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Summary
Background Understanding the contribution of intimate partner violence (IPV) to childhood health outcomes (eg, 
morbidity and mortality) is crucial for improving child survival in sub-Saharan Africa. This comprehensive study 
aimed to explore the associations between maternal exposure to physical, sexual, or emotional violence and adverse 
childhood health outcomes in sub-Saharan Africa.

Methods We analysed Demographic Health Survey datasets from 37 sub-Saharan African countries from 2011 to 
2022. A generalised linear mixed model was used to examine the associations between maternal physical violence, 
sexual violence, or emotional violence, and early childhood health outcomes (eg, acute respiratory infection, diarrhoea, 
undernutrition, and child mortality). A random effects meta-analysis was used to calculate pooled odds ratios (ORs) 
for adverse childhood health outcomes. The odds of undernutrition and mortality were 55% and 58% higher among 
children younger than 5 years born to mothers who were exposed to physical and sexual violence, respectively. 

Findings 238 060 children younger than 5 years were included. Children whose mothers experienced physical violence 
(adjusted OR 1·33, 95% CI 1·29–1·42), sexual violence (1·47, 1·34–1·62), emotional violence (1·39, 1·32–1·47), or a 
combination of emotional and sexual violence (1·64, 1·20–2·22), or a combination of all the three forms of violence 
(1·88, 1·62–2·18) were associated with an increased odds of developing diarrhoeal disease. Similarly, children whose 
mothers experienced physical violence (1·43, 1·28–1·59), sexual violence (1·47, 1·34–1·62), emotional violence (1·39, 
1·32–1·47), or a combination of emotional and sexual violence (1·48, 1·16–1·89), or a combination of all three forms 
of violence (1·66, 1·47–1·88) were positively associated with symptoms of acute respiratory infection. 

Interpretation We found a strong link between maternal exposure to IPV and health outcomes for children younger 
than 5 years in sub-Saharan Africa, with minor variations across countries. To address childhood morbidity and 
mortality attributed to IPV, interventions need to be tailored for specific countries. Burkina Faso, Burundi, Chad, 
Comoros, Gabon, Liberia, Nigeria, Sierra Leone, South Africa, and Uganda should be priority nations.
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Introduction
Global evidence has shown the inseparable link between 
the health and wellbeing of mothers and their children.1,2 
This connection goes beyond a simple physiological 
association, encompassing a complex interplay of various 
factors that influence maternal and child outcomes.1,2 
Factors such as maternal nutrition, mental health, access 
to health care, and socioeconomic conditions play pivotal 
roles in shaping the health trajectories of both mothers 
and their children.3,4 Children exposed to various stressors, 
including domestic and family violence, within their 
household environment encounter lifelong challenges.2,5

Intimate partner violence (IPV) against women 
encompasses a spectrum of behaviours (eg, physical, 
psychological, sexual, and economic) by their current or 

former male partner.6 Globally 26% of ever-married or 
partnered women older than 15 years have experienced 
physical or sexual violence or both in their lifetime, and 
10% have experienced IPV in the past 12 months.7 In sub-
Saharan Africa, these rates are even higher, with 45·6% of 
women experiencing IPV in their lifetime and 
20% experiencing IPV in the past 12 months.8 Limited 
evidence has highlighted the emotional and social 
consequences of IPV on infants and young children, 
along with an increased risk of not reaching crucial 
developmental milestones.5,9 These links are potentially 
attributed to genetic, environmental, and socioeconomic 
factors, along with their interactions. Genetically, IPV 
during pregnancy is linked to preterm birth and low 
birthweight, as well as altered fetal immune system 
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development, increasing vulnerability to infections, and 
poor nutritional status.10–13 Environmental factors include 
psychological stress leading to maternal mental health 
issues, which disrupt caregiving and increase child 
morbidity.14,15 Direct physical harm to mothers can 
substantially impair their caregiving abilities by affecting 
both their physical capacity and mental health, thereby 
negatively affecting the mother–child bond and the 
child’s wellbeing.16 Socioeconomically, IPV restricts 
women’s access to health care, limiting prenatal and 
postnatal care, and exacerbating health issues due to a 
scarcity of medical intervention and support.17 
Additionally, community and social network influences 
can either mitigate or worsen the effects of IPV, with 
stigmatisation and resource scarcity isolating mothers 
and hindering a healthy environment for children.18

Sub-Saharan Africa has the greatest burden of 
undernutrition, including problems such as stunting, 
wasting, and underweight, as well as morbidity from 
respiratory infections and diarrhoea.19,20 These adverse 
child health outcomes synergistically contribute to elevated 
mortality rates among infants and young children, with 
diarrhoea and acute respiratory infection (ARI) accounting 
for approximately 16% and 10% of all deaths, respectively.21 
The higher burden of adverse childhood outcomes in sub-
Saharan Africa could be attributed to higher rates of 
domestic and family violence in the region, which remains 
understudied. Understanding the contribution of IPV to 
adverse childhood outcomes is imperative for improving 
child survival in sub-Saharan Africa and achieving 
Sustainable Development Goal target 3.2.22

Previously published studies from Africa have 
reported increased odds of undernutrition and 

morbidity in children born to mothers who have 
experienced IPV23–25 and a weak association between 
maternal IPV experience and child mortality.26 However, 
some studies have reported no association between 
maternal IPV and adverse child health outcomes.27,28 
The inconsistent findings and limitations of small-scale 
studies underscore the importance of conducting a 
comprehensive study to investigate the effects of both 
general and specific types of IPV on child health 
outcomes—providing a clearer and more detailed 
understanding of IPV.

This study aimed to investigate the associations 
between maternal exposure to IPV (ie, physical, 
emotional, or sexual violence) individually, as well as 
their co-occurrence, and early childhood health outcomes 
(eg, childhood undernutrition, diarrhoea, ARI, and 
mortality). Furthermore, there remains a gap in our 
understanding of whether these associations exhibit 
clustering patterns across different countries in sub-
Saharan Africa. Our study also aimed to address this gap 
by investigating the clustering patterns of IPV and 
childhood health outcomes in multiple sub-Saharan 
African countries. By doing so, we contribute to the 
literature by providing insights into whether 
interventions should be tailored to specific contexts or if 
broader strategies can be effective.

Methods
Data source, study design, and sampling
The Demographic and Health Survey (DHS) programme 
has been implemented in more than 90 low-income and 
middle-income countries to collect cross-sectional data on 
a wide range of health and population indicators.29 The 

Research in context

Evidence before this study
On May 12, 2023, we searched PubMed for studies published in 
English that examined a link between maternal exposure to 
intimate partner violence (IPV) and adverse child health 
outcomes—ie, acute respiratory infection, diarrhoea, under-
nutrition, and mortality of infants and those younger than 
5 years. We used key and MeSH terms (“intimate partner 
violence”, OR “violence”, OR “domestic violence”, OR “physical”, 
OR “social” OR “sexual” OR “emotional” OR “psychological” OR 
“abuse” OR “neglect” OR “beating”) AND (“adverse childhood 
outcomes” OR “child health outcomes” OR “acute respiratory 
infection”, OR “common childhood illness”, OR “fever”, OR 
“cough” OR “diarrhea” OR “acute watery diarrhea” OR 
“malnutrition” OR “undernutrition”) to locate the studies. We 
found only a handful of studies in Asia and Africa with some 
inconsistent findings.

Added value of this study
To the best of our knowledge, this is a comprehensive study to 
explore the association between maternal exposure to IPV and 

adverse child health outcomes in sub-Saharan Africa. Our 
findings revealed that children born to mothers with a history 
of IPV are more likely to have adverse child health outcomes 
including acute respiratory infection, diarrhoeal disease, 
stunting, and wasting. Geographical variations across sub-
Saharan African countries were also noted.

Implications of all the available evidence
The evidence presented in this study underscores the need for 
comprehensive, context-specific, and region-specific policy 
interventions to address the pervasive risk of IPV on adverse 
child health outcomes in sub-Saharan Africa. Furthermore, the 
country-level variability in the association between IPV and 
adverse child health outcomes emphasises the importance of 
tailoring policies to specific sub-Saharan African countries with 
unique sociocultural histories and economies.
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DHS follows a two-stage stratified cluster sampling design 
with the first administrative units as urban and rural 
strata, a random selection of enumeration areas at the first 
stage, and a systematic selection of a fixed number of 
households from each enumeration area in the second 
stage.30 Our study included 37 sub-Saharan African 
countries based on the availability of data on exposure 
(IPV) and outcomes (eg, ARI, diarrhoea, undernutrition, 
and child mortality). We accessed the most recent survey 
data of these countries from the DHS domestic violence 
module and the Kids Record dataset (KR file). After 
approval by the DHS data custodian, we accessed the 
datasets from the MEASURE DHS Program website. Our 
study included the following sub-Saharan countries with 
data from the corresponding years: Angola (2016), Benin 
(2018), Burkina Faso (2021), Burundi (2017), Cameroon 
(2018), Chad (2015), Comoros (2012), Congo (Brazzaville; 
2012), Côte d’Ivoire (2012), DR Congo (2014), Ethiopia 
(2016), Gabon (2021), Ghana (2014), Guinea (2018), 
Kenya (2022), Lesotho (2014), Liberia (2020), Madagascar 
(2021), Malawi (2016), Mali (2018), Mauritania (2021), 
Mozambique (2015), Namibia (2013), Niger (2012), Nigeria 
(2018), Rwanda (2020), Senegal (2011), Sierra Leone (2019), 
South Africa (2016), Tanzania (2016), The Gambia (2020), 
Togo (2014), Uganda (2016), Zambia (2018), and Zimbabwe 
(2015). When countries have conducted two surveys 
within the timeframe of interest, the most recent survey 
data have been incorporated.

Outcome variables
The main outcome variables included diarrhoea, ARI, 
undernutrition (ie, stunting, wasting, and underweight), 
infant mortality, and mortality for those younger than 
5 years. Diarrhoea was defined as children having three 
or more episodes of loose bowel movements 2 weeks 
before the survey. ARI was measured as the presence of 
cough along with rapid and shallow breathing reported 
2 weeks before the survey. ARI and diarrhoea were 
recorded based on maternal recall of symptoms. 
Undernutrition (ie, stunting, wasting, and underweight) 
was defined using the WHO Child Growth Standards.31 
DHS measures the weight and height of children using 
standard anthropometric procedures.32 Undernutrition 
indices are expressed as SDs from the median of the 
WHO reference population for the child’s age. We 
classified children as stunted, wasted, or underweight 
when their height-for-age Z score, their weight-for-height 
Z score, and their weight-for-age Z score were below 
–2·0 SD.33 Infant mortality was measured as the 
probability of dying before their 1st birthday, and 
mortality for those younger than 5 years was defined as 
the probability of dying before their 5th birthday.29

Explanatory variables
Our explanatory variables included women’s lifetime 
exposure to IPV, including physical, sexual, and 
emotional violence, or combinations thereof. The DHS 

collects IPV data using standardised questions in the 
domestic violence module from one eligible woman who 
was selected from every second or third household. The 
DHS uses the modified version of the Conflict Tactic 
Scale to assess the emotional, physical, and sexual 
dimensions of women’s exposure to IPV.34 We categorised 
a woman with a yes response to one of the questions as 
having ever experienced physical, emotional, or sexual 
violence by their intimate partner, or otherwise no. We 
then classified mothers as having experienced IPV if they 
had encountered at least one of the forms of violence (full 
coding can be found in the appendix p 3) since the age of 
15 years. Other explanatory variables adjusted in our 
analysis included: maternal age, child age, women’s level 
of education, marital status, maternal smoking status, 
birth order, sex of the child, birth interval, place of 
residence, wealth quantile, household cooking (ie, indoor 
pollution), water source, toilet facility, mother’s media 
exposure, and mother’s autonomy (appendix pp 4–5).

Statistical analysis
Initially, we merged the DHS datasets of the 37 sub-
Saharan African countries with the domestic violence 
module and each child’s health records. The data were 
coded for exposures, outcomes, and potential confounders. 
We denormalised the sampling weight of the combined 
dataset and generated a new weight by multiplying the 
standard sampling weights by the target population and 
dividing by the number of children in the survey to adjust 
for the unequal population sizes in sub-Saharan African 
countries.35 Descriptive analyses included calculating 
frequencies and percentages of exposures (including 
physical violence, emotional violence, and sexual violence) 
and outcomes (ie, diarrhoea, ARI, stunting, wasting, 
underweight, infant mortality, and mortality among those 
younger than 5 years). Furthermore, an association 
between all combinations of violence (ie, physical and 
emotional, physical and sexual, sexual and emotional, and 
a combination of all three) and each outcome was tested 
after adjusting for potential confounders, and only those 
that were found to be significant are presented in a forest 
plot for simplicity. All results were computed as both 
actual and weighted counts, and are presented in the text, 
tables, and figures.

The prevalence and 95% CIs of all outcomes were 
estimated for all countries and are presented in the 
figures. We performed a latent class analysis to examine 
whether there is an unexplained clustering of adverse 
child health outcomes across countries in sub-Saharan 
Africa.36,37 The latent class analysis is an unsupervised 
machine learning statistical procedure that is used to 
qualitatively identify or detect latent (or unobserved) 
heterogeneity in samples, and different subgroups, 
referred to as latent groups or classes within populations 
that share certain outward characteristics.38 We further 
explored by plotting the prevalence of IPV against each 
childhood health outcome (ie, morbidity, undernutrition, 

See Online for appendix 

For the MEASURE DHS Program 
see https://www.dhsprogram.
com
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and mortality) across the countries included in our study 
to visually identify any potential clustering patterns. We 
then ran regression models to estimate intracountry and 
intercountry correlations to assess the extent of clustering 
of the patterns of association between IPV and childhood 
health outcomes.

To examine the relationship between maternal IPV 
exposure individually and in combination with child 
health outcomes, we fitted two generalised linear mixed 
models using Bernoulli as the family distribution and 
logit as the link function. The first model involved an 
ordinary logistic regression model that accounted for 
only the sampling weight (Model 1). The second model 
used the generalised linear mixed model, which 
accounted for the sampling weight and hierarchical 
nature of the data (women nested within each cluster; 
Model 2). Findings from the second model with low 
Akaike’s Information Criterion and Bayesian Information 
Criterion were reported for this study.39

All regression models were checked for multicollinearity 
of variables using the variance inflation factor and a 
variance inflation factor of less than five was used to rule 
out multicollinearity. Missing data were identified for 
IPV (8·0%), media exposure (0·2%), household cooking 
(0·1%), and toilet facilities (3·0%). We used a missing 
category as mothers tend not to disclose information on 
these conditions likely due to social desirability. The 
proportion of missing data for variables adjusted in the 
multivariable models is reported in the appendix (pp 4–7). 
All analyses were conducted using Stata (version 17).39

Role of the funding source 
There was no funding for this study.

Results
This study included a total sample of 238 060 children 
younger than 5 years (figure 1). The mean age of the 
children was 22·7 months (SD 15·5). 103 866 children 
(47·0%) were born to mothers aged 25–34 years and 

85 938 (38·9%) were born to mothers who did not 
have a formal education. Nearly half of the children 
116 590 (49·0%) were born second to fourth in birth order, 
and 109 474 (46·0%) were from households with a low 
wealth index (table). Approximately 149 730 (62·9%) of 
the children were born to mothers with media exposure, 
147 907 (62·1%) mothers were unemployed, and 
148 481 (62·4%) were not autonomous in any or all 
matters (table; appendix pp 4–7).

All tested latent class analysis models with different 
classes failed to converge, showing that there was no 
pattern or clustering; rather substantial baseline and 
within-country variability was observed at the level of all 
outcomes. The lowest prevalence of diarrheoea was in 
Burundi (7·4%, 95% CI 6·7–8·1), whereas the highest 
prevalence was in Sierra Leone (25·6%, 24·6–26·6; 
appendix p 9). The lowest prevalence of ARI was in 
Cameroon (1·2%, 0·9–1·6), whereas the highest 
prevalence was in Uganda (10·9%, 10·3–11·5; appendix 
p 8). The lowest prevalence of at least one form of 
undernutrition was recorded in Kenya (22·6%, 
21·9–23·4), whereas the highest prevalence was in 
Nigeria (53·5%, 51·7–55·4; appendix p 10). Rwanda had 
the lowest infant mortality (16·5, 13·2–22·2, per 1000) 
and mortality for those younger than 5 years (20·2, 
16·6–24·3, per 1000), whereas Eswatini had the highest 
infant mortality (65·4, 51·2–78·6, per 1000; appendix 
p 4) and mortality in those younger than 5 years (73·5, 
59·9–89·1, per 1000; appendix p 5). There was no 
meaningful clustering in the effect of IPV on ARI and 
wasting across countries while there were minor 
variations observed in the level of association between 
IPV and other child outcomes such as diarrhoea, 
stunting, underweight, infant mortality, and mortality 
for those younger than 5 years (appendix pp 13–19).

Children whose mothers experienced physical 
violence (adjusted odds ratio [aOR] 1·33, 95% CI 
1·29–1·42), sexual violence (1·47, 1·34–1·62), or 
emotional violence (1·39, 1·32–1·47) were more likely to 

Figure 1: Number of study participants included in different outcomes of the study

264 360 children younger than 5 years included in Demographic and Health 
Surveys from 2010 to 2021 from the included countries

238 060 children with records on 
survival status

127 952 children with records on 
undernutrition

228 768 children with records of acute 
respiratory infection

226 827 children with records of 
diarrhoea

26 300 excluded 
5191 multiple births

21 109 not married  

35 592 excluded 
11 065 deaths in those 

younger than 
5 years

4325 multiple births
20 202 not married

37 533 excluded 
11 065 deaths in those 

younger than 
5 years

4325 multiple births
2666 missing records of 

diarrhoea
19 477 not married 

136 408 excluded 
11 065 deaths in those 

younger than 
5 years

4325 multiple births
110 932 missing 

records of 
nutritional 
status

10 086 not married
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have diarrhoea in the past 2 weeks (appendix p 20). The 
combined experience of emotional and sexual violence 
and the combination of all three forms of violence 
increased the odds of childhood diarrhoea by 48% (1·48, 
1·16–1·89) and 66% (1·66, 1·47–1·88), respectively. The 
odds of ARI were 43% (1·43, 1·28–1·59), 53% (1·53, 
1·34–1·76), and 44% (1·44, 1·32–1·58) higher among 
children younger than 5 years whose mothers reported 

physical, sexual, or emotional violence, respectively. The 
combined experience of emotional and sexual violence 
and all three forms of IPV increased the odds of a child 
having an ARI by 64% (1·64, 1·20–2·22) and 88% (1·88, 
1·62–2·18), respectively (figure 2; appendix p 20). These 
associations also varied across countries, with the aOR 
between IPV and diarrhoea being highest in Chad 
(2·39, 95% CI 2·19–2·60) and the aOR between IPV 
and ARI being highest in Gabon (2·07, 1·55–2·77; 
appendix p 21).

Total sample 
(n=238 060)

Weighted sample 
(n=220 923)

Maternal age, years 

15–24 65 020 (27·3%) 60 054 (27·2%)

25–34 110 622 (46·5%) 103 866 (47·0%)

35–49 62 418 (26·2%) 57 003 (25·8%)

Maternal education 

No education 95 368 (40·1%) 85 938 (38·9%)

Primary 79 017 (33·2%) 74 418 (33·7%)

Secondary 63 652 (26·7%) 60 549 (27·4%)

Missing 23 (<0·1%) 18 (<0·1%)

Media exposure 

No 87 860 (36·9%) 80 865 (36·6%)

Yes 149 730 (62·9%) 139 623 (63·2%)

Missing 470 (0·2%) 435 (0·2%)

Mothers smoke cigarettes 

No 115 495/116 430 
(99·2%) 

108 658/109 481 
(99·2%)

Yes 935/116 430 
(0·8%)

823/109 481 
(0·8%)

Marital status 

Married 218 293 (91·7%) 202 830 (91·8%)

Divorced 8897 (3·7%) 8230 (3·7%)

Separated   10 870 (4·6%) 9863 (4·5%)

Maternal employment

No 147 907 (62·1%) 139 870 (63·3%)

Yes 90 153 (37·9%) 81 054 (36·7%)

Mothers autonomous

No 148 481 (62·4%) 136 575 (61·8%)

Yes 89 579 (37·6%) 84 349 (38·2%)

Child age, months 22·7 (15·6) 22·8 (15·6)

Birth order

1 41 948 (17·6%) 39 640 (17·9%)

2–4 116 590 (49·0%) 108 791 (49·2%)

≥5 79 522 (33·4%) 72 493 (32·8%)

Child’s sex

Male 120 949 (50·8%) 112 212 (50·8%)

Female 117 111 (49·2%) 108 711 (49·2%)

Birth interval 

≤24 months 38 519 (16·2%) 35 359 (16·0%)

>24 months 199 541 (83·8%) 185 565 (84·0%)

Wealth index 

Low 109 474 (46·0%) 94 668 (42·9%)

Middle 46 989 (19·7%) 44 079 (20·0%)

High 81 598 (34·3%) 82 177 (37·2%)

(Table continues in next column)

Total sample 
(n=238 060)

Weighted sample 
(n=220 923)

(Continued from previous column)

Household cooking

Clean 30 021 (12·6%) 29 014 (13·1%)

Not clean 207 677 (87·2%) 191 551 (86·7%)

Missing 362 (0·2%) 358 (0·2%)

Water source

Protected 133 474 (56·1%) 123 676 (56·0%)

Not protected 104 586 (43·9%) 97 248 (44·0%)

Toilet facility

Improved 101 906 (42·8%) 99 016 (44·8%)

Unimproved 129 097 (54·2%) 117 838 (53·3%)

Missing 7057 (3·0%) 4070 (1·8%)

Exposure to intimate partner violence

No 181 480 (76·2%) 166 854 (75·5%)

Yes 36 813 (15·5%) 35 977 (16·3%)

Missing 19 767 (8·3%) 18 093 (8·2%)

Physical violence 

No 191 911 (80·6%) 177 333 (80·3%)

Yes 26 382 (11·1%) 25 497 (11·5%)

Missing 19 767 (8·3%) 18 093 (8·2%)

Sexual violence 

No 208 330 (87·5%) 192 977 (87·3%)

Yes 9963 (4·2%) 9854 (4·5%)

Missing 19 767 (8·3%) 18 093 (8·2%)

Emotional violence 

No 193 205 (81·2%) 178 137 (80·6%)

Yes 25 088 (10·5%) 24 693 (11·2%)

Missing 19 767 (8·3%) 18 093 (8·2%)

Combined violence 

No 181 480 (76·2%) 166 854 (75·5%)

Emotional and physical 10 742 (4·5%) 10 437 (4·7%)

Physical and sexual 1681 (0·7%) 1643 (0·7%)

Emotional and sexual 1143 (0·5%) 1149 (0·5%)

Emotional, physical, and 
sexual 

5527 (2·3%) 5419 (2·5%)

Either of the three types of 
violence 

17 720 (7·4%) 17 328 (7·8%)

Missing 19 767 (8·3%) 19 093 (8·6%)

Data are n (%), n/N (%), or mean (SD).

Table: Characteristics of the children younger than 5 years in 37 sub-
Saharan African countries included in the survey
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The combined experience of physical and sexual 
violence increased the odds of wasting by 55% (aOR 1·55, 
95% CI 1·14–2·11; appendix p 22). The associations 
between IPV and other nutritional outcomes (stunting 
and underweight) were marginally significant or not 
significant (figure 2; appendix p 22). There was variation 
in the magnitude of the association between IPV and 
undernutrition across countries in sub-Saharan Africa: 

the aOR between IPV and wasting was highest in 
Burkina Faso (4·45, 3·37–5·87); the aOR between IPV 
and stunting was highest in Burundi (2·10, 1·89–2·34); 
and the aOR between IPV and underweight was highest 
in Burkina Faso (2·39, 2·09–2·74; appendix p 23).

Associations between maternal exposure to IPV and 
child mortality were not significant except for mothers 
with combined experience of physical and sexual violence. 
The odds of infant mortality were 58% (aOR 1·58, 95% CI 
1·07–2·31) higher in children whose mothers had 
combined experience with physcical and sexual violence 
(figure 2; appendix p 24). A strong statistical association 
between child mortality and IPV was also observed in 
specific countries in sub-Saharan Africa: the highest aOR 
between IPV and infant mortality was found in South 
Africa (5·47, 3·48–8·60), whereas the highest aOR 
between IPV and mortality for those younger than 5 years 
was evident in Liberia (4·67, 3·72–5·87; appendix p 25).

Discussion
This study was the first to comprehensively investigate 
the association between IPV and adverse childhood 
outcomes using nationally representative surveys from 
37 sub-Saharan African countries. Our findings showed 
that children whose mothers experienced physical, 
sexual, or emotional violence had a higher risk of 
developing diarrhoea or contracting an ARI in the 
2 weeks before the survey than did children of mothers 
who did not experience violence. The associations 
between IPV and childhood undernutrition and mortality 
outcomes showed marginal statistical significance or no 
association. Children born to mothers with combined 
experiences of physical, emotional, and sexual violence 
had higher odds of having one or more adverse health 
outcomes than mothers without experience of violence. 
The association between IPV and health outcomes 
showed variation across sub-Saharan Africa. The odds 
ratios for IPV and adverse childhood health outcomes 
were the highest in Burundi, Burkina Faso, Comoros, 
Chad, Gabon, Liberia, Senegal, South Africa, and 
Uganda.

Few studies have highlighted the link between IPV and 
child morbidity,23–26 although the evidence linking it to 
child mortality appears inconclusive. Our findings are in 
line with previous studies using DHS data from 
Bangladesh and Afghanistan, which identified a 
significant association between maternal experiences of 
IPV and increased risks of childhood morbidity, 
undernutrition, and mortality.27,28,40,41 These studies 
collectively suggest that children born to mothers 
subjected to IPV face heightened health challenges, 
thereby affirming the pervasive influence of maternal 
IPV on child health in these regions. By contrast, two 
studies using Indian National Family Health Survey data 
revealed no association between maternal IPV and 
mortality for those younger than 5 years.27,28 This 
discrepancy could be attributed to several observations. 

Figure 2: Association between maternal IPV and adverse child health outcomes in 37 sub-Saharan Africa 
countries
Weights and between-subgroup heterogeneity test are from a random-effects model. The models were adjusted 
for sociodemographic factors, child and maternal factors, and household and community factors. Significant 
combinations of violence with outcomes have only been shown in the forest plot. DL=DerSimonian and Laird.
IPV=intimate partner violence.
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First, different regions have varying cultural norms and 
attitudes towards IPV, with some regions having high 
social acceptance and normalisation of IPV, leading to 
under-reporting and scarce support for survivors, legal 
frameworks and enforcement, availability of support 
services, and community engagement and awareness.42–44 
Second, the method or scope of the studies conducted 
varied, including the study design and sample, IPV 
measurement, methods of data collection, and 
geographical scope, such as differences between urban 
and rural areas.45 Such variations underscore the 
necessity for a more nuanced understanding of the 
contextual factors that mediate the relationship between 
maternal IPV and child mortality. Furthermore, limited 
studies from African contexts have reported increased 
odds of adverse health outcomes such as overweight, 
diarrhoea, and mortality among children whose mothers 
have a lifetime experience of IPV.23–26 This consistency 
across diverse geographical regions reinforces the 
imperative to address maternal IPV as a major public 
health issue, with clear implications for maternal and 
child health interventions.

Our findings also suggest that, although the effect of 
IPV on certain health outcomes is relatively consistent 
across different contexts, there are slight variations in 
how IPV affects other outcomes, likely influenced by 
country-specific factors. For instance, the analysis 
revealed no significant clustering in the effect of IPV on 
ARIs and wasting across countries. However, minor 
variations were observed in the association between IPV 
and diarrhoea, stunting, underweight, infant mortality, 
and mortality for those younger than 5 years. Broad 
strategies to address IPV and its impact on these 
outcomes can be effective but should consider baseline 
differences in the prevalence of these outcomes across 
countries. Conversely, interventions targeting the link 
between IPV, ARI, and wasting need to be tailored to the 
specific sociocultural and economic contexts of each 
country.

The observed high odds ratios for IPV and adverse 
childhood health outcomes in countries such as 
Burundi, Burkina Faso, Comoros, Chad, Gabon, Liberia, 
Senegal, South Africa, and Uganda could be attributed 
to women living in these countries exhibiting a high 
tendency to justify IPV, with studies showing that those 
exposed to interparental violence were more likely to 
justify IPV than those who were not exposed;46 
socioeconomic instability, including ongoing conflict 
and political unrest in countries such as Chad and 
Burundi;47 cultural and societal norms, such as deeply 
ingrained patriarchal values in South Africa, which 
perpetuate gender inequality and contribute to high IPV 
rates, adversely affecting child health outcomes;48 and 
inadequate access to education for women and girls in 
countries such as Burkina Faso and Uganda, which are 
correlated with high IPV rates and poor child health 
outcomes.49

The DHS collected cross-sectional data; apart from 
correlation analysis, it was not possible to determine a 
temporal relationship or to explore the potential 
mechanisms through which IPV influences adverse 
child health outcomes given the study design. 
Furthermore, we were unable to adjust our model for 
important predictors of adverse child health outcomes 
such as birth anomalies, maternal mental health, child–
mother attachment, vaccination, and structural factors, 
such as protracted conflict, community violence, and 
political instability for which our estimation could 
underestimate or overestimate the association. Despite 
this limitation, our study highlights the importance 
of considering both intracountry and intercountry 
variations in the association between IPV and childhood 
health outcomes. The significant but minor intracountry 
correlations indicate that within-country factors crucially 
mediate this relationship, suggesting that interventions 
must be tailored to each country’s sociocultural and 
economic context. Meanwhile, the less pronounced inter-
country correlations reveal that while IPV universally 
affects childhood health, the degree of impact varies. 
Therefore, some strategies can be broadly applied, but 
others must be specifically designed for unique 
circumstances. Future research should further explore 
these patterns to develop more effective, context-specific 
interventions.

In conclusion, this study underscores the importance of 
implementing both broad and context-specific strategies 
that address the unique sociocultural and economic 
contexts of each country to effectively mitigate the effects 
of IPV on child health outcomes. Countries in the sub-
Saharan Africa region, including Chad, Comoros, Gabon, 
Uganda, Burkina Faso, Senegal, Burundi, South Africa, 
and Liberia, merit specific attention due to heightened 
risks of adverse childhood outcomes associated with IPV. 
Sub-Saharan African countries need to prioritise the 
development and implementation of evidence-based 
strategies that encompass IPV preventive measures and 
support services for affected families. WHO’s Parenting 
for Lifelong Health,50 a parenting programme to prevent 
violence in low-resource settings, needs to be scaled up 
and tested across sub-Saharan Africa. Furthermore, a 
multidisciplinary approach that integrates health care, 
social services, and legal frameworks is paramount for 
mitigating the wider impact of IPV.
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