanzania zones and from survey to survey.  

 

All women aged 15-49, including usual residents and visitors 

in the household on the night before the survey, were 

included in the 2022 TDHS-MIS and were eligible for the 

interviews. In a subsample of half of all the households 

selected for the study, all men aged 15-49 were eligible for 

interviews if they were either usual residents or visitors in 

the household on the night before the survey.  

 

Sample size 

A representative probability sample of 16,312 households 

was selected for the survey, of which 15,907 were engaged. 

Within engaged households, 15,705 were interviewed, and 

the response rate was 99%. In the interviewed households, 

15,699 women were eligible and interviewed, and the 

response rate was 97%. In the subsample of households 

selected for the male survey, 6,367 men were identified as 

eligible participants, 5,763 were interviewed, and the 

response rate was 91%.  

 

Logit (Logistic) Regression Model and Analysis   

Binary logistic regression analysis, also known as logit, is 

employed when the dependent variable is binary 

(dichotomous), using either categorical or a combination of 

categorical and continuous independent variables as 

explanatory factors (Anasel & Mlinga, 2014; Muya, Ilembo, 

& Anasel, 2024). A Logit (Logistic) regression method was 

employed to pinpoint predictors of Intimate Partner Violence 

(IPV) in Tanzania, modelling the likelihood of an individual 

facing IPV based on several predictor variables. This approach 

is ideal since the outcome variable—whether or not an 

individual has encountered IPV—is binary (yes/no). 

 

The analysis used to analyse “Experienced any intimate 

partner violence either emotional, physical or sexual violence” 

in this paper is based on binary choice models, which describe 

the probability of experiencing intimate partner violence, 

experience/not experience. If we let ( )iii XYU ,   be the 

utility function of a partner i , where  iY  is a dichotomous 

variable denoting whether the partner experiences intimate 

violence or not. The binary choices would, therefore, be 1 if 

Yes and 0 otherwise. iX   is a vector of the explanatory 

(independent) variables.  

 

Theoretically, in specifying a Logit model, let 

iii XY  +=*
 where  is a latent response variable, 

   is a vector of parameters to be estimated (Logistic 

regression coefficient),   is a vector of explanatory 

(independent) variables, and  is the error term. In practice, 

 is unobservable, and we observe only a dummy variable 

, which is defined in this case as; 

Logit (Yi) = pp XXX  ...22110 ++  

Estimate probability of partner experiences intimate violence 

or not is given by; 

P(Yi)= 
}...exp{1

}...exp{

22110

22110

pp

pp

XXX

XXX





+++

++
 

Where; 

Yi is a dichotomous dependent variable called logit Yi 

(1=Experience IPV; 0=Not Experience IPV) 

 0 = Is the intercept 

 p ,2,1  = Logistic regression coefficient of 

pXXX ,, 21 respectively 

 pXXX ,, 21 = Independent variables 

Intercept is the value of Yi when all independent variables are 

zero. Regression coefficients describe the size of the 

contribution of the independent variable to the dependent 

variable. In addition, a positive regression coefficient (   ) 

means that the explanatory variable increases the probability 

of the outcome. In contrast, a negative regression coefficient 

means that the variable decreases the likelihood of that 

outcome. Lastly, a large regression coefficient means that the 

risk factor strongly influences the probability of that outcome, 

while a near-zero regression coefficient means that the risk 

factor has little influence on the probability of that outcome.  

Linear regression analysis was performed to examine the 

contribution of the IPC determinants and identify the 

demographic and beyond factors influencing IPV across 

regions in Tanzania.   

 

Before starting to build logit regression analysis, we checked 

for the scales' internal consistency using Cronbach’s alpha test. 

The Cronbach’s alpha test was conducted to ensure that all 

transformed variables measure the same underlying construct 

in Table 1. The Alpha coefficient values range from 1 to 5 to 

describe the reliability of factors extracted from categorical 

variables. The higher the score, the more reliable the generated 

scale: the 0.7 (70%) values indicate an acceptable reliability 

coefficient (Masue et al., 2013; Anasel, 2017; Mwakasangula 

& Mwita 2020; Anasel & Swai, 2021; Anasel, & Swai, 2023). 

Cronbach’s alpha coefficient test was conducted to determine 

whether items in variables consistently measure the same 

characteristic.  

Table 1: Cronbach’s Alpha Coefficient Test 

 

The modelling starts with univariable analysis, whereby each 

predictor is first analyzed independently to assess its 

relationship with IPV. This was followed by multivariable 

logit regression, whereby the significant predictors from the 

univariable analysis were included in the multivariable logit 

regression model to estimate adjusted odds ratios (OR) and 95% 
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confidence intervals (CI). The logit regression model uses the 

enter method, also called forced entry or standard logistic 

regression; all predictor variables are entered into the model 

simultaneously. We initially include all variables in the model, 

and the least significant predictor is removed iteratively. The 

process continues until only statistically significant variables 

remain in the model based on 95% confidence intervals (CI) 

with a significance level less than or equal to 0.05. 

 

Ethical consideration 

The permission to use the Demographic and Health Survey 

data set was requested from Measure DHS by elaborating the 

purpose of the study and its contribution to IPV. Measure DHS 

was assured of not misusing the data, including avoiding 

wrong analysis and interpretation. Furthermore, the final 

report will be sent back to Measure DHS for further 

intervention, including sharing the results with the Tanzania 

government to implement findings and recommendations.   

 

RESULTS  

Demographic characteristics 

A total of 2,169 couples from Tanzania were involved in the 

survey. Most respondents' occupations are Self-employed, 

accounting for 59%. The level of education for most 

husbands/partners and wives/respondents was primary 

education at 61.3% and 55%, respectively. In addition, the 

literacy rate indicates that the majority (69.8) of all 

respondents were able to read the whole sentence. Males 

headed most households (93.7%), while most respondents 

(74.1) were found to be married. The results also indicate that 

there was no variation in the distribution of the wealth index, 

with a minimum of 17.3% and a maximum of 22.9%. Most 

respondents were dominated by the age category of 20-24 

(20.8%) and 25-29 (25.4%), and more than two-thirds (72.4%) 

of respondents reside in rural areas, as summarised in Table 2. 

 

Table 2: Demographic Characteristics (N1564) 

Variables  Frequency Percentage  

Women Occupation 

Non-Employed 731 33.7 

Self Employed 1277 58.9 

Employed 161 7.4 

Partners’ Occupation  

Non-Employed 206 9.5 

Self Employed 1650 76.1 

Employed 313 14.4 

Highest education level 

No education 173 11.1 

Primary 1099 70.3 

Secondary 250 16.0 

Higher 40 2.6 

Sex of household head 

Male 2032 93.7 

Female 137 6.3 

Wealth index 

Poorest 376 17.3 

Poorer 423 19.5 

Middle 477 22.0 

Richer 497 22.9 

Richest 396 18.3 

Literacy 

Cannot read at all 487 22.5 

Able to read only parts of a sentence 166 7.7 

Able to read the whole sentence 1514 69.8 

Type of place of residence 

Urban 599 27.6 

Rural 1570 72.4 

Current marital status 

Married 1608 74.1 

Living with partner 561 25.9 

Women highest educational level 

No education 408 18.8 

Primary 1192 55.0 

Secondary 554 25.5 

Higher 15 .7 

Partners’ educational level 

No education 269 12.4 

Primary 1329 61.3 

Secondary 518 23.9 

Higher 53 2.4 

Age in 5-year groups 

15-19 135 6.2 

20-24 451 20.8 

25-29 552 25.4 

30-34 432 19.9 

35-39 349 16.1 

40-44 185 8.5 

45-49 65 3.0 

 

Determinants of IPV in Tanzania 

The study aimed to examine factors that predict IPV across 

regions in Tanzania. IPV in this study is operationalised into 

three categories: emotional violence, physical violence and 

sexual violence. Emotional/psychological violence includes 

behaviours such as insults, constant humiliation, hurt and 

intimidation, for example, destroying things, threats of harm 

and taking away children. Physical violence includes slapping, 

hitting, kicking, trying to choke or burn, threatening, attacking 

with a knife, gun or other weapon and beating. Sexual violence, 

on the other hand, includes physical forms of having sexual 
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intercourse or forcing to perform any other sexual acts or force 

with threats to perform sexual acts. Thus, the results are 

presented to indicate the predictors of each category of IPV. 

The variable zone has a high correlation with the variable 

region. The zone was removed for analysis.  

 

Determinants of Emotional Violence 

Factors expected to determine emotional violence were 

entered in SPSS software using the enter method under logistic 

(logit) regression. The variable(s) with the highest p-value 

were removed first from the model, and the model fit and 

significant level were rechecked. The process was repeated 

until remained with the variables that were significant for the 

final model.  

 

The results in Table 3 indicate that women’s age, partners’ 

education level, partners’ occupation, and frequency of 

husband/partner being drunk are factors significantly (P<0.05) 

that predict emotional violence to women. Being in nine 

regions (Dodoma, Arusha, Tanga, Tabora, Kagera, Mwanza, 

Mara, Manyara and Kusini Unguja) significantly experience 

emotional violence. For example, an increase in women’s one 

year reduces the likelihood of 0.943 to experience emotional 

violence at borderline significantly (P<0.082).   
 

Table 3: Determinants of Emotional Violence 

 

Women who are living with partners in primary education and 

secondary have a high likelihood of 2.75, 2.321 respectively, 

to experience emotional violence as compared with those with 

higher education and no education. The women married with 

self-employed partners have a high likelihood of 2.534 to 

experience emotional violence as compared to those employed. 

Women married to husbands/partners who often drink have the 

highest likelihood 7.504 of experiencing emotional violence.  

Women in the regions of Dodoma, Arusha, Tanga, Tabora, 

Kagera, Mwanza, Mara, Manyara, and Kusini Unguja are 

significantly more likely to experience emotional violence.  

 

Determinants of Physical Violence 

The same predictors that were used to predict emotional 

violence were also compared against physical violence. The 

same method was used, whereby the enter method was used in 

logistics regression. The variable (s) with the highest p-value 

was removed first from the model, and the model fit and 

significant level was rechecked. This was repeated until the 

model remained with the significant variables, as shown in 

Tables 4a and 4b. Physical violence has been divided into two 

categories: women who experienced any less severe violence 

by their husband/partner and women who experienced any 

severe violence by husband/partner. 

 
Table 5 (a): Determinants of Physical Violence Experienced any less 

severe violence by husband/partner 

 
Age of household head, age of women at first birth, partners’ 

occupation, frequency of husband/partner's drinking habit, and 

residing in Tanga, Tabora, Mara, and Songwe are the factors 

that determine less and more severe physical violence to 

women significantly (P<0.05). Women’s education level, 

literacy level, and residing at Arusha and Kagera are factors 

that predict that women experience less physical violence. In 

contrast, women’s current age and residing in Kilimanjaro are 

factors that explain severe physical violence significantly 

(P<0.05).  For example, women married with self-employed 

partners have the highest likelihood of 3.343 to experience less 

physical violence and the likelihood of 4.05 to experience 

severe physical violence as compared to those employed 

significantly. Women residing at Tanga, Kilimanjaro, Mara, 

and Tabora have the highest likelihood of 11.140, 10.317, 

9.358, and 6.469, respectively, to experience physical violence.  

 
Table 4 (b): Determinants of Physical Violence Experienced any severe 

violence by husband/partner 
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Determinants of Sexual Violence 

The last model was to determine the factors that predict sexual 

violence. The same procedure used in the previous model was 

applied. Table 5 indicates that wealth index, women’s age at 

first birth, women’s occupation, and residing at Tabora, 

Kagera, Mara, Katavi, and Songwe explain sexual violence 

significantly (P<0.05). The wealthiest women have the highest 

likelihood of 3.194 to experience sexual violence significantly 

(p<0.011) as compared to another wealth index, which is not 

statistically significantly associated with sexual violence. The 

same trend appeared in sexual violence whereby women 

married with self-employed partners have a likelihood of 

1.702 to experience sexual violence. Women residing at 

Kagera and Mara have the highest likelihood of 4.770 and 

4.356, respectively, to experience sexual violence. 
 

Table 5: Determinants of Sexual Violence  

 

DISCUSSION  

Three types of IPV, emotional violence, physical violence and 

sexual violence, were analyzed in this study to understand the 

factors associated with IPV. Partners’ occupation, frequency of 

husband/partner being drunk, and women’s current age were 

found to be the predictors of both emotional and physical. In 

contrast, the age of women at first birth was a predictor for 

physical violence. This result indicates that IPV is deeply 

enshrined in the community traditions, customs, and culture, 

and it takes different forms throughout women’s and girls’ 

lives. Cultural factors that support male dominance and 

patriarchal beliefs place women in vulnerable and submissive 

positions and influence the occurrence of IPV (Do et al., 2013).  

 

IPV was indicated to be common in some regions, such as 

Tabora, Kagera and Mara, where women have been 

experiencing emotional, physical and sexual violence. The 

study has also noted wide variation between and within 

countries, and the violence is much higher in some regions. 

This supports the study conducted in 10 low and middle-

income countries in 2015, where regional differences in IPV 

were also noted. This is associated with a belief of the 

community in these regions where IPV is viewed as 

maladaptive, that is, abusive acts that are there to exist (Do et 

al., 2013; Kinyondo et al., 2021). Strong patriarchal systems 

are characterised in the lake zone where Mara and Kagera are 

located; the history of domestic violence in childhood is 

common; this corroborates the study done by Kinyondo, 

Ntegwa, & Miho, 2021, who used the 2015/16 Tanzania 

Demographic and Health Survey.  

 

A person who observed domestic violence as part and parcel 

of their life during childhood is likely to practice the same in 

their adulthood. This goes together with the low rate of 

disclosure among women and girls, the survivors of gender-

based violence and IPV, where cultural beliefs stigmatize 

disclosure and complicate the identification and tracking of 

instances related to domestic violence, gender-based violence 

and IPV (Ahrens et al., 2010). The study by Ahrens conducted 

in 2010 further clarifies that taboos against talking about sex 

and fear of more violence justify acts of sexual assault and IPV 

and maintain silence when such acts occur.  

 

The studies by Benseley et al. (2003) and Anasel (2017) found 

men to be the decision-makers in all family welfare, including 

contraceptive use and the number of children the family 

should have.  Women have no choice but to use birth control 

or decide when to have another child, which indicates strong 

male dominance, as pointed out by Meena (2003) and Swai 

(2017). If women cannot decide on the use of family planning, 

then it increases the chances of unplanned pregnancies and 

abortion, as indicated by Kazaura (2016). In addition, the 

study by Anasel (2017) showed that some women were bitten 

by their husbands and divorced only because they had used 

contraceptives without prior permission from their husbands.  

 

Moreover, women married with partners’ who were self-

employed were more likely to experience emotional and 

physical violence compared to those married with partners 

who were employed. This implies that women married to non-

employed or self-employed partners have a high potential of 

being victims of violence. These findings support Ward & 

Harlow (2021), Kinyondo and Joseph (2021), and Gedikli, 

Popli, & Yilmaz (2023), who found that employment status is 

associated with the increased likelihood of men committing 

violence. Men in Mara, which is one of the regions where all 

forms of violence are present, were also indicated to have a 

relatively low awareness, which influenced the acceptance rate 

of family planning (Anasel, 2017).  

 

CONCLUSION AND RECOMMENDATIONS 

The study examined the determinants of IPV, which were 

measured into three categories: emotional violence, physical 

violence, and sexual violence.  Women’s age, partners’ 

education level, partners’ occupation, and frequency of 

husband/partner being drunk are factors that predict emotional 

violence. Age of household head, age of women at 1st birth, 

partners’ occupation, women’s current age, frequency of 

husband/partner's drinking habit, women’s education level, 

and literacy level are factors that predict less and more severe 

physical violence. Wealth index, women’s age at first birth, 

and women’s occupation explain the sexual violence. Residing 

in Dodoma, Arusha, Tanga, Tabora, Kagera, Mwanza, Mara, 

Manyara, Kusini Unguja, Tanga, Songwe, Kilimanjaro, and 

Katavi has a high likelihood of experiencing IPV. 

 

The intervention to address IPV should first focus on changing 

men's and women's attitudes and beliefs. Change of attitude 
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and belief should be to both men and women who believe that 

wife beating is okay, and that perpetuates the increase of IPV. 

This study recommends an emphasis on archiving 

employment, especially for men who reside in regions where 

IPV has been expected, to reduce the likelihood of men 

committing violence. Households should also be educated to 

control children's witnesses of violence to reduce the 

possibility of practising the same in adulthood. 
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