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Abstract: Intimate partner violence (IPV), as the most prevalent form of violence against women, is a
commonly encountered phenomenon across sub-Saharan African countries, including Angola. As a
fast-growing economy, Angola is experiencing a booming alcohol industry and persistent IPV and
women’s rights issues, along with weak prohibition and enforcement against this practice. However,
so far, there is no systematic research investigating the predictors of IPV in Angola and whether
spousal alcohol drinking has any relationship with women’s experience of IPV. Therefore, in this
study, we aimed to assess the predictors of IPV (defined as physical, emotional, and sexual violence)
among Angolan women with a special focus on their partners’ alcohol drinking habit. Cross-sectional
data on 7669 women aged 15–49 years from the Angola Demographic and Health Survey were
used for this study. Data were analyzed using descriptive and logistic regression methods. Results
indicated that physical IPV (32.3%, 95% Confidence Interval = 30.3 to 34.5) was most prevalent,
followed by emotional (27.3%, 95% CI = 25.3 to 29.4) and sexual IPV (7.4%, 95% CI = 6.6 to 8.4). In the
multivariate analysis, higher education and household wealth status showed protective effects against
certain forms of IPV. Alcohol drinking by husbands/partners was associated with significantly higher
odds of experiencing physical [OR = 2.950; 95% CI = 2.632, 3.306], emotional [OR = 2.470; 95% CI
= 2.187,2.789], and sexual IPV [OR = 2.729; 95% CI = 2.220, 3.354] among women. Women who
reported experiencing physical IPV had increased odds of drinking alcohol [OR = 1.474; 95% CI =
1.290, 1.684] compared with those who did not. These findings reflect the widespread prevalence of
IPV in sub-Saharan African countries. Special focus should be given to married men with alcohol
drinking habits to reduce women’s vulnerability to IPV and dependence on alcohol use.
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1. Introduction

Although historically regarded as a familial issue, IPV has been gaining increasing attention from
human rights, health, and social researchers, especially since the Declaration on the Elimination of
Violence against Women by United Nations General Assembly in 1993. Violence against women (VAW)
is a global phenomenon but is known to be particularly widespread across sub-Saharan Africa (SSA),
where it is considered as a major public health, social, and human development challenge at large [1–5].
IPV, which is the most common form of VAW, affects millions of women irrespective of geography,
age, sociocultural background, and sexual orientation [2,6]. According to a UN-HABITAT report,
(State of the World’s Cities, 2006–2007), violence makes up at least 25%–30% of urban crime, including
IPV, with the prevalence being twice as high in the developing countries [7]. Intuitively, persistent
exposure to torturous and violent behavior by an intimate partner can force a woman to escape from
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home, resulting in homelessness, economic insecurity, and substance abuse [8–11], which themselves
are strong risk factors for abduction, harassment, sexual assault, and socioeconomic marginalization.
As such, IPV can have serious repercussions on women’s livelihood and economic security, safety,
health, and overall well-being [12–15]. Despite this, there is currently no research evidence on IPV in
many countries in SSA, including Angola.

To date, a substantial volume of empirical research has been dedicated to exploring the
determinants of IPV in SSA. A majority of the studies have interpreted the factors associated with
IPV from various demographic, environmental, sociocultural, economic, and interpersonal relational
perspectives [1,16–20]. In recent years, a growing number of studies have shown the role of substance
abuse, such as problem drinking, on abusive behavior [21–25]. Alcohol drinking is not a predominant
cause of IPV, and neither is IPV unknown among men who do not drink. The mechanism through
which alcohol use, especially hazardous drinking, can trigger violent behavior is via its role in reducing
self-control and increasing proneness to aggression, especially within conjugal relationships [26–28].
There are no country-representative studies on alcohol drinking habit among Angolan men, but some
reports maintain that Angola ranks among the top alcohol drinkers in Africa [29]. As the country still
struggles to recover from the social disorders left by decades of civil war, the high dependence on
alcohol and the occurrence of IPV are supposed be widely prevalent as well due to their overlapping
sociopolitical mechanisms.

In the current literature, not much is known regarding the alcohol–IPV relationship in Angola,
especially on a nationally representative sample. In addition, most of the past research on substance
abuse defined IPV in terms of physical violence, with relatively less attention on other equally
important types of violence, including emotional and sexual violence. To this end, we undertook
the present study based on recent data from the Angola Demographic and Health Survey (ADHS
2015–2016). The survey, which was nationally representative, interviewed married women aged
15–49 years to collect information on a range of demographic, health, and IPV-related topics. In view
of the lack of research evidence on IPV in Angola, we used this open-access data with the objectives
of investigating the prevalence and sociocultural predictors of IPV. We also explored the relationship
between experiencing IPV and alcohol drinking among women. As we were interested in IPV
perpetrated by husbands/partners, we analyzed data only on married women and with a special focus
on partners’ characteristics, including education and alcohol drinking habits.

2. Methods

2.1. Data Source

This study was based on the Angola Demographic and Health Survey (DHS) conducted in
2015–2016. This is the first standard DHS survey that was conducted in Angola as part of the National
Development Strategy Program as well as the Millennium Development Goals. The survey was
conducted and coordinated by Instituto Nacional de Estatística in collaboration with the Ministry
of Health (Ministério da Saúde or MINSA), along with technical assistance from UNICEF and
ICF International through the Demographic and Health Surveys Program and the World Health
Organization. The survey collected data on a nationally representative sample, including both urban
and rural areas, on a range of demographic and health indicators, such as maternal healthcare use
status, fertility, and child mortality rates. For sample selection, a multistage sampling technique was
employed involving the systematic selection of clusters at the national level, and the final selection
of households from those clusters for survey. Data collection took place from October 2015 to March
2016. In total, 14,975 women were finally interviewed, generating a response rate of 96%. However,
the sample population selected for the domestic violence questionnaire was smaller (n = 7669) than the
entire sample. Details of the survey are available at Instituto Nacional de Estatística (INE), Ministério
da Saúde (MINSA), Ministério do Planeamento e do Desenvolvimento Territorial (MINPLAN) e
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ICF. 2017. Inquérito de Indicadores Múltiplos e de Saúde em Angola 2015–2016. Luanda, Angola e
Rockville, Maryland, EUA: INE, MINSA, MINPLAN e ICF.

2.2. Measures

The outcome measure was self-reported experience of abusive behavior/actions perpetrated
by husband/partner. The Angola Demographic and Health Survey included a range of questions
pertinent to physical, emotional, and sexual assaults. These single-item questions are widely used in
assessing self-reported experience of IPV. The following eight items were used for assessing physical
abuse: Have you (1) ever been pushed/shook/thrown something; (2) ever been slapped; (3) ever
been punched/hit by something; (4) ever been kicked; (5) ever had arm twisted; (6) ever had bruise
because of husband’s actions, (7) ever had injuries, sprains, dislocation, burns; and (8) ever had wound,
broken bones. Emotional abuse was assessed by the following questions: Have you (1) ever been
humiliated by husband/partner; (2) ever been threatened with harm by husband/partner; (3) ever
been insulted or made to feel bad by husband/partner; and (4) ever experienced any other emotional
violence. For sexual abuse, the following two questions were asked: Have you (1) ever forced into
unwanted sex and (2) ever experienced other unwanted sexual acts. The answers were categorized as
“Yes” if the respondents had ever experienced the given situation and “No” if they have not.

A set of sociodemographic and economic predictor variables were included in the analysis
based on their conceptual association with experience of abusive behavior. This was facilitated
by a review of the existing literature in other countries in sub-Saharan Africa, including the
Democratic Republic of Congo [30], Ethiopia [31], Ghana [32], and Nigeria [33]. The underlying
theme that emerged from the review was that women’s susceptibility to IPV generally results from
low empowerment, such as lower socioeconomic status, as well as behavioral factors embedded
in the sociocultural environment, such as ethnic norms, religious guidelines, power relationship in
the household (head, wife), and risk factors of abusive behavior (alcohol drinking). In light of this
understanding, and depending on availability from the survey dataset, the following were included in
the analysis: age groups (15–19/20–24/25–29/30–34/35–39/40–44/45–49); residency (urban/rural);
education (no education/completed primary education/completed secondary education/completed
higher education); occupation (unemployed/white collar/blue collar); drinks alcohol (no/yes);
household head’s sex (male/female); wealth status (poorest/richest); husband/partner’s education
(none/primary/secondary/higher); husband/partner’s occupation (unemployed/white collar/blue
collar); husband/partner drinks alcohol (no/yes); age difference (0–5 years/6–10 years/>10 years).
Description of these variables is provided in Table 1.

Table 1. Sample characteristics. (n = 7669).

Variables Description n %

Age groups
15–19

Age of the respondent in the interview year

619 8.1
20–24 1613 21.0
25–29 1713 22.3
30–34 1323 17.3
35–39 1036 13.5
40–44 817 10.7
45–49 548 7.1

Residency

Urban Whether the respondent is a rural or urban resident 4343 56.6
Rural 3326 43.4

Education

No Education

Highest level of formal education attained by the respondent

2612 34.1
Complete Primary 2896 37.8

Complete Secondary 1965 25.6
Higher 196 2.6
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Table 1. Cont.

Variables Description n %

Occupation

Unemployed White collar jobs referred to professional, service, skilled
employments. Blue collar included agriculture, clerk, sales,

and unskilled employments.

2046 26.7
White collar 2580 33.6
Blue collar 3043 39.7

Drinks alcohol

No Self-reported drinking habit of the respondent 5917 77.2
Yes 1752 22.8

Household head’s sex

Male Sex of the person responsible for managing the household
and making key decisions

5226 68.1
Female 2443 31.9

Household wealth quintile Index of relative wealth status of households based on the
possession of durable goods (e.g., refrigerator and TV) and
building material (e.g., concrete and wooden), rather than
personal income [34]. Q1 represents the lowest and Q5 the

highest wealth quintile.

Poorest (Q1) 2914 20.27
Poorer (Q2) 3367 23.42
Middle (Q3) 3412 23.73
Richer (Q4) 2526 17.57
Richest (Q5) 2160 15.02

Husband/partner’s education

No Education

Highest level of formal education attained by the respondent

1111 16.7
Primary 1788 26.9

Secondary 2746 41.3
Higher 1002 15.1

Husband/partner’s occupation

Unemployed White collar jobs referred to professional, service, skilled
employments. Blue collar included agriculture, clerk, sales,

and unskilled employments.

574 8.6
White collar 2911 43.8
Blue collar 3162 47.6

Husband/partner’s drinks alcohol

No Self-reported drinking habit of the respondent’s
husband/partner

4636 60.5
Yes 3033 39.5

Age difference with spouse

0–5 years Absolute age difference between respondent and
respondent’s husband/partner

3445 51.8
6–10 years 1825 27.5
>10 years 1377 20.7

2.3. Analytical Procedure

All analyses were carried out using StataCorp 14, Texas, USA. The dataset was first scanned for
outliers and missing values. Participants who were not selected for the domestic violence module
were removed from the analysis. As the survey used cluster survey design, we used the survey design
method for all analyses to account for the sampling strata, primary sampling unit, and sampling
weight provided in the dataset.

We also ran collinearity tests to check for multicollinearity issues. Only women’s alcohol drinking
was found to be significantly correlated with age and educational status. At the first step of the analysis,
we presented the basic sociodemographic characteristics of the participants in terms of frequencies
and percentages. Following that, the prevalence of three different types of IPV (physical, emotional,
and sexual) and their individual components were presented as percentages and 95% CIs. At the last
step, we conducted multivariate logistic regression to measure the odds of association between the
types of IPV and the sociodemographic predictors. To facilitate the selection of the suitable variables,
we carried out chi-squared bivariate tests to check which variables were associated with the outcome
measures at a significance level of 25%. These were not shown in the results. All the variables met this
criterion and were retained for final regression models. Women’s alcohol drinking was not included in
the regression analysis due to multicollinearity issues.
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In total, four models were run: one for experiencing each of the three individual types of IPV
and another for experiencing any IPV. Next, we ran four additional regression models to calculate
the association between women’s alcohol drinking (as outcome measure) and three types of IPV plus
any IPV. The four models were designed to adjust the analysis for the sociodemographic variables in
certain combinations. The results of regression analysis were presented as odds ratios along with their
95% CIs. A p-value of <0.05 was considered statistically significant for all regression models.

2.4. Ethical Approval

All participants gave informed consent prior to taking part in the interviews. Data were open-
access and available online in anonymized form; therefore, no additional approval was necessary.

3. Results

3.1. Descriptive Analysis

In total, 7669 women were included in the analysis. The mean age was 27.65 years (Standard
Deviation 9.25), with a greater proportion aged below 30 years. The basic sociodemographic
characteristics of the participants are presented in Table 1.

3.2. Prevalence of IPV

The prevalence of three different types of IPV is presented in Table 2. About one-third of the
women reported experiencing any physical IPV (32.3%, 95% CI = 30.3 to 34.5), more than a quarter
reported any emotional IPV (27.3%, 95% CI = 25.3 to 29.4), and less than one-tenth reported sexual IPV
(7.4%, 95% CI = 6.6 to 8.4). Overall, more than two-fifth of the women reported experiencing any IPV
(41.1%, 95% CI = 38.7 to 43.6).

Table 2. Prevalence of different forms of intimate partner violence (IPV).

Physical IPV Never Often/Sometimes

Pushed/shook/thrown something 88.5 (87.4, 89.6) 11.5 (10.4, 12.6)
Slap 70.5 (68.5, 72.4) 29.5 (27.6, 31.5)

Punch/hit by something 88.6 (87.4, 89.7) 11.4 (10.3, 12.6)
Kick 89.1 (88.0, 90.2) 10.9 (9.8, 12.0)

Arm twisted 90.1 (89.0, 91.2) 9.9 (8.8, 11.0)
Ever had bruise because of husband/partner’s actions 69.8 (66.8, 72.6) 30.2 (27.4, 33.2)

Injuries, sprains, dislocation, burns 79.8 (77.0, 82.2) 20.2 (17.8, 23.0)
Wound, broken bones 89.6 (87.4, 91.4) 10.4 (8.6, 12.6)

Any physical IPV 67.7 (65.5, 69.7) 32.3 (30.3, 34.5)

Emotional IPV

Ever humiliated 84.2 (82.7, 85.5) 15.8 (14.5, 17.3)
Threatened with harm 92.6 (91.6, 93.5) 7.4 (6.5, 8.4)

Insulted/made feel bad 78.8 (76.7, 80.7) 21.2 (19.3, 23.3)
Other emotional violence 72.7 (70.6, 74.7) 27.3 (25.3, 29.4)

Any emotional IPV 72.7 (70.6, 4.7) 27.3 (25.3, 29.4)

Sexual IPV

Forced into unwanted sex 93.3 (92.5, 94.1) 6.7 (5.9, 7.5)
Other unwanted sexual acts 97.0 (96.3, 97.5) 3.0 (2.5, 3.7)

Any sexual IPV 92.6 (91.6, 93.4) 7.4 (6.6, 8.4)
Any IPV 58.9 (56.4, 61.3) 41.1 (38.7, 43.6)

3.3. Multivariable Analysis

Predictors of experiencing IPV are presented in Table 3. The results revealed that age was not
associated with sexual IPV, with women in the higher age groups (e.g., 30–34 years) having relatively
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lowers odds compared with those in the lowest age group (15–19 years). Women in the rural areas
had significantly lower odds of reporting all three types of IPV. Women with higher education were
less likely to experience IPV compared with those with no education (except for those in the highest
education category). Women in the higher wealth quintile households in general had lower odds of
experiencing physical and sexual IPV. The odds of physical IPV in the highest wealth quintile was
0.696 times [95% CI = 0.510, 0.950] lower compared with those in the lowest quintile. Women engaged
in blue collar profession had 1.182 times [95% CI = 1.029, 1.358] higher odds of experiencing any form
of IPV. The odds of experiencing physical IPV was lower for the female-headed households [OR =
0.832, 95% CI = 0.723, 0.958]. Regarding husband/partner’s characteristics, having primary level
education was associated with higher odds of physical and emotional IPV. Husband/partner’s blue-
and white-collar professions were associated with higher odds of sexual and emotional IPV. Alcohol
drinking was significantly associated with higher odds of physical [OR = 2.950; 95% CI = 2.632, 3.306],
emotional [OR = 2.470; 95% CI = 2.187, 2.789] and sexual [OR = 2.729; 95% CI = 2.220, 3.354] IPV.
Having an age gap of 6–10 years showed a protective effect against experiencing IPV [OR = 0.848,
95% CI = 0.746, 0.965].

Table 3. Predictors of different forms of IPV. Angola Demographic and Health Survey (ADHS) 2015.

Variables
Physical Emotional Sexual Any IPV

IPV IPV IPV

Age (15–19)

20–24 1.115 1.212 1.280 1.259
(0.894, 1.390) (0.948, 1.548) (0.869, 1.884) (0.919, 1.555)

25–29 0.956 1.238 1.085 1.138
(0.764, 1.198) (0.966, 1.586) (0.729, 1.614) (0.918, 1.410)

30–34 0.903 1.047 0.825 0.947
(0.712, 1.145) (0.806, 1.361) (0.537, 1.267) (0.754, 1.188)

35–39 0.820 0.971 0.571 * 0.891
(0.639, 1.052) (0.738, 1.277) (0.354, 0.919) (0.703, 1.130)

40–44 0.842 1.019 0.604 * 0.911
(0.647, 1.095) (0.764, 1.359) (0.365, 0.997) (0.709, 1.171)

45–49 0.924 1.023 0.613 0.983
(0.688, 1.242) (0.739, 1.414) (0.344, 1.094) (0.741, 1.305)

Residency (Urban)

Rural 0.745 *** 0.711 *** 0.665 ** 0.781 **
(0.630, 0.882) (0.593, 0.854) (0.495, 0.894) (0.665, 0.918)

Education (None)

Complete Primary 0.714 * 0.767 0.725 0.683 **
(0.548, 0.930) (0.574, 1.025) (0.443, 1.186) (0.530, 0.881)

Complete secondary 0.742 ** 0.961 1.073 0.782 *
(0.610, 0.904) (0.779, 1.186) (0.765, 1.507) (0.648, 0.944)

Secondary 0.558 *** 0.804 0.612 0.625 **
(0.407, 0.764) (0.580, 1.114) (0.326, 1.147) (0.467, 0.838)

Higher 0.652 0.976 0.863 0.789
(0.420, 1.014) (0.625, 1.522) (0.373,1.996) (0.525, 1.186)

Wealth quintile (Q1)

Poorer 0.967 0.886 1.061 0.920
(0.817, 1.144) (0.738, 1.063) (0.781, 1.442) (0.784, 1.080)

Middle 0.924 0.768 * 0.747 0.878
(0.739, 1.156) (0.603, 0.979) (0.500, 1.116) (0.708, 1.087)

Richer 0.862 0.683 ** 0.675 0.856
(0.662, 1.122) (0.514, 0.908) (0.423, 1.077) (0.665, 1.103)

Richest (Q5) 0.696 * 0.782 0.584 0.835
(0.510, 0.950) (0.564, 1.084) (0.333,1.024) (0.622, 1.121)
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Table 3. Cont.

Variables
Physical Emotional Sexual Any IPV

IPV IPV IPV

Occupation (None)

Blue-collar 1.110 1.151 1.133 1.182 *
(0.960, 1.283) (0.986, 1.343) (0.879, 1.460) (1.029, 1.358)

White-collar 0.969 1.030 1.016 1.011
(0.819, 1.146) (0.859, 1.236) (0.753, 1.370) (0.861, 1.187)

Household head’s sex (Male)

Female 0.832 * 0.864 0.916 0.856 *
(0.723, 0.958) (0.743, 1.005) (0.712, 1.179) (0.749, 0.978)

Husband/Partner’s characteristics

Education (None)
Complete Primary 1.333 ** 1.452 *** 1.104 1.490 ***

(1.111, 1.600) (1.190, 1.772) (0.796, 1.532) (1.251, 1.774)

Complete secondary 1.209 1.227 0.968 1.259 *
(0.994, 1.471) (0.990, 1.521) (0.681, 1.375) (1.044, 1.518)

Secondary 1.083 1.046 0.721 1.091
(0.768, 1.527) (0.729, 1.501) (0.373, 1.396) (0.791, 1.504)

Higher 1.046 0.987 1.133 1.025
(0.825, 1.325) (0.758, 1.285) (0.750, 1.710) (0.817, 1.286)

Occupation (None)

Blue-collar 1.171 1.742 *** 1.834 ** 1.345 **
(0.949, 1.446) (1.363, 2.227) (1.194, 2.815) (1.098, 1.647)

White-collar 1.162 1.579 *** 1.601 * 1.265 *
(0.933, 1.447) (1.223, 2.039) (1.025, 2.500) (1.024, 1.561)

Drinks alcohol (No)

Yes 2.950 *** 2.470 *** 2.729 *** 2.942 ***
(2.632, 3.306) (2.187, 2.789) (2.220, 3.354) (2.637, 3.283)

Age difference with spouse
(0–5 years)

6–10 0.848 * 0.959 0.895 0.908
(0.746, 0.965) (0.836, 1.099) (0.710, 1.127) (0.803, 1.026)

>10 0.912 0.973 1.042 0.923
(0.789, 1.055) (0.832, 1.138) (0.805, 1.348) (0.803, 1.060)

N 6647 6647 6647 6647

Exponentiated coefficients; 95% confidence intervals in brackets. * p < 0.05, ** p < 0.01, *** p < 0.001.

We ran four additional models to investigate whether or not women who reported experiencing
IPV were more or less likely to report drinking alcohol (Table 4). At first, we ran univariate models
without adjusting for any covariate and found that only physical IPV was associated with significantly
higher odds of drinking alcohol [OR = 1.810, 95% CI = 1.447, 2.264]. This association slightly diminished
on progressive adjustment for the individual and husband/partner’s characteristics but remained
statistically significant. Apart from physical IPV, experiencing any IPV also increased the odds of
alcohol [OR = 1.341, 95% CI = 1.177, 1.529].

Model 1 = univariate, Model 2 = Model 1 + women’s characteristics, Model 3 = husband/partner’s
characteristics, Model 4 = women’s characteristics + husband/partner’s characteristics + age difference.
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Table 4. Odds of women’s alcohol drinking habit in relation to experiencing any IPV. Angola DHS 2015.

Type of IPV Model 1 Model 2 Model 3 Model 4

Physical (No)

Yes 1.810 *** 1.444 ** 1.827 *** 1.474 ***
(1.447, 2.264) (1.117, 1.867) (1.456, 2.293) (1.290, 1.684)

Emotional (No)

Yes 1.112 0.967 1.078 1.128
(0.940, 1.315) (0.797, 1.172) (0.909, 1.277) (0.978, 1.300)

Sexual (No)

Yes 1.017 0.942 1.082 1.185
(0.831, 1.245) (0.745, 1.192) (0.882, 1.329) (0.943, 1.491)

Any IPV (No)

Yes 1.045 0.995 1.054 1.341 ***
(0.805, 1.357) (0.738, 1.343) (0.809, 1.374) (1.177, 1.529)

Exponentiated coefficients; 95% confidence intervals in brackets. * p < 0.05, ** p < 0.01, *** p < 0.001.

4. Discussion

Physical or sexual violence affects more than one-third of all women globally, with adverse
physical and psychosocial consequences in the long run [35]. Women experiencing IPV are more prone
to injury, depression, unintended pregnancy, and sexually transmitted infections and are almost twice
as likely as other women to be alcohol abusers [35]. As such, IPV is a particular concern for women’s
health in low-income settings because of the inadequate health infrastructure and underappreciation of
women’s health issues, such as in Angola. In the current study, more than 40% of the women reported
experiencing some form of IPV, with more than one-third reporting some form of physical violence.
This is higher than previous reports from Malawi (13%–20%) [36], Kenya (37%) [18], South Africa
(>20%) [1], and Uganda (36.6%) [37]. However, a Nigerian subnational study among civil servants
found a far higher prevalence during the last 12 months (66%) [38]. The large cross-country differences
may be explained by the contextual sociocultural factors and by methodological heterogeneity. In this
study, we included a generous set of indicators that can be considered as violent actions and behaviors
with adverse effects on women’s physical and mental health, which might well be the reason behind
the higher prevalence of IPV than in most countries for which data are available.

IPV is generally defined as a multifaceted issue with diverse aetiological factors and embedded
predominantly into the sociocultural value system determining women’s susceptibility to violence
and aggression. Sociocultural factors are by far the most commonly cited issues associated with
higher degrees of exposure to IPV [17,26,38]. A review of the current literature suggests that the
central mechanism through which these factors affect IPV is their impact on women’s socioeconomic
empowerment. From this perspective, our findings are in line with the existing evidence base. We
observed that women with higher educational status generally had lower odds of reporting physical
IPV. Higher household wealth status showed an inverse association with sexual IPV, indicating
potentially higher sexual autonomy among women in the more well-off households. Surprisingly,
women’s occupational status did not show any noticeable effect on their experience of IPV but that of
their husband/partner did. In general, husband/partner’s higher education (completed primary) and
better occupational status showed a positive association with IPV. This finding is counterintuitive in
the sense that higher socioeconomic status (SES) among husbands/partners has no protective effect on
committing spousal violence. This might be indicative of the fact that higher socioeconomic disparity
between spouses can increase the likelihood of experiencing IPV. Women in rural areas were less likely
to report any form of IPV; this is perhaps linked to lower awareness of the issue and socioeconomic
position, which leads to greater acceptance of, or favorable attitude to abusive behavior.
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Apart from the socioeconomic factors, the findings also suggest that husband/partner’s alcohol
drinking can significantly increase the odds of experiencing all forms of IPV. In fact, the strength of
the association was highest for husband/partner’s alcohol drinking among all the predictor variables.
Intuitively, discordant drinking habits can increase relationship stress, decrease marital satisfaction,
and increase perpetration of abusive actions [39–41]. Immoderate drinking behavior can lead to
increased risk and severity of abusive behavior and initiation and escalation of intimate partner
violence (IPV) [42]. These theories are supported by previous multicountry studies in sub-Saharan
Africa that found a robust association between husband/partner’s alcohol drinking and occurrence
of IPV.

A subnational study in South Africa found that about two-third (65%) of the women experiencing
spousal abuse reported that their partner was drunk prior to the abusive actions [43]. However, the
present findings need to be interpreted with caution as we had no information regarding the level of
drinking. Our findings also indicate that women who report physical IPV are more likely to use alcohol
than those who do not. The use of alcohol as a destressing mechanism is well known in the medical
literature. Experiencing IPV is both physically and psychologically stressful, which in turn increases
the likelihood of alcohol consumption as a general coping strategy [44]. Moreover, stressful events
evoke thoughts about alcohol and enhances the rewarding effects among those who use it to cope
with the negative circumstances [45]. Currently, not much is known about the prevalence of alcohol
use in Angola. Therefore, it is suggested that health and social policy-makers take steps to control
alcohol consumption as a strategy to reduce the burden of IPV. More studies should be carried out by
including the sociocultural predictors of alcohol use and its relationship to IPV in the population.

This is the first study to report the prevalence and predictors of IPV against women in Angola.
The data were of good quality and extracted from a nationally representative survey. We applied
rigorous methodological and analytical standards and interpreted the findings from two important
perspectives: women’s empowerment and husband/partner’s alcohol drinking behavior. The findings
can be of critical importance for taking evidence-based steps to address IPV and focusing on women’s
empowerment programs in the country. Apart from its important contributions, our study has several
important limitations. Firstly, the variables were self-reported and thus remain subject to reporting
bias. Secondly, the survey was cross-sectional, hence the associations do not indicate any causal
relationship. In addition, the association between husband/partner’s alcohol drinking and IPV should
be interpreted in light of the fact that we were unable to measure the level of drinking. In many
societies, some degree of drinking is acceptable depending on the local context and may not result
in loss of self-control to the point that can trigger abusive behavior. Moreover, abusive behavior can
be determined to a great extent by the quality of relationship influenced by a variety of complex
issues, such as marital satisfaction and household issues that are not necessarily associated with
drinking behavior. Future studies should focus on exploring the relational nuances that may explain
the mechanism between husband/partner’s drinking habit and women’s experience of IPV.

5. Conclusions

More than two-third of women aged 15–49 in Angola reported experiencing some form of IPV.
Regarding women’s characteristics, being residents of rural areas and having higher education were
associated with lower likelihood of reporting IPV. Based on this finding, it is suggested that women
living in urban areas and lacking schooling experience be given special attention by women’s human
rights and empowerment programs in an effort to address IPV in Angola. Although the results cannot
confirm any causality, it is assumed that husband/partner’s alcohol drinking significantly increases
the likelihood of IPV. Women reporting IPV were also more likely to use alcohol compared with those
who did not. More studies are necessary to investigate the cultural norms that tend to normalize IPV,
as well as the dynamics of how alcohol drinking among men contributes to this harmful social practice,
in order to design effective intervention approaches. Future studies should also focus on assessing
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qualitatively whether the amount of alcohol consumed (e.g., social vs. problem drinking) makes any
difference in women’s experience of IPV.
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