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Abstract 

Introduction 

Despite the focus on gender equality and women's empowerment in the Sustainable Development Goals (SDGs), Intimate Partner 

Violence (IPV) remains a significant issue in Tanzania, with 38% of women experiencing IPV. This poses a challenge to 

achieving SDG targets by 2030. The power imbalance in family decision-making is a major risk factor for IPV, yet the 

relationship between women's empowerment and IPV remains unclear. This study centres on addressing the question of how 

women's decision-making capacity influences IPV.  

 

Methods 

Bayesian Multilevel mixed effects generalized linear models were used to analyse the influence of women’s decision-making 

capacity on IPV using the Tanzania Demographic and Health Survey (TDHS) 2015/16.   

 

Results 

Compared to women not involved in decision-making, those who participated in household purchases exhibited a 13% (95% CI: 

0.767, 0.978) lower likelihood of experiencing physical IPV. Similarly, women who decided on social visits were 7 % (95% CI: 

0.873, 0.985) less likely to experience physical IPV. Women who decided on their health had a 15% (95% CI: 0.734, 0.979) 

lower risk of experiencing sexual violence. Women decision-making capacity on health was associated with a 10% (95% CI: 

0.843, 0.951) reduction in emotional IPV. Women who decided on household purchase had a 26% (95% CI: 0.669, 0.820) lower 

risk of experiencing emotion IPV and 44% (95% CI: 0.473, 0.672) decrease in sexual IPV. Regional variations in IPV prevalence 

were also observed, with significant differences in physical (4.5%, BPOR - 0.045), sexual (9.7%, BPOR - 0.097), and emotional 

IPV (13.3%, BPOR - 0.133) odds at the regional level. 

 

Conclusion 

The findings suggest that improving awareness of women’s decision-making capacity is crucial. This is especially important 

because effective interventions in this field appear to face inherent challenges. 

 

Keywords: Bayesian Multilevel model, Decision-making, Intimate Partner Violence, Tanzania, Women’s decision-making 

capacity
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Research Article 

INTRODUCTION 

Violence against women, particularly perpetrated by intimate 

partners, constitutes a pressing national and global concern. 

Intimate Partner Violence (IPV) encompasses a range of 

harmful behaviours within intimate relationships such as 

physical, psychological, and sexual abuse, and controlling 

conduct by one partner over the other (WHO, 2012). 

Globally, one in three women experienced physical and 

sexual IPV at some point in their lives, with 13% 

encountering this form of violence in 2020 (Devries et al., 

2013; UN, 2021; WHO, 2021). Women in low and lower-

middle-income countries are particularly vulnerable, with an 

estimated 22% experiencing IPV (WHO, 2021).  

 

The World Health Organisation (WHO) reported that IPV 

prevalence rates vary across regions, notably high in the 

WHO Africa region and South-East Asia region at 33%, 

followed by the WHO Eastern Mediterranean region at 31%. 

In the other areas, IPV ranges from 20% in the Western 

Pacific and 22%in high-income countries and Europe to 25% 

in the WHO regions of the Americas (Devries et al., 2013; 

WHO, 2021).  It is estimated that in Africa, 12% of sexual 

assaults and 46% of lifetime IPV victims are women  

(McCloskey et al., 2016) being notably high (36% 

prevalence in Sub-Saharan Africa and 38% in East Africa) 

compared to the global rate (Durevall & Lindskog, 2015; 

WHO, 2021). The Democratic Republic of Congo tops the 

list with 47 %, followed by Uganda at 45 % and South Sudan 

at 41 %. Burundi follows closely at 40 %, with Kenya, 

Tanzania, and Rwanda at 38 %, while Ethiopia is at 37 % 

(Asmamaw et al. 2023). 

 

In Tanzania, nearly 38% of women aged 15-49 experience 

IPV at some point in their lives, which is higher than the 

global average (Tanzania Bureau of Statistics, 2016). 

Additionally, it has been noted that about 27%, 10%, and 28% 

of ever-married women have experienced physical, sexual, 

and emotional IPV respectively (MoHCDGEC et al., 2016). 

Regionally in Tanzania, the incidence of physical, sexual, or 

emotional violence inflicted by their current or most recent 

husband/intimate partner is least prevalent in Kaskazini 

Unguja and Kusini Pemba (9%), and most prevalent in Mara 

(66%) (MoHCDGEC, 2022). 

 

Studies on the link between IPV to major health problems 

have highlighted such as poor health, diseases, emotional 

distress, and postnatal depression in pregnant women 

(Mueller & Tronick, 2019; WHO, 2022). Considering the 

highlighted effects of IPV, various interventions have been 

implemented to combat IPV, aligning with global initiatives 

such as the UN's goal of ending violence against women and 

the SDGs (UN, 2018). Target 5.2 under SDGs 5 focuses on 

IPV specifically through women empowerment and gender 

equality. Tanzania initiatives such as the Five-year National 

Plan on Actions to End Violence Against Women and 

Children (NPA-VAWC 2017/18 – 2021/22) and women 

empowerment programs, including "Together to End 

Violence Against Women" (TEVAW) and microfinance 

schemes, aim to address IPV (Said et.al, 2019; Halim et.al, 

2019). Despite these interventions, the IPV rate in Tanzania 

is still high. 

 

Existing research on IPV used  classical regression models, 

such as logistic, Poisson, and linear regression which cannot 

be empowered to answer if there were geographical 

variations or not (Bahati et al., 2022; Kebede et al., 2022;). 

When spatial dependency exists, not accounting for it in data 

analysis can lead to inaccurate conclusions. To address this 

limitation, this study adopts a Multilevel Generalized Linear 

model, which incorporates regional dependence patterns and 

unmeasurable elements (Jhanpour et al., 2022). Moreover, 

the Bayesian approach was employed because of its 

flexibility, robustness, and ability to provide comprehensive 

estimates of uncertainty, particularly in the context of 

hierarchical data structures where traditional frequentist 

approaches may be limited. Using the Bayesian Multilevel 

analysis, this study aimed to elucidate the association 

between women’s decision-making capacity and IPV among 

women aged 19-49 in Tanzania.  

 

LITERATURE REVIEW 

The study adopts Heise's (1998) Ecological Framework to 

explore the link between IPV and women's decision-making 

capacity. This framework integrates various levels of social 

ecology—individual, situational, and sociocultural factors—

to examine how different social systems influence IPV. It 

employs four interconnected circles representing personal 

history, microsystem, ecosystem, and macrosystem, 

illustrating societal influence on partner interactions. Life 

experiences and societal values can predispose individuals to 

violence. For instance, children exposed to IPV, and 

unsupported parental figures may perpetuate violence in 

their relationships as adults, a phenomenon known as 

intergenerational transmission (Friedemann-Sánchez & 

Lovatón, 2012). Other factors within this paradigm include 

immediate environmental influences such as male 

dominance, financial control by men, and alcohol and 

substance abuse. Conversely, collaborative decision-making 
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between partners contrasts with situations where men exert 

sole control over household matters, significantly 

contributing to IPV. Women are highly empowered if given 

the ability to make major home choices, which traditionally 

are within the control of men (Johnson, 2016). Women only 

have decisions on small expenditures such as food, kitchen-

based utensils (Chandradasa et al., 2021; Mtae, 2021). 

However, one of the most visible impediments to women's 

empowerment is men's domineering behaviour toward their 

wives (Dutt et al., 2016)The traditional role of men as 

primary earners and providers is threatened by the woman’s 

income, a shift that highlights broader power dynamics in 

relationships, especially where financial control plays a key 

role. 

 

Recent research has shown that women are less likely to 

experience IPV when they decide on major household 

purchases on their own or with their partner (Bahati et al., 

2022; Bengesai & Kebede et al., 2022).  However, it has 

been further discovered a positive association between 

women's decisions about major purchases at the individual 

level and physical and/or emotional IPV (Ali, 2021; Anik et 

al., 2021) although, few studies found no statistical 

association between IPV and decisions on a large purchase 

(Forty, 2022). 

 

Women's autonomy in making decisions about their health 

ensures that they are not subjected to coercion, IPV, or any 

other forms of intimidation (UNFPA, 2021). It comprises 

having the freedom to decide whether, when and with whom 

to have sex and when to get pregnant, as well as the freedom 

to visit a doctor whenever necessary. Women's status in 

society severely restricts their ability to make decisions 

about their own lives in developing countries (Masawe et al., 

2020). Women who reported making decisions about 

healthcare either alone or with their partners/husbands were 

more likely to have experienced physical and/or sexual IPV 

in the past year (Ranganathan et al., 2019). Studies done in 

developing countries found that when women made 

decisions on their own health, the possibility of experiencing 

IPV (Bahati et al., 2022; Kebede et al., 2022;), while few 

studies reported that there is no association ( Bengesai & 

Khan, 2020). 

 

Women may have considerable control over some aspects of 

family life, such as decisions about having children, but may 

have very little control over which friends or relatives to see 

or when (Rezapour & Ansari, 2014). According to a survey 

conducted in the Kishapu district in Tanzania, a large number 

of respondents had limited decision-making authority over 

whether or not to visit their families and relatives (Mtae, 

2021). Instead, they could only see their families and friends 

with their husband's permission.  

A multi-country study including eleven countries from East 

Africa reported that women’s decisions on family visits 

increase the odds of experiencing IPV (Kebede1 et al., 2022; 

Mavisakalyan & Rammohan, 2021). Another study done in 

Rwanda, found that women who made decision about family 

visits are less likely to experience IPV as compared to those 

who do not participate in decision-making (Bahati et al., 

2022).  

 

According to studies done in Ethiopia, South Africa, and 

Uganda, women who make decisions alone or together with 

their husband/partner have a considerably decreased 

likelihood of experiencing physical or sexual violence from 

their partners (Ebrahim & Atteraya, 2019; Zegenhagen et al., 

2019). In addition (Hatcher et al., 2014) found that when 

spouses make decisions together, their relationship improves. 

A study conducted in sub-Saharan Africa showed that 

women with decision-making capacity were more likely to 

experience IPV (Ahinkorah et al., 2018; Fuseini et al., 2019). 

Other studies from Pakistan, Bangladesh, Columbia, 

Ethiopia, and Nigeria, reported that women who participate 

in decision-making put themselves at higher risk of being 

violated ( Anik et al., 2021; Inamdar et al., 2022; ; Sunmola 

et al., 2021). 

 

While much of the focus on IPV has historically been on 

women as victims, men also experience IPV, although they 

may face unique barriers in seeking help due to societal 

stigma, gender norms, and lack of awareness. The reliance 

on self-reported measurements may lead to an 

underestimation of men's IPV occurrences. Two studies 

examining the prevalence rates of males experiencing IPV in 

Tanzania suggest that a significant proportion of men have 

been physically abused, with prevalence estimated at 19% 

and 34% (Norris et al., 2017; Mulawa et al., 2018). This 

study considers only women who experience IPV and 

neglects men due to the limitation of data as men rarely 

report violent incidents from their female partners. 

 

Studies found that other individual, interpersonal, and social 

drivers may make women more likely to experience IPV. 

Women's levels of education (Adu et al., 2022; Kebede1 et 

al., 2022). The male behaviour of alcohol consumption, 

wealth index, and partner age were also mentioned 

(Ahinkorah et al., 2018; Forty, 2022; Kabir et al., 2021). 

Women living in rural areas, with large numbers of children 

and in extended families are more likely to face IPV than 

their counterfeit ( Getinet et al., 2022; Kinyondo et al., 2021).  

 

METHODS 

Data source 

The study used secondary data from the demographic and 

health survey (DHS) in Tanzania 2015/16 collected under a 
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cross-sectional design. The data may be accessed from the 

official database of the DHS program at 

http://www.dhsprogram.com/data/dataset_admin/login_mai

n.cfm. The study did not incorporate the most recent TDHS 

2022 data, as the analysis was conducted before its release. 

The study analysed 8,581 Tanzanian women aged 19-45 from 

TDHS, and the aspects of sampling,  population, and 

numeration areas are well explained in the recent TDHS 

reports ((MoHCDGEC, 2022). 

 

The outcome of interest of this study was IPV, defined as 

“Any behaviour within an intimate relationship that causes 

physical, psychological, sexual harm, and emotional” (WHO, 

2012; UN, 1993). IPV was presented as a binary variable 

defined as 0 “Not experience IPV”, 1 “if experience any IPV” 

(Tiruneh, 2023; Tiruye, 2020). Those ever-married women 

were considered to have experienced IPV if they ever 

experienced one or more violent incidents (physical, sexual, 

and/or emotional) from their husbands or partners. 

 

Women’s decision-making capacity was the main 

explanatory variable. It was chosen as it is intimately 

associated with matters about women’s health. Research 

indicates that women's capacity for making important 

decisions like large household purchases or their health care 

is necessary for them to engage in family life and fight for 

their rights (Tiruneh et al., 2017).  The DHS asks three 

questions to assess women's decision-making abilities. These 

are “Who usually decides about the household purchase?”, 

“Who usually decides when to visit family or relatives?”, 

“Who usually decides on the respondent’s healthcare?”.  

 

The summated score technique was used to create the 

women’s decision-making capacity. It was quantified by 

counting the number of decisions a woman participates in. 

She scores 1 for each decision she participates in and zero 

otherwise. The index ranges from 0 (not participating) to 3 

(participating in all decisions). Women who score 0 or 1 are 

not capacitated, but those who score 2 or 3 are capacitated. 

Other explanatory variables will be selected based on the 

literature review and their availability in the TDHS dataset 

(Table 1). 

Table 1:  Variable description 

Variable type Scale of 

measurement 

Description 

*Dependent variable 

Access to media Categorical 0 “No” 1 “Less than 

once a week” 2 “At 

least once a week” 

Husband controlling 

behavior 

Dummy 0 “No” 1 “Yes”  

Ownership of land Categorical 0 “No” 1 “Alone” 2 

“Jointly” 3 “Both 

alone and jointly”  

Ownership of house Categorical 0 “No” 1 “Alone” 2 

“Jointly” 3 “Both 

alone and jointly”  

Husband’s age Dummy 0 “17 – 24”, 1 “25 – 

55”, 2 “56 – 64”, 3 

“65+” 

Husband’s education level Categorical 0 “None” 1 

“Primary” 2 

“Secondary” 3 

“Higher” 

Alcohol consumption Categorical 0 “No”, 1 “never 

drunk”, 2 “often get 

drunk”, 3 

“sometimes get 

drunk” 

Presence of other wives Dummy 0 “No”, 1 “Yes” 

Distance to the market Continuous Distance in km 

Distance to the health 

facility 

Continuous Distance in km 

 

Data analysis and statistical modelling 

This secondary data study used ever-partnered Tanzanian 

women between the ages of 15 and 49 who were living in 

Tanzania. The DHS uses various recode datasets to store 

gathered data such as individual, women, households, births, 

and men datasets. The women, household, and individual 

datasets were merged for this study. Next, there was data 

cleaning, coding, and recording. Both descriptive and 

inferential analyses were conducted. 

 

Descriptively, the mean and standard deviation (SD) were 

utilised to summarise continuous variables, while frequency 

and percentages were employed to characterise 

categorical/dummy variables. The chi-square test was used 

to test the association between the dependent variable and 

each categorical independent variable. It can also be used to 

test the significance of differences between expected and 

observed data, helping to determine whether or not they are 

due to chance (McHugh, 2013).  

 

Bayesian multilevel generalized linear mixed-effects models 

were employed to explore the influence of women’s 

decision-making capacity on IPV. This model's superiority is 

mainly due to its capacity to integrate prior information and 

likelihood functions, enhancing its informativeness and 

robustness (Muthén, 1994). Moreover, Bayesian approaches 
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have demonstrated efficacy in modelling intricate multilevel 

data structures and accommodating constraints imposed by 

limited sample sizes across various spatial scales 

(Asparouhov & Muthén, 2012). 

 

The analytical framework encompassed both univariate 

analyses between IPV and independent variables and 

multivariable analyses, with a focus on reporting results 

derived from the latter. Model comparison was guided by the 

evaluation of 95% Credible Confidence Intervals (CCI) and 

the Deviance Information Criterion (DIC), with preference 

accorded to models exhibiting lower DIC values ( Perkins & 

Taylor, R.B., 1996; Li et al., 2017). Subsequently, the 

introduction of one independent variable at a time allowed 

for a meticulous assessment of model improvement, with 

variables retained in the model if associated with lower DIC 

values (Shriner & Yi, 2009). 

 

The study embraced Bayesian statistical principles, 

leveraging prior knowledge and likelihood functions to 

update uncertainty judiciously. The Bayesian framework 

embodies a synthesis of prior beliefs and data-derived 

insights, culminating in posterior distributions that 

encapsulate updated probabilities (Falconer et al., 2021). The 

prior distribution may be classified as non-informative if no 

such prior information or beliefs are available or informative 

if it is generated based on known information and beliefs 

(Falconer et al., 2021; Lemoine, 2019). While non-

informative priors are not ubiquitously synonymous with flat 

distributions, one common approach recommended in the 

literature involves the utilisation of flat uniform prior 

distributions, albeit with caution due to their potential for 

divergence in model evidence (Soch et al., 2016; Musheiguza 

et al., 2023). 

 

However, the improper priors, the non-informative prior can 

result in accurate posteriors and do not influence the 

posterior hyper-parameters (Soch et al., 2016). The study 

opted for non-informative (flat diffuse) priors, adhering to 

established guidelines.  Specifically, for fixed effect 

estimates, a non-informative prior distribution with 

parameters [β0, β1] ~ 𝒩𝒩 (0, 10,000), was employed, while 

for higher hierarchical orders, the inverse gamma distribution 

σ𝑦𝑦 ~ InvGamma (0.01, 0.01) was utilised. These 

distributions serve to temper extreme posterior statements and 

mitigate undue influence from extreme assumptions, thereby 

fostering more reliable inferences (Kerman, 2011). To 

facilitate the updating of posterior distributions, 10,000 

simulations were executed for each model, preceded by a 

burn-in period of 2,500 iterations. 

 

From the Bayes theory ( Bové H, 2014). 

If x represents a random variable (IPV) with the density 

function f (x|θ ), the prior distribution with the density function 

f (θ ); the density function f (θ|x) of the posterior distribution 

using Bayes theorem as adopted  (Bové H, 2014) may be 

computed as 

𝑓(𝜃|𝑥) =
𝑓(𝑥|𝜃)𝑓(𝜃)

∑ 𝑓(𝑥|𝜃)𝑓(𝜃)𝑑𝜃
 

Where: 𝑓(𝑥|𝜃) is the likelihood function 

Therefore, the posterior distribution is 𝑓(𝜃|𝑥) = 𝐿(𝜃)𝑓(𝜃) 

where 𝐿(𝜃) the likelihood is and 𝑓(𝜃)  is the density of the 

prior distribution. Because IPV follows the binomial 

distribution, the log link function was used to estimate its odds. 

Bayesian Multilevel Generalize Linear Mixed Model was used 

to determine the influence of women’s decision-making 

capacity and IPV. Multilevel Bayesian modelling was used 

because the collected data have been characterised by a 

hierarchical structure. Women were nested in enumeration 

areas, while enumeration areas were nested in regions. Women 

dwelling in the same cluster (enumeration area) or the same 

region tend to have the same characteristics due to unobserved 

factors in those geographical areas. Therefore, three models 

were estimated and compared on the extent to which can 

predict the IPV. Those models are standard logistic regression, 

the random effect, and the nested random effects (Jahanpour 

et al, 2022) 

Classcal logistic model:  ℎ(𝑝𝑖𝑗) = 𝑙𝑜𝑔 [
𝑝𝑖𝑗

1−𝑝𝑖𝑗
] = 𝛽0 + 𝛽𝑋  

           …. Model 1 

Random effect model: ℎ(𝑝𝑖𝑗) = 𝑙𝑜𝑔 [
𝑝𝑖𝑗

1−𝑝𝑖𝑗
] = 𝛽0 + 𝛽𝑋 + 𝜇𝑖 

            …Model 2 

Nested random effect model ℎ(𝑝𝑖𝑗𝑘) = 𝑙𝑜𝑔 [
𝑝𝑖𝑗𝑘

1−𝑝𝑖𝑗𝑘
] =

𝑋𝛽𝑘|𝑖𝑗 + 𝑋𝛽𝑖𝑗 + 𝜇𝑘|𝑖 + 𝜇𝑖           … Model 3 

Where: 

ℎ(𝑝𝑖𝑗) is the logit function describing the log odds of IPV for 

woman 𝑖 living in region 𝑗 

ℎ(𝑝𝑖𝑗𝑘) is the logit function describing the log odds of IPV for 

woman 𝑖 living in region 𝑗 and enumeration area 𝑘 

𝛽′𝑠 : are the regression coefficients 

𝑋′𝑠 : are the covariates. 

𝜇𝑖 : is the region-specific random effects 

𝜇𝑘|𝑖  : is the random effects capturing the variation due to 

different enumeration areas within a common region  

𝑋𝛽𝑘|𝑖𝑗  : is the effect of enumeration area given a woman in a 

region  

𝑋𝛽𝑖𝑗 : is the regression coefficient for children in the region  

The adopted model demonstrates the association between IPV 

and women’s decision-making capacity and other variables, 

grounded in Heise’s (1998) Ecological Framework. 

 

RESULTS 

Distribution of participant’s demographic 

characteristics 

The results indicated that 2,639 (53%) individuals reported no 
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experience of IPV, and 6,212 (71%) individuals fell within the 

age range of 25 to 49 years. In view of educational attainment, 

5,138 (65%) individuals had attained primary-level education. 

Furthermore, 7,165 (78%) individuals resided in nuclear 

family setups. Economically, a notable portion of respondents, 

comprising 2,058 (26%) individuals, were classified under the 

poorest wealth index category. Geographically,6,725 (75%) 

individuals resided in rural areas (Table 2).  
 

Table 2: Description of participant characteristics 

Variables Frequency Percentage 

IPV   

  No 2639 53.35 

  Yes 2482 46.65 

Decision-making capacity   

  not capacitated 1602 19.7 

  Capacitated 6979 80.3 

Respondent Age   

  15-24 2369 28.66 

  25-49 6212 71.34 

Occupation   

  Non-occupants 1544 16.84 

  Occupants 7037 83.16 

Wealth index   

  Poorest 2058 25.59 

  Poorer 1782 21.61 

  Middle 1652 19.09 

  Richer 1700 17.5 

  Richest 1389 16.21 

Education level   

  None 1964 22.35 

  Primary 5138 64.83 

  Secondary 1402 11.86 

  Higher 77 0.95 

Husband Education level   

  Non 1284 14.32 

  Primary 5579 69.26 

  Secondary 1521 14.05 

  Higher 197 2.372 

Husband Occupation   

  Non-occupants 73 0.94 

  Occupants 8492 99.06 

Husband Age   

  17-24 555 6.86 

  25-55 7698 89.38 

  56-64 240 2.73 

  65+ 87 1.03 

Family structure   

  Nuclear 7165 83.68 

  Extended 1416 16.32 

Area of Residence   

  Urban 1856 25.06 

  Rural 6725 74.94 

Partner/husband alcohol consumption   

  No 3329 66.74 

  Never get drunk 160 3.042 

  Drunk often 706 13.9 

  Drunk sometimes 926 16.32 

Witnessing violence   

    No 3433 63.2 

   Yes 2228 36.8 

Husband controlling behaviour   

   No 1376 27.17 

   Yes 3742 72.83 

Wife beating justification   

   No 3507 37.77 

   Yes 5050 62.23 

Presence of other wives   

   No 6823 81.26 

   Yes 1701 18.74 

Access to media   

   Not at all 1773 20.17 

   Less than once a week 2833 33.16 

   At least once a week 3975 46.68 

Ownership of land   

   Does not 4806 51.85 

   Alone only 403 5.39 

   Jointly only 3244 41.19 

   Both alone and jointly 128 1.57 

Ownership of house   

   Does not 4376 45.82 

   Alone only 350 4.729 

   Jointly only 3693 47.55 

   Both alone and jointly 162 1.904 
 

Mean Std. Dev 

Distance to the market(km) 28.61 27.64 

Distance to the health facility(km) 2.84 3.93 

 

Description of participant’s characteristics based on 

IPV status  

Based on the distribution of IPV (physical, sexual, and 

emotional) across the selected socioeconomic variables, the 
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study revealed that the majority were 1,568 [39.2%], 

517[12.9%], and 1,411[35.3%] among children living in rural 

areas for the physical, sexual and emotional IPV respectively. 

The majority of women who experienced IPV were 484 

[40.5%], 378 [44.3%], and 438 [36.7] among women living in 

the poorest, richest, and poorest wealth quintile households for 

physical, sexual, and emotional IPV, respectively. Furthermore, 

the study revealed that in all forms of IPV, the majority of 

women were 1,578[37.9%], 531[12.8%] and 1,424[34.2%] 

among capacitated women. A statistically significance 

difference between groups was observed for the husband's 

drinking behaviour, witnessing violence, husband controlling 

behaviour and access to media in all forms of IPV (Table 3). 
 

Table 3: Participant’s characteristics based on IPV status 

 

 

 
                                                        

Influence of Women’s decision-making capacity on types 

of IPV 

The findings indicate that there is a statistically significant 

association between women’s decision-making capacity and 

physical IPV, while no such association was found with sexual 

or emotional IPV. The results indicated that on average a 1 unit 

increase in decision-making, a 1 unit increase in decision-

making capacity is associated with an approximate 9% (95% 

CI: 0.833, 0.978) decrease in IPV. Therefore, engagement in 

decision-making processes lowers the likelihood of 

experiencing physical IPV compared to women not involved 

in decision-making. These results are consistent with 

(Ebrahim &Atteraya, 2019), contrary to earlier findings 

(Bengesai & Khan, 2020). Conversely, on average, a unit 

increase in husband controlling behaviour is associated with 

approximately 130% (95% CI: 2.087, 2.585), 239% (95% CI: 

2.7934, 4.0965), and 150% (95% CI: 2.1545, 2.8005) increase 

in physical, sexual and emotional IPV respectively. This 

means that women whose partners exerted control over them 

were at significantly higher risk of experiencing all forms of 

IPV, consistent with research in other regions (Nasser 

&Madhu, 2019) (Table 4). Furthermore, the study revealed 

significant regional variations in IPV prevalence. The findings 

indicated a variance of 4.5% (BPOR - 0.045, 95% CI 0.016, 

0.094), 9.7% (BPOR - 0.097, 95% CI 0.026, 0.221), and 13.3% 

(BPOR - 0.133, 95% CI 0.067, 0.245) in physical, sexual, and 

emotional IPV odds at the regional level, respectively. This 

emphasises the importance of considering regional dynamics 

in understanding and addressing IPV. 

Table 4: Bayesian Multilevel mixed effects generalized linear 

Estimates by IPV 
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The Influence of different types of Women’s Decision-

making capacity on IPV 

The study highlights various factors that significantly 

influence the risk of IPV, shedding light on the complexities 

of interpersonal dynamics within households (Table 5).Results 

indicated that, women who actively engage in decisions 

regarding purchases and social visits found to have a lower 

odd of experiencing IPV compared to non-capacitated women. 

Specifically, women’s decision-making capacity on household 

purchase is associated with approximate 13% (95% CI: 0.767, 

0.978) decrease in IPV. These results are similar to (Kebede et 

al., 2022) but are contrary to (Ali, 2021; Anik et al., 2021). 

Similarly, women’s decision-making capacity on social visits 

is associated with an approximate 10% (95% CI: 0.873, 0.985) 

decrease in IPV. The results are consistent with Alam et al. 

(2018), who highlighted that women’s involvement in 

household decisions serves as a form of empowerment. 

 

Women who participate in large purchase decisions and who 

make decisions on their health were found to have a lower risk 

of experiencing sexual IPV compared to women who do not 

participate in any type of decision. The results reveal that 

women’s decision-making capacity on household purchases is 

associated with an approximate 44% (95% CI: 0.473, 0.672) 

decrease in IPV, while women’s decision-making capacity on 

their health is associated with an approximate 15% (95% CI: 

0.734, 0.979) decrease in IPV. These results are similar to 

Bahati et al., (2022), but are contrary to Ranganathan et al., 

(2019). Additionally, women who decide on large purchases 

and their health either alone or jointly have a low risk of 

experiencing emotional IPV compared to non-capacitated 

women. The results reveal that women’s decision-making 

capacity on their health is associated with an approximate 10% 

(95% CI: 0.843 0.951) decrease in emotional IPV, while 

women’s decision-making capacity in large household 

purchases is associated with an approximate 26% (95% CI: 

0.669, 0.820) decrease in emotional IPV. These results are 

similar to Bahati et al., (2022) but contrary to Kebede1 et al., 

(2022; Mavisakalyan & Rammohan, 2021). Similarly, the 

results relate to findings by Alam et al. (2018), who found that 

women’s involvement in household decisions serves as a form 

of empowerment, allowing them to exercise their rights and 

freedoms, thereby reducing the justification for violence 

against them. 

 

Additionally, the study indicated a statistically significant of 

regional variations in IPV prevalence, emphasising the need 

for tailored interventions at the regional level. Variability in 

physical, sexual and emotional IPV odds at the regional level 

is statistically significant, with 4.5% (BPOR - 0.045, 95% CI 

0.017, 0.094), 9.7% (BPOR - 0.097, 95% CI 0.031, 0.228), 

12.2% (BPOR - 0.122, 95% CI 0.060, 0.230) respectively, 

observed in regional variance. 

 
DISCUSSION 

This study assessed the influence of women’s decision-making 

capacity on IPV in Tanzania using a Bayesian multilevel 

generalised linear mixed model.  It reveals that women 

empowered in decision-making, either independently or 

jointly with their partners, exhibit a reduced likelihood of 

experiencing IPV. While decision-making does not have a 

statistical effect on sexual and emotional IPV, it has a 

statistical effect on physical IPV with the Bayesian posterior 

odds ratio 0.9 (95% CI: 0.833, 0.978). The findings are 

consistent with prior research findings (Ebrahim & Atteraya, 

2019). However, the present findings contradict the results of 

other previous scholars (Sunmola et al., 2021), suggesting the 

influence of cultural, geographical, and methodological 

disparities. This could be attributed to the empowering effect 

of higher status within the household, enabling women to 

resist infringements on their rights, thereby reducing 

vulnerability to partner violence as supported by Groves et al., 

(2015). 

 

Furthermore, the study found that women actively involved in 

major household purchase decisions, were less likely to 

experience all forms of IPV.  Participation in health decisions 

has a statistically significant effect in decreasing emotional 

IPV and sexual IPV, whereas participation in social visits 

showed a statistical effect on the reduction of physical IPV 

only. When women can make decisions and have control over 

household resources, this strengthens the normative shifts in 

gender relations and the laws governing women’s behaviour at 

the household level as well as at the community level (Jabbi et 

al., 2020). This empowerment contributes to a positive 

transformation in men’s perceptions and behaviours towards 

women, potentially leading to decreased IPV. This suggests 

that promoting women’s decision-making authority within 

households can serve as a protective factor against IPV, 

highlighting the importance of broader societal changes in 

fostering gender equality and reducing IPV against women. 

The study also found a strong link between women whose 
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partners exerted control over them and a significantly 

increased risk of experiencing all forms of IPV. The findings 

are consistent with previous findings (Nasser & Madhu, 2019), 

emphasising the pervasive influence of patriarchal family 

frameworks and societal norms that uphold male dominance 

over women. Such power imbalances contribute to an 

environment conducive to abuse, underscoring the urgent need 

for challenging and dismantling these entrenched structures to 

mitigate the prevalence of IPV (Shabnam, 2022). These results 

highlight the critical importance of addressing gender-based 

power differentials and promoting equitable relationships to 

combat IPV against women effectively. These results are in 

agreement with the ecological framework as explain by Heise 

(1998). 

 

The analysis based on Bayesian multilevel logistic regression 

provided estimates for random effects variances. The 

estimates for each level were different, suggesting that the 

variance components of intimate partner violence were 

different at regional levels. This means that the sources of 

variations are regions. Furthermore, the findings suggest that 

improving awareness of all types of women’s decision-making 

capacity is crucial. This is especially important because 

effective interventions in this field face inherent challenges. It 

implies that efforts to address IPV should consider these 

difficulties carefully. The current study has several strengths. 

First, it enhances the understanding of IPV experienced by 

women by exploring various influencing factors. Additionally, 

it addresses the gap in the limited application of advanced 

statistical methods like Bayesian analysis in analysing IPV in 

Tanzania. Through Bayesian multilevel analysis, the study 

provides more detailed insights into IPV complexities, aiding 

evidence-based policies and interventions for women’s health 

and development in Tanzania. 

 

The most important limitation lies in using cross-sectional data, 

restricting the study from discussing the causal relationships. 

Additionally, the reliance on self-reported measurements may 

lead to underestimating IPV occurrences. Also, the study 

considers only women who experience IPV and neglect men 

due to the limitation of data, as men rarely report violent 

incidents from their female partners. Encouraging men to 

report incidents of IPV is essential for increasing the 

availability of data, which will enhance research on IPV for 

both sexes. Nonetheless, despite these challenges, the findings 

remain applicable to the study population to a reasonable 

extent as they also apply Bayesian Multilevel Models. More 

work will be needed, considering that longitudinal studies will 

be needed to track changes in women's decision-making 

autonomy and its impact on IPV over time. This would provide 

insights into the dynamic nature of these relationships and help 

identify potential causal pathways. A greater focus on 

qualitative research could produce interesting findings that 

account more for individual and community-level perceptions 

of power dynamics, as well as attitudes towards IPV. 

 

Policy Implications 

According to the study's findings, some factors are strongly 

linked to IPV and have important policy ramifications. The 

results suggest that in order to reduce the risks of IPV, it is 

crucial to support women's autonomy in making decisions 

through health, education, and awareness campaigns. In order 

to address the issue of IPV, it is recommended that women's 

access to resources and employment be supported to promote 

economic independence. The results suggest that increasing 

secondary and tertiary education access, especially for women, 

can have protective effects against intimate partner violence. 

Additionally, it is advisable to support Scholars and decision-

makers who are urged to delve deeper into spatial models to 

better understand the dispersion of IPV prevalence and 

pinpoint hotspot locations, thereby facilitating targeted 

interventions. 

 

Furthermore, it should be noted that when attempting to 

combat IPV in Tanzania, policymakers and program managers 

should incorporate gender narratives, local culture, and 

context. This customised strategy will guarantee that 

interventions are sensitive to cultural differences and 

successfully address the underlying causes of intimate partner 

violence. Therefore, to effectively combat IPV in Tanzania, 

policymakers and program managers should incorporate local 

culture, context, and gender narratives into their efforts. 

Interventions will be culturally sensitive and successfully 

address the underlying causes of IPV thanks to this customised 

approach.  
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