Abstract:
Background: This study intends to examine the association b&twdomestic violence and

selected negative child health outcomes in ZimbaMile studies have identified a number of
factors affecting child health outcomes, the rofedomestic violence has been neglected.
Domestic violence, as a global public health comcéias been related to reproductive health
outcomes, such as unwanted or unplanned pregniackyof contraceptive use, preterm delivery
and sexually transmitted diseases, including HIXY8I In addition, the reduction of child
mortality levels worldwide has become a prominessiue and is addressed as Goal 4 in the
Millennium Development Goals. However, the pos#ipibf domestic violence being related to

the health outcomes of their children has not leegrored in the African context.

Methods: This study is a secondary data analysis of the /2006 Zimbabwe Demographic and
Health Survey (ZDHS). The ZDHS has been chosen @srepresentative of the country as a
whole. The total sample of 2,152 women who parétgd in the Domestic Violence module of
the ZDHS was used in this study. Thus the populatb interest in this study is physically
abused Zimbabwean women who have children. Theomécvariables of this study are poor
nutritional health outcomes, stunting, wasting amderweight and under-five child mortality.
The predictor variables are physical violence elgpees, including, domestic violence, being hit
during pregnancy and sexual violence. The dataysisahappened in three stages. The first
being univariate analysis of the variables in #tisdy, to provide descriptive statistics of the
study population. The second stage was bivariadysis producing odds ratios to examine the
association between each of the predictor variabibseach of the outcome variables. The final
stage was multivariate analysis using logistic esgion and producing odds rations to examine

more than one predictor variable with each outcear@ble to obtain an association.

Results: Associations were found between physical violenod the various negative child

health outcomes. Of importance, domestic violemzkleeing hit during pregnancy was found to
increase the condition of wasting in under-fivelat@n. Similarly being hit during pregnancy is
associated with increased odds of having underwsigang children. Increased likelihood of
the underweight condition is also associated wékual violence experiences of the mother.

However, sexual violence is not associated withtgtg and / or wasting in under-five children.




The study finally found that domestic violence,rfaghit during pregnancy and sexual violence

is associated with increased odds of child mowtalitcurring to the young children of abused

women.

Conclusions: This study has shown, that in various settings, ekiim violence is in fact a
contributor to poor child health outcomes in Zimwvab Thus the health of under-five children
cannot be separated from the life experiences eir tnothers, who remain their primary
caregivers. Traumatic experiences of the mothetribarte negatively to the health of young
children. Physically abused women are in fact Esde to provide nutritional care, for varying
lengths of time, for their offspring. In terms dfet most adverse child health outcome, child

mortality, the odds of this occurrence is exaceathdty experiences of domestic violence.




Chapter 1: Introduction.

1.1 Introduction and background:

Child mortality remains a documented problem inedeping countries. In fact the magnitude of
the problem has prompted a worldwide need for ¢dection in child mortality. Thus it has been
acknowledged that Millennium Development Goal numfoeir is a need for the international
reduction of child mortality to be achieved petst@VHO, 2006).

The child mortality rate in Zimbabwe was 129 pefQ0dive births in 2004 (WHO, 2006). This
rate is alarmingly high but not uncommon to Afridéis finding substantiates the importance of
poverty and maternal education to promote positiid health outcomes in the developing
regions (Asling-Monemi, et.al, 1999).

Zimbabwe’s economic decline cannot be ignored is tkegard, with escalating food prices
translating into insufficient nutritional in-takB#nda, 2007). Stanford Matenda, a researcher and
chairperson of the National University of Scienaad alechnology’s Journalism School in
Bulawayo, argues that children do not have acaegedd and since parents are experiencing
economic adversity it is difficult for children tbe healthy (Banda, 2007). The country’s
economic problems have also affected the healthvedgl system (Banda, 2007). One
government hospital records a stable rise in thelbmur of under-five year olds dying of measles

due to the lack of immunization in the rural aré@anda, 2007).

A 1997 study highlighted the potentially explangtéactor of population density and spatial
variation in understanding child mortality in Zintdvee (Root, 1997:413). This study found that
the Ndebele provinces of Matabeleland North andtsbave a child mortality level that is 45%
lower than the other provinces in the country (R4897: 413). It was found that this was not
due to better healthcare services in the Ndebeeiqmes or due to cultural factors (Root, 1997:
420). It was found that population densities ar@ ¢dwer order in the Ndebele regions and this
affects how disease is transmitted and distrib(fembt, 1997: 420).

Consistent with studies conducted elsewhere incAfrit was found that the rural areas of
Zimbabwe experienced higher under-five mortalitytesa than urban areas (Zimbabwe




Demographic and Health Survey, 2007: 113). Thel rm@as endure 72 deaths per 1,000 live
births compared to the urban areas that experi6Acgeaths per 1,000 live births (Zimbabwe
Demographic and Health Survey, 2007: 113). In &aldit mother's education presents a
discrepancy in child survival rates with secondadlycation translating into lower mortality rates
than children whose mothers have less educationttia (Zimbabwe Demographic and Health
Survey, 2007: 113). With regard to bio-demograpdtiaracteristics, male children have higher
mortality than female children from the neonatalige and including the under-five age
category (Zimbabwe Demographic and Health Surv@®72113). Birth intervals are likewise
significant with children born less than two yeafter a previous birth being more than twice as
likely to die during infancy as those born morerntitao years after a previous birth (Zimbabwe
Demographic and Health Survey, 2007: 114).

A study was conducted that measures the excessofigthild mortality in three African
countries, Zimbabwe, Uganda and Burundi (McMurE897). This study defined excess child
mortality as mothers who exceeded their expectald enortality experience, on the basis of
observed child’s age, mother's age and parity, &l &ws had more than one child die
(McMurray, 1997). In this study it was found thaithout comparing observed experience with
expected result, that Zimbabwe had the greatesterration of child deaths as measured by a
mother- to — child ratio (McMurray, 1997).

The importance of nutritional status is in its telaship to health status, particularly in young
children. Poor nutritional status weakens the bedgsistance to disease and illness (Wright,
et.al, 2001). In addition, disease and illness ceduhe body’s ability to digest food which leads
to possible weight loss and growth retardationhitdeen (Wright, et.al, 2001).

There are three main influences on children’s tiatal status, including, household food

security, health environment and services and ekel lof care within the household (Wright,

et.al, 2001). Various literatures have focused amskhold food security and health environment
and services. However level care within the honmeaias scarcely researched. This study will
focus on one possible level of household care,dhahysically abused women'’s ability to care

for their children.




A 2001 study, focusing on health environment anglises, has found that there are significant
seasonal variations in the underweight conditiorureder-five children in Zimbabwe (Wright,
et.al, 2001). The study found that there is a snbail significant increase in levels of
underweight between the months of January and Marstually (Wright, et.al, 2001). This
period is arguably the season before harvest aadheagreatest effect on higher prevalence of
diarrhoea and malaria in the country (Wright, e&l01). The study also found that there are no
differences in the seasonality of underweight betwelistricts (Wright, et.al, 2001). This
suggests that there are no regions or districtsafeabetter or worse with regard to experiencing

seasonal underweight.

According to the Save the Children organisatiorariyeone-third of Zimbabwean children are
malnourished and the situation is reportedly detating (Save the Children, 2008). In addition,
according to the organisation, one in ten childrethe country dies before their fifth birthday
(Save the Children, 2008). This finding is substdad by reports by UNICEF who argue that
malnutrition levels in Harare have doubled over plast four years (IRIN, 2009). In particular
there are high levels of severe acute malnutrittwrstunting in the capital that requires specific
attention (IRIN, 2009).

This situation is the result of Zimbabwean childfacking access to basic health care and daily
essentials for survival (Save the Children, 2008t is, lack of household food security. Basic

services and health care resources in the state balapsed or are unattainable for many
nationals and as such nutritional levels for theng are especially low (Save the Children,

2008).

In Zimbabwe, the Demographic and Health Survey (0526 found that 29% of the children
were stunted, 17% were underweight and 6% wereedg&imbabwe Demographic and Health
Survey, 2007: 167). It was likewise found that noédition as indicated by these scores,
increases until the children's"2birthday and decreases from there until théir rthday
(Zimbabwe Demographic and Health Survey, 2007: .16@) addition, male children are
somewhat more likely to be malnourished than fenchiédren (Zimbabwe Demographic and
Health Survey, 2007: 167).




Domestic violence has been studied in variousrggttand it has been found that women who
are physically abused are less able to regulaie firgility or access appropriate medical care
when needed (Ahmed, et.al, 2006; Silverman, e2@D6). For the first time, the 2005-2006
Zimbabwe Demographic and Health Survey (ZDHS) haduded a module on domestic
violence. This particular module seeks to verifg #xtent of domestic violence experienced by
Zimbabwean women (Zimbabwe Demographic and Healtlvey, 2007: 259). The survey has
shown that the percentage of women who had evesrexed physical violence since the age
of 15 and including women who experienced physigalence in the last 12 months is 40.3 for a
total of 1,467 women aged 20-24 years old and f28.8 total of 1,023 women aged 25-29 years
old (Zimbabwe Demographic and Health Survey, 2059). Thus it shows that there is a
prevalence of domestic violence in Zimbabwe. Howgewomestic violence has not been

identified as an important variable in child heathdies in Zimbabwe.

1.2 Problem Statement:

Having noted these two fundamental health con¢etikl mortality, child health and domestic
abuse, it is important to note that little attentlvas been paid to the relationship between these
occurrences in developing countries. That is, toes arise such as, if abused women are
unable to care for themselves, what impact doesabluse have on their off-spring? It is here
suspected that this there is in fact an impacthenhiealth and mortality of children of abused

women.

1.3 Research question

« |s there an association between domestic violemo@ hild health outcomes in
Zimbabwe?




1.3 Research Objectives:

1.3.1 General objective:

* To examine the relationship between domestic videand negative child health
outcomes in Zimbabwe.

1.3.2 Specific objectives:

* To examine the levels and patterns of domestieni@ in Zimbabwe.

* To examine the levels and patterns of negativedchiéalth outcomes in
Zimbabwe.

* To examine the relationship between domestic viodeand child health outcomes
in Zimbabwe.

1.4 Justification:

A study of 966 women in a Zimbabwean province fotimat 32% of them had been physically
abused by a household or family member (UNICEF,0Z0)0 National studies on violence
against women in Zimbabwe have demonstrated relgion@an and rural, and socioeconomic
factor fluctuations (WHO, 2008). For example, itsMaund that more rural women have ever
experienced physical abuse than urban women (Zimbabemographic and Health Survey,
2007: 261). In addition, Zimbabwean women who anpleyed but do not receive their salary in
cash have higher reported abuse since the age thhalbwomen who are not employed or
receive cash payments for their work (Zimbabwe Dgraphic and Health Survey, 2007: 260).
There is also a higher percentage of women liviith ¥iaree or four children having experienced
physical violence since age 15 than women with fleas three or no children at all (Zimbabwe
Demographic and Health Survey, 2007: 261). Withardgo child mortality in Zimbabwe, the
Demographic and Health Survey reports that in tlie-year period prior to the 2005-2006
survey, one out of every twelve children died befogaching their fifth birthday (Zimbabwe

Demographic and Health Survey, 2007: 110). Withirs,t around three-quarters of deaths




occurred during the infant or first year of lifeiffdbabwe Demographic and Health Survey,
2007: 110). Overall the Demographic and Health 8&urfound that the mortality levels of

children under five years old had declined in tB8s, remained relatively stable in the 1990’s
and started to increase in the late-1990’s (ZimabBemographic and Health Survey, 2007:
111).

The United Nations General Assembly (2006) argined heglect is a contribution to child

mortality and morbidity (UNGA, 2006: 13). In additi the United Nations General Assembly
acknowledges that neglect includes the failure Ibtaio medical and other services when
required (UNGA, 2006: 13). This is significant asgtect has a negative impact on child
survival. Related to child survival is the poihat the reduction of child mortality worldwide

has been identified as the fourth Millennium Deypahent Goal. This is a clear indication of the
severity of the issue and the need for researchrapl@mentable action in order to eradicate this

problem from all societies, especially that of depeng nations.

The United Nations (UN) recorded that, annuallyfween 133 and 275 million children
worldwide have observed domestic violence (UNGAQ&Q4). The World Health Organization
(WHO) acknowledges that domestic violence hashénpast, been considered as a slight social
problem in many countries (WHO, 2008). This sitoatis changing due to the role of women’s
organizations and research findings (WHO, 2008)rr&uly, domestic violence is being
recognised as a global problem that is relatedotak conditions such as gender inequality,
poverty and child mortality (WHO, 2008). StudiesGhina, Egypt, Mexico and South Africa,
among others, have found that domestic violencee@ses the risk of violence against children
(United Nations, 2006: 14). In this context it bews evident that the consequences of domestic
violence are vast. That is, not only is there ewgdeof harm to women but also evidence of harm

to children.

It is evident at this point that child mortality canlomestic violence are both, in very distinct
ways, social problems that require attention anicbacThere have been many studies of these
crises as independent outcomes of socioeconomic palitical processes and occurrences.

However, to my knowledge there have not been andiet conducted in Africa on the




relationship between these two crises. That isegmrate social anomalies domestic violence
and child mortality has been studied in the Africantext, but studies attempting to exemplify a
relationship between the possible influence of dstroeviolence on not only child mortality but
other negative child health outcomes have not lbeaducted in African states.

This study does not ignore the discourse that caistéhat domestic violence is embedded in
social and ethnic cultures. That is, through urtdeding that gender inequity and the
subsequent occurrence of domestic violence are omesway culturally propagated or
determined, it becomes evident that domestic vedes not a haphazard phenomenon. In this
way, it becomes clear that there are some societiesven sub-cultures that inhibit more
domestic violence than others. Thus making theexdnh which domestic violence happens, a
fundamental explanatory tool for analysis. Howewbe focal point of this study is not the
social, economic or socio-demographic attributedarhestic violence. That is, this study is not
concerned with why or under what circumstances égtim&iolence occurs, it is concerned with
the way in which domestic violence, as an independariable, impact on the outcome of child
health issues in Zimbabwe. Therefore, this studyagknowledge the cultural, social and other
determinants of domestic violence in the literatteeiew and provide descriptive statistics of

these attributes but it will not become an objextor this study to encapsulate.

This research will hopefully fill in this importagap in research and in doing so will contribute
to the body of knowledge that aids in achieving tédlennium Development Goal that

addresses the reduction of child mortality. Thathie research implication for this study is that i
provides significant basis for studies of this matto be conducted in African countries. This
study will identify the significant levels and paths of domestic violence and negative child
health outcomes in the state of Zimbabwe. In agidjtand overall, this study, through examining
the relationship between domestic violence and thagahild health outcomes will substantiate
the need for further research in Africa. This stwdil also substantiate the importance of the

Millennium Development Goal number four.

1.5 Definition of terms:




1.5.1 Domestic Violence:This is any act of physical violence against wonigntheir
intimate partner. In this research, it will be dss a synonym for gender-based violence

and violence against women.

1.5.2 Child Health Outcomes:This study is concerned with the negative healtttmues
of children under — five years old. It includes nitidnal deficiencies such as wasting,

stunting and underweight, as well as mortality.

1.5.3 Under-five Mortality This refers to deaths of children under- five yesdds




Chapter 2: Literature Review and Conceptual Framewaok.

2.1 Literature review.

2.1.1 Child mortality:

Hill and Pebley (1989) reviewed the trends, levatgl age patterns of child mortality in
developing countries from the 1960’s to the 1988wl were able to draw some significant
conclusions (Hill and Pebley, 1989: 680). To betfiay found that over time child morality
between regions and states were very differentlaadifferences had widened (Hill and Pebley,
1989: 680). Secondly the rate of child mortalitgldes in Africa is slower than that of Asia, the
Americas and the Middle East (Hill and Pebley, 19880). The study found that this was
associated with Africa having a higher initial chinortality rate than in other regions of the
world (Hill and Pebley, 1989: 680). Another findimgas that changes in economic policies and
the introduction of structural adjustment prograram®uld take a while to bring about apparent

changes in child mortality levels on the contin@itl and Pebley, 1989: 681).

Of key concern in literature is the occurrence rdamt mortality. The World Bank in 1998
adopted the infant mortality rate (IMR) as a somdicator for development in that it represents
a loss of human resource and potential that hds dminomic and social consequences (World
Bank, 1998).

Reductions in infant mortality and child mortalitgtes are achievable. A study conducted in
Senegal over a period of thirty-seven years foumat this West African state had in fact
experienced a substantial decline in infant anttichrtality rates (Delaunay, et.al: 2001:1286).
The study found that in rural areas of Senegahinfaortality rates decreased from 223%223
per 1,000 to 80%o, or 80 per 1,000 in the periodl®83-1999 (Delaunay, et.al: 2001:1286).
Similarly, under-five mortality decreased from 485%0.213%o in the same period (Delaunay,
et.al: 2001:1286). It was found that urban declinaafant and under-five mortality rates started
earlier than in rural areas (Delaunay, et.al: 20P86). The time or date of the decline was
reliant on the rural area’s distance from the @ity Dakar and on the healthcare system
(Delaunay, et.al: 2001:1286). In one particularioegNiakhar, the study found that mortality
due to HIV and AIDS was low due to low prevalenedhe region (Delaunay, et.al: 2001:1291).




Later changes in fertility behaviour such as bspacing and breastfeeding contributed to the
decline in mortality (Delaunay, et.al: 2001:129Thus it is recommended that changes in
fertility behaviour, access to family planning amttreased coverage of immunization be
promoted in Senegal to see sustainable child nigrtalductions (Delaunay, et.al: 2001:1291).

An alternative study on child mortality has exandin@e effects of family on child survival
(Sear, et.al, 2002). This study employed multileaxgnt-history models and found that children
living with a female family member had a signifitgositive effect on survival probabilities
compared to living with a male member which hadeffect (Sear, et.al, 2002: 43). Also children
in the first two years of life who had a deceasadh®r were at 5-6 times greater odds of dying
than children whose mothers were still alive (Seagl, 2002: 55). However, the death of the
father in the family had no effect on child morakt any age of the child (Sear, et.al, 2002: 55).
In addition it was found that a mother's remarriggeved “harmful” to the child (Sear, et.al,
2002: 58). That is, either the child being lefthvaitit the mother and in their father’s care or the
child relocating to the new husband’s home hadgative effect on child survival (Sear, et.al,
2002: 58).

2.1.2 Child mortality in Zimbabwe:

The WHO (2006) has reported that the probabilitylgihg under- five years old in Zimbabwe
was 129 per 1000 live births in 2004 (WHO, 20086)addition, the infant mortality rate for the
same year was 78 per 1000 live births (WHO, 206yas also found that the prevalent cause
of death among children under-five years old in@@@s neonatal causes, with 28.1% of deaths
attributable to this (WHO, 2006).

UNICEF (2005) reported that despite Zimbabwe hatiteghighest increase in child mortality of
any nation, the state receives far less fundingpaoed to other African states (UNICEF, 2005).
In addition and particularly due to the state’shhigrevalence of HIV/AIDS, the under-five
mortality rate has increased by 50% since 1990 (LHH, 2005). With neonatal causes
contributing the most to the neonatal mortalityerair death within the first 28 days of life, in
Zimbabwe, it is worth noting that this form of mality is largely attributed to endogenous
factors (UNGA, 2006). That is factors resultingnfréhe birth process or the gestational period.
The most common of these factors or causes areofhaiv birth weight or preterm delivery
(Asling- Monemi, et.al, 1999). In addition to childortality, child health in Zimbabwe has
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deteriorated in the period of 1999 to 2005 (WHOQ®&0 With this finding it is easy to

substantiate the finding that child mortality hasreased in the region over the same period.

The factors identified that contribute to child riadity in Zimbabwe include mother’s education
(McMurray, 1997) and environmental risk factors lsws urban and rural water sources and
sanitation (WHO, 2006). The possibility of domestiolence being a contributing factor in

Zimbabwe and other African states has not beerstigaged.

2.1.3 Child Mortality Policy and initiatives:

In 2000 the United Nations (UN) developed and pummoed the Millennium Development Goals
(MDGs) (WHO, 2008). The overall aim of the MDGstasensure the development of all states
during the first fifteen years of the new millenmyOkonofua, 2005: 7). There are eight goals of
development among which MDG 4 clearly addressesé®al for reduction in child mortality
rates worldwide (WHO, 2008). Concurrent with thealgothere are eighteen targets and forty-

eight monitoring indicators to measure the perfaroesof each state (Okonofua, 2005: 7).

It is argued that Africa and in particular Sub-SahaAfrica has the most to gain from achieving
the goals but also faces the most problems in d@oag(Okonofua, 2006: 7). The UN
approximations show as many as 4.8 million undex-&hildren die in Sub-Saharan Africa every
year (United Nations Statistics Division, 2005).rthermore, Sub-Saharan Africa is the only
region where child mortality rates have increasediead of decreased (Okonofua, 2006: 8). The
problem in Africa is so severe that states with lighest child mortality levels, such as the
Democratic Republic of Congo, Ethiopia and Tanzane@aexpected to miss the MDG targets by
greater than thirty-five years (Okonofua, 2005: Biis situation is exacerbated by the large
proportions of people infected by HIV, as well && tspread of malaria and TB across the
continent (Okonofua, 2006: 8).

Zimbabwe'’s target for under-five mortality is totaim a child mortality rate of 42 per 1000 live
births by the year 2015 (WHO, 2006). However, vathincrease from 117 per 1000 live births
in 2000 to 129 per 1000 live births in 2004 it does appear likely that this target will be met.

The MDGs aside, the UN has implemented other tiveéa and policies to protect the interests
of children worldwide, such as the United Nationsil@@en Fund (UNICEF) and the United
Nations General Assembly (UNGA) agenda for the mtom and protection of children.




UNGA reports in 2006 highlighted and elaboratedemery right that children are entitled to
globally (UNGA, 2006). The report details the pmbk children face including violence,
humiliating punishment, sexual abuse and homicleGA, 2006: 8). In addition, the UNGA
found that one of the settings in which violencaiagt children occurs is in the home (UNGA,
2006: 12). Furthermore the perpetrators vary adogrtb the age and maturity of the children
(UNGA, 2006: 13). In the case of young childrernsoviolence can cause permanent damage or
death without the perpetrator intending to do sehsas in the case of “shaken baby syndrome”
(UNGA, 2006: 13). Related to this is the issue eflect that the UNGA notes as including “a
failure to meet children’s physical and emotionakds, protect them from danger, or obtain
medical or other services when needed” (UNGA, 2a0K: This is significant because neglect
contributes to the morbidity and mortality of youctgldren (UNGA, 2006: 13).

2.1.4 Domestic Violence:

The topic of domestic violence is not unique to a&mygle, specific society. It is a universal
problem and public health concern. Literature codsethat domestic violence and in particular
violence against women, stems from embedded gem#guality in culture and societies.
Domestic violence is a form of violence against wonby an intimate partner, whether it is a
husband or cohabiting partner (UNICEF, 2000: 2udl'the word ‘domestic’ refers to the nature
of the relationship between a woman and her paramer not the physical place where the
violence takes place (UNICEF, 2000: 2). This claistimportant because the issue of domestic
violence does not encompass violence against wdigestrangers or men who are in no way
related to the victim (UNICEF, 2000: 2).

A study of 9,033 abused women in Algeria found thate than half the women were abused at
home (Institut Nationale de Sante Publique, 20@j: Bwo- thirds of the women were married
and more than half had secondary or tertiary etucdtnstitut Nationale de Sante Publique,
2005: 50).

2.1.5 Domestic violence and reproductive health:

With regard to physical violence, rape that resuitsinwanted or unplanned pregnancy is of
concern to the developing world, including Sub-3ahaAfrica (Ahmed, Stephenson, Koenig,
2006: 75). A number of studies have been donerdegadomestic violence and its various

health outcomes for women. One study in India fothat there was less of a likelihood of a




woman adopting contraceptive means if she is or been physically abused by a partner
(Ahmed, Stephenson, Koenig, 2006: 84). Anotherystas found that in Colombia there is a
moderate relationship between unplanned pregnandyv@lence from an intimate partner

(Pallitto, O’Campo, 2004: 169). Thus these healbimsequences of domestic violence, and
others, are not receiving the attention that iedess as many states still view domestic violence
as human rights or legal issue and do not seartperiant health and development implications
that it has (Watts and Mayhew, 2004:207).

Of particular significance to this is the relatibips between domestic violence and pregnancy.
Studies have shown that pregnant women are atheehigilnerability to abuse (Puwar, et, al.
1999). Experiencing violence while being pregnaas himplication for whether or not the
pregnancy will result in a live birth or not (Zintbhae Demographic and Health Survey, 2007:
267).

The fore mentioned findings prove that violenceimgiawomen who are pregnant is not only
happening but is a problem. Clearly there is aectdn maternal health, morbidity and mortality
as seen in these studies and others (Silvermaih, 2006 and Winn, et.al, 2003).

2.1.6 Domestic violence and under-five child mortality:

With regard to domestic violence and child moryalitere are only a few studies that have been
identified. A study conducted in Nicaragua showet tthildren born into abusive relationships
(male- to — female violence) are six times moreeliikthan children not born into these
relationships to die before the age of five yedds(Asling — Monemi, et.al, 1999: 11). The study
found that 84% of the 110 deaths of children betwkE293 and 1996 were in the first year of life
(Asling — Monemi, et.al, 1999: 12). The most comnecanse of death between ages 1 and 5 was
infectious diseases including and mainly diarrhgéaling — Monemi, et.al, 1999: 12). A
significant association was found between lifetiexperiences of any kind of violence toward
the mother and the mortality of their children (Agl— Monemi, et.al, 1999: 12). Furthermore,
no formal education of the mother, multi-parity angral residence were associated with
increased infant and under-five mortality (AslingMonemi, et.al, 1999: 12). However no
association was found between socioeconomic statdsnfant, or under-five, mortality in the

country (Asling — Monemi, et.al, 1999: 12). Aftatjasting for education, place of residence and




parity, it was found that the risk of under-five radity was more than six times more likely if

the mother had been exposed to physical violensén@— Monemi, et.al, 1999: 12).

Finally, trauma as a cause of death for underdii&ren should not be ignored as a part of this
relationship (Asling — Monemi, et.al, 1999: 14). hat is, child abuse, in addition to and

sometimes a part of domestic violence remains wederted in many instances but should not
be over-looked especially since it was found thalideen of abused mothers are almost 7 times
more likely to be physically and sexually abusedntithildren from non-abusive households
(Ellsberg, et.al,2000: 1609). In conclusion, Aslidgnemi and others argue that the type of
violence and its severity is more important totilsk of child death than the timing of abuse, that
is, prior, during or following pregnancy (Asling Monemi, et.al, 1999: 14). This is despite

criticism by Butchart and Villaveces (2003) who @&ghat data on child abuse and intention or
wantedness of pregnancy would have aided in bettderstanding the relationship between
domestic violence and child mortality (Butchart arilaveces, 2003: 17).

2.1.7 Child Nutrition:

Anthropometric indicators are the standard by wtilad nutritional health status of children is
measured (WHO Working Group, 1986: 929). It hasdentified that most growth deficits in
children in developing countries is caused by itifec and inadequate food intake (WHO
Working Group, 1986: 929). In 1977 a report wagased whereby it was proposed that the
basic data used for anthropometric indices be age, weight and height (WHO Working
Group, 1986: 930). In addition to this suggestitnyas proposed that the measurements be
represented by standard deviation scores (z-scames)that data on children be offered as

separate age-groups (WHO Working Group, 1986: 930).

There are a number of measurements used. Therhassurements are age, weight and height
(WHO Working Group, 1986: 930). Mid-arm circumfecenand head circumference are
alternatives for weight and height and skinfoldckimess gives information about body
composition (WHO Working Group, 1986: 930). The o$aveight and height in anthropometry
has biological significance and in addition to agpeompasses the basic measurements of child
nutrition (WHO Working Group, 1986: 930).
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There are three specific outcomes related to thesssurements, namely wasting, stunting and
underweight. Wasting is a condition that indicaeseficit in fat mass and tissue in comparison
to the standard or expected fat mass and tissehiloren (WHO Working Group, 1986: 931).
Thus wasting is directly related to weight gainlass in children (WHO Working Group, 1986:
931). Weight gain or loss is dependent on foodlaldity and intake, thus wasting could be a
temporary condition or seasonal depending on fagubly (WHO Working Group, 1986: 931).
Stunting is a condition that suggests slow bon&tiron children (WHO Working Group, 1986:
931). This condition is measured by the height- &aye scores for children and is found to be
associated with poor overall economic conditionggdgtion and insufficient food intake (WHO
Working Group, 1986: 931). The condition of beingdarweight is measured by comparing a
child’s weight- for- height score with a standawmbre of what it is meant to be at a particular
height (WHO Working Group, 1986: 932).

In a study of six Sub-Saharan African countriesyas found that a quarter of all children aged
1-35 months in Malawi in 1992, Zambia in 1992, Gham 1993, Nigeria in 1990 and Tanzania
in 1991/2 were stunted (Madise, et.al, 1999: 33he same study found that the weight —for-
age scores, which indicates wasting, deterioratedtHildren after their birth and until theif®2
birthday, thereafter it stabilized (Madise, etl99: 335). This was found to be true of height-
for- age scores as well as weight-for-height sc{kedise, et.al, 1999: 335). In Zimbabwe, the
Demographic and Health Survey in 2005/6 found 8% of the children were stunted, 17%
were underweight and 6% were wasted (Zimbabwe Deapbic and Health Survey, 2007:
167). It was likewise found that malnutrition aslicated by these scores, increases until the
children’s 29 birthday and decreases from there until thBibBthday (Zimbabwe Demographic
and Health Survey, 2007: 167). In addition, malddcbn are somewhat more likely to be
malnourished than female children (Zimbabwe Demplgi@and Health Survey, 2007: 167).
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2.2 Conceptual and theoretical framework

This study will be based on the on the frameworkctauld health and mortality by Mosley and

Chen (1984). Mosley and Chen acknowledge that ahibdtality and morbidity are influenced

by underlying factors, both socio-economic and dgaial that operates through proximate
determinants (Mosley and Chen, 1984: 27). Accordmd/iosley and Chen, a key feature of
child survival is the existing collection of proxate determinants that directly persuade
morbidity and mortality risks among children (Mosland Chen, 1984: 27). Among these
determinants is that of maternal factors (Mosley @hen, 1984: 27). In this way, factors such as
domestic violence, would have a detrimental effactthe maternal health of women and thus

impact or influence child survival.

This study will make an amendment to Mosley and rGhé&amework. The maternal factors
identified in the 1984 framework are that of mothexge, parity and birth interval (Mosley and
Chen, 1984:32). This is of course important to cchslurvival studies; however this study
proposes that domestic violence be incorporatec asaternal factor that influences child

morbidity and mortality.

Mosley and Chen (1984) acknowledge the importarfcetlwer distal factors such as social
relations, human and environmental hazards and rgpbg factors as well as other
socioeconomic factors such as injury, nutrientaeficy and personal illness control. However
this study will focus exclusively on the socioecomo condition of maternal factors, and in

particular, domestic violence, and all other fasteill be assumed to be constant in Zimbabwe.

Thus since nature of this research is to evalua¢eimpact of domestic violence on child
survival, it is important to examine possible meand avenues of adapting existing frameworks
to incorporate domestic violence variables. Ithast here suggested that the Mosley and Chen
framework be adapted to include domestic violenseaa important maternal factor in

determining child health outcomes.




Figure 1. Adapted Framework for the study of domest violence and child health

outcomes: (Mosley and Chen, 1984)
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2.3 Conclusion

The literature discussed in this chapter displagearch on the topics of child mortality, child

health and domestic violence as independent afesiady.

Generally, studies concerning child mortality haaeplored trends, levels, age patterns and
contributory factors. Such factors including houddhcomposition, shows that contributors to
child mortality are explainable at a demographielesuch as whether or not there is a female
living with the children (Sear, et.al, 2002). Spiecio Zimbabwe, studies have shown that child
mortality is largely attributed to endogenous fastQUNGA, 2006). This proves that child
mortality is related to their mother’s health anélivbeing. As a result of findings such as these,

as among others, policy and initiatives have becameeeasingly important and prominent




worldwide. For example the Millennium Developmenta® have specifically addressed the
need for an international reduction in child matya]WHO, 2008).

Domestic violence literature shows that there igrevalence of physical violence worldwide
(Institut Nationale de Sante Publique, 2005; Ralli©’Campo, 2004 and UNICEF, 2000). The
literature also shows that the area of domestidenae and reproductive health has been
addressed. In particular, Ahmed, et.al (2006) fotlnad unwanted pregnancy and the inability to

adopt contraception are both associated with phlygiolence experiences.

The literature was able to identify a study thadradses the relationship between child mortality
and domestic violence. The study, by Asling — Monamd others (1999), is of particular
importance to this study as it addresses child igainin the context of physical violence
experiences of the mother. In addition, similathis study, Asling — Monemi and others (1999)

did not address the impact or occurrence of chiltsa as a possible cause of death.

Explanation of child nutrition indicators is alséfeved in this chapter. The three malnutrition
indicators of stunting, wasting and underweight e@laborated on for its significance as child
health measures. From these indicators, studies staawn that malnutrition is a problem in the
developing world (Madise, et.al, 1999 and Zimbaleenographic and Health Survey, 2007).

The conceptual and theoretical framework attemptsadntextualise the relationship between
maternal factors and poor child health outcomessi®o and Chen (1984) developed a
framework for understanding this relationship bawé not included domestic violence as a
possible factor. Hence, given the segregation eflitlerature and the accuracy of the existing
framework, it is the suggestion of this study tHamestic violence be included to the Mosley
and Chen (1984) framework and provides additioeséarch that incorporates these autonomous

variables.
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Chapter 3: Methodology.

3.1. Introduction:

This chapter discusses the methodology of thisystRdference is made to the data source, study

population and variables used in the analysis.

3.2 Study Design:
The study is a secondary data analysis of the 2006/ Zimbabwe Demographic and Health

Survey (ZDHS) datasets of abused women and childrenare under-five years old. The ZDHS

has been chosen as it is representative of thergoasma whole.

3.2.1 The 2005/2006 ZDHS

The 2005-2006 ZDHS is one of a series of surveyteriaken by the Central Statistics Office
(CSO) as a part of the Zimbabwe National HouseBailovey Capability Programme (ZNHSCP)
and the worldwide measure DHS Program. Financthfai the 2005-2006 ZDHS was provided
by the national government , the United State Agefor International Development

(USAID)and the US Presidents Emergency Plans fafsARelief (PEPFAR) among other
international organisations. Zimbabwe was stratifiby its 10 Provinces (Manicaland,
Mashonaland Central, Mashonaland East, MashonaldMdst, Matabeleland North,

Matabeleland South, Midlands, Masvingo, Harare d&dawayo). The sampling frame

employed was the 2002 Zimbabwe Master Sample (ZN18&2eloped after the 2002 population
census by the CSO.

Each of the provinces, except Bulawayo and Hanaeze divided into four strata according to

the land use (commercial, large-scale commerciahifeg, urban and semi-urban areas and
resettlement areas). For Harare and Bulawayo omigrustratum was formed. Thus there was
the total of 34 strata. In total there were 1 28Qreerations areas selected with the probability
proportional to the size (PSS), the size beingnilmaber of households enumerated in the 2002
census. The selection of enumeration areas wastansgtic, one — stage operation carried out

independently for each of the 34 strata. A totadl@800 households were selected.
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3.2.2 Study population

The population of interest in this study is abugadbabwean women who have children. To be
more precise, the study includes Zimbabwean womésrmiiewed for the domestic violence
module, who have children that, at the time of therview, were under- five years old.
Furthermore these women were either formally mdroiein a cohabiting relationship at the time
of the interview process. The marital status oséheomen will not be regarded as important
inclusion criteria for this study as domestic viate does not only occur in marital unions. Thus,
women who are married as well as those considerdx tin heterosexual relationships will be

used in the analyses.

The study is however, restricted to women in tha@a who have experienced only physical
violence. That is, the occurrences of emotional/enbal abuse and sexual abuse will not be
included in this study. The reason for this is @#tough it is not doubted that the latter forrhs o

abuse cause health and psychological problemshéabused women, it is not the purpose of
this study to research the effects of abuse on woffiee focus of this research is to study the
effects of domestic violence on the health outconfeshildren and the only way in which it is

possible to do so with the available data, is ® pisysical forms of violence on women by their

intimate partners.

3.2.3 Sample Size

The sample used in this study is all women who vgetected and participated in the Domestic
Violence module of the ZDHS questionnaire. A tai?,152 women participated in this module
and all these women have been included in thisystalthough not all experiences were of
physical violence. Those pertaining to emotionahiy abuse other than physical were screened
and dropped. In addition, the children of these womere included in this study. The children
were identified through matching the “caseid” nunsbie the women’s questionnaire, with those
in the household data set, where the children'srmétion was identified. A third data set, the
Child Nutrition data set specifically compiled ugilVHO reference population standards, was
then used to add child nutrition data to the samfthe nutritional information of the children of
the respondents was matched using “hwhhid” numizers the “caseid” numbers of the

respondents. Through matching the observationkisnway, it is ensured that only the relevant

22

——
| S—



respondents, those who participated in the modudetlaeir offspring, constituted the sample of

this study. Thus a sample of 2, 634 under-fivedtbih were identified for this sample.

3.2.4 Questionnaire design

The ZDHS made use of 3 separate questionnairesouaehold questionnaire, a women’s

guestionnaire and a man’s questionnaire. Thesetigoraires are an adaptation of the DHS
Model questionnaire which consist of 2 models amded to reflect the population and health

issues that are relevant to the country. In aduittbere were three language variations of the

guestionnaires: Shona, Ndebele and English.

The household questionnaire collected some ba$scniation on the characteristics of each
person listed, including age, sex and survivalustabtf children under-18 years old. This
guestionnaire also recorded the height, weight Baemoglobin measurements for children
under 5 years old. This latter information was thieed to produce the Child Nutrition data set

that uses anthropometric measures according toréduefined WHO standards.

The women’s questionnaire was used to collect métion from all women aged 15-49 years.
Some of the topics asked were background charsitsti including education and residential
history, medical care (antenatal, delivery and patst) and domestic violence experience.

In this study, the household questionnaire proviggdrmation concerning births, deaths and
nutritional status of under five-children in order determine child health outcomes. The
women’s questionnaire provided information conaggnihe socioeconomic, demographic and
domestic violence characteristics of the resporsdantorder to determine predictor factors of
poor health outcomes.

3.2.5 Training and Field Work

In April, CSO staff and a variety of professionfiism non-governmental organisations, donor
organisations and government ministries particghaea three-day training of trainer’'s course.
The first pre-test of the survey was conducted wefd and surrounding areas by 16 qualified
practitioners and included approximately 200 hook#h Following this there was a debriefing
session in order to modify the questionnaires atingrto the results and feedback of the pre-

test.
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Training for the interviewers took place in mid 308nd 130 field worker interviewer trainees
underwent a 4-week guidance period. Most of théd fiworkers were trained nurses or
Advanced-Level graduates. The trainees, whose meaioce during the training course was

satisfactory, were selected as interviewers andeimainder were assigned to office operations.

Data collection for the ZDHS took place over a sem®nth period, from August 2005 to

February 2006. There were fourteen interviewingnea total.

3.2.6 Data processing

All questionnaires were returned to the CSO forcpssing. The first stage of the data processing
consisted of office editing, coding of open-endedsiions and data entry. The second stage was
secondary editing of computer identified errors ekhcomprised of checking and resolving
inconsistencies in the data as identified by th#ired programme, which was the software

package CSPro.

The data was processed in two shifts by 21 datey eterks, 2 data editors and 2 data entry
supervisors. To maximise the quality of the datd meduce the secondary editing process, there
was 100% verification (re-entry) of all questiomesi The final data cleaning was completed in
May 2006 and preliminary results were then gendratam the imputed raw data.

3.3 Variables used in the data analysis

3.3.1 Variable Definitions:
The dependent variable that is the variable thasuspected to be influenced by domestic

violence, of this study is negative child healthomumes. These outcomes include:

» Under — five mortalitythis is death anytime between birth and five gedrage. That is,

0 — 5 years old. It includes infant mortality.

» Child Nutritional StatusThis involves the use of anthropometric indicatavhich is the

basic measure of the age, height and weight oflidnl Three anthropometric indicators

will be used and measured as standard scores (@s$co

0 Stunting This indicates past or chronic under-nutrition.
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0 Wasting This indicates current or acute under-nutrition.
o Underweight This is a composite index of both of the above.

3.3.2 Independent variables:
The background characteristics in Table 1, includdls variables that provide a better
demographic background of the women who particgbatehis module. The variable of race or

ethnicity was not collected in the survey and isstexcluded in this analysis.

Table 1 shows all the predictor variables that w# used in this study. The variables are
segregated into socioeconomic characteristics, deapbic characteristics and physical violence

characteristics.

LE 13

The variables “age of the respondent at first bjrthighest education level”, “occupation” and
“type of residence” is used as indicators of saonomic status. That is, women who were
teenagers at first birth, rural residence, littteno education and unskilled manual labour are

considered as indicators of low socio-economiaistat

The variable “age of the respondent” is demographdicator included as an explanatory

variable. This variable aids in describing the skengb women who participated in the study.

The variable “marital status” refers to the typedomestic relationship that the respondent is in.
With regard to region, Zimbabwe’s ten provinceseavgrouped into seven regions or provinces.
In particular, the three Mashonaland provinces (Magland Central, Mashonaland East and
Mashonaland West) were grouped into the singlegcayeof “Mashonaland”. Likewise, the two

regions of Matabeleland (Matabeleland North andaldeleland South) were also combined to

form one variable.

The variable “number of household members” referthé number of individuals residing in the
home of the resident at the time of the interviewd & useful in this analysis as it indicates
among how many individuals’ resources are beingeshalhe Zimbabwe Demographic and
Health Survey (2007) found that the average houdetine in the 2005 -2006 period was 4.6
members (Zimbabwe Demographic and Health Surved7:2201). For this reason the variable of
“number of household members” has been split imdoskholds with less than five members,

“<5”, and households with more than five memberdjdated by the category “>5".
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The “Religion” variable was comprised of three gatges. The Roman Catholic faith is by far
the predominant religion in Zimbabwe with an appmete 1,110,000 Zimbabweans being of
this faith (International Religious Freedom Rep@®05). All other Christian denominations
were combined with members of traditional, Muslind ather faiths, as well as respondents who

answered that they have no religious affiliatioficion the “Other” category.

Table 1 Variables used and their definitions.

Variables: Definition:
Socioeconomic:
Age of the respondent at first birth < 19 years old
> 19 years old
Highest educational level No education
Primary
Secondary
Occupation Not working
Working
Type of residence Urban
Rural
Demographic:
Age of the respondent <27 years old
>27 years old
Marital Status Married
Living together
Number of household members <5
>5
Region Manicaland
Mashonaland
Matebeleland
Midlands
Masvingo
Harare
Bulawayo
Religion Roman catholic
Other

Physical Violence:
Domestic Violence Spouse ever pushed, shook owthemmething
Spouse ever slapped

Spouse ever punched

Spouse ever attempt to strangle or burn

Spouse ever attacked with a knife, gun or otresapeon.

Hit during pregnancy No
Yes

Physically forced sex when not

wanted No
Yes

26

——
| S—



Table 1 also displays the domestic violence vagiabhis variable was created to incorporate 5
types of physical violence perpetrated by spoubks.different types of physical violence were
extracted from the 2005-2006 ZDHS Domestic Violemzelule.

The respondent’s answers to these questions haredoeled into binary (yes or no) variables.
That is, the respondents who, in the questionnamswered “no” and “not at all” were coded as
“No” and those who answered “sometimes” and “ofterére coded as “Yes”. This was then

merged into the one variable, “Domestic Violence”.

The next variable was if the respondent was eveldhiing pregnancy by her spouse. The
variable “hit during pregnancy” is included in thissearch because firstly, it would affect the
endogenous development of the foetus as well asgbeatal survival of the child. Secondly it

establishes a course of experience or a persar@idref history of violence for the respondents.

The last physical violence variable is related toygically being forced to have sexual

intercourse by a husband when not wanted.

3.3.3 Dependent variables:

There are two main outcome variables, whether #spandent’s child is alive or not and

whether the respondent’s child is considered hgatthnot. The children of interest in this

section are firstly children of the respondentsyamd secondly are five years old or younger.
The data for the malnutrition indicators of stugtinvasting and underweight, were collected
from the ZDHS 2005- 2006, where independent arglydi these indicators was already
conducted according to the WHO Reference Populabgrthe ZDHS. This analysis was done
on a sample of 5,353 under-five children in ZimbabWowever for this study only the children

of the respondents were isolated and used. Howéwetthis analysis only 1,793 under-five

children have been used.
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Table 2 Child health outcomes including malnutrition and mortality variables

Variables: Definition:
Stunting Not Stunted
Stunted
Wasting Not Wasted
Wasted
Underweight Not Underweight
Underweight
Child Survival Alive (yes)
Dead (no)

The variable “Stunting” refers to the anthroponeeindicator of height-for-age that is a measure
of linear growth in under-five year old childrehchildren do not meet the standard or reference
score for this measure they are considered to rgest which reflects a cumulative effect of

chronic malnutrition. If a child has a Z-score @ldw -2 standard deviations from the median

reference population they are considered stunted.

The variable “Wasting” refers to the anthropomeindicator of weight-for-height that is a

measure of the current nutritional status of urfoer-children. Z-scores that are below -2
standard deviations from the reference populatmoresfor this variable are considered to be
wasted which reflects recent or acute malnutritibn.addition, wasting represents receiving
inadequate nutrition in the period immediately paing the interview or survey. As such, it is
possible that there are seasonal variations inimgagt under-five year old children. However,

severe wasting, which is a Z-score of below -3 ddath deviations from the reference, is closely

linked to higher mortality risks in children.

The variable “Underweight” refers to a compositdex for both of the previous indicators. This
indicator is thus a representation of underweigiiilcen. This indicator is a general indicator of

a population’s nutritional health and is used taitay nutrition over long periods of time.

Therefore the variable “Stunting” refers to the gheifor-age scores and the category “not
stunted” is comprised of all Z-scores that aresdme as or higher than the standard deviation of
the reference population. Thus the category “stiintecomprised of all z-scores that are below

the standard deviation of the reference populatsamilarly the variable “Wasting” refers to the
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weight-for-height score and the category “not wadstonsists of all Z-scores that are the same
as or higher than the standard deviation of thereeice population. The category “wasted” is
comprised of all z-scores that are below the st@hdigviation of the reference population.
Finally the variable “Underweight” refers to the iglat-for-age category. The category “not
underweight” consists of all Z-scores that aresddume as or higher than the standard deviation of
the reference population. The category “underwgighcomprised of all z-scores that are below
the standard deviation of the reference populatiorthis part of the analysis, all observations
that were flagged or reported as being out of pikdeisimits were excluded from the analysis so

as to retain binary outcome variables.

The variable “Child Survival” refers to whether ot the child of the respondent was alive at
the time of the interview. This variable is a simgbinary outcome variable and is thus
categorised as “alive” or “yes” for children who neealive at the time of the interview. In

addition the category of “dead” or “no” is for affien who were not alive at the time of the

interview.

3.4 Hypotheses

The hypotheses to be tested in this study are:

Ho: There is a relationship between domestic violesucg negative child health outcomes in

Zimbabwe.

HA: There is no relationship between domestic violeso# negative child health outcomes in

Zimbabwe.

3.5 Ethical Considerations

This study is a secondary analysis of pre-existiag. No personal information or names of the

respondents has been disclosed in the datasetlonymity is guaranteed.

3.6 Data Management
The 2005 — 2006 ZDHS data was downloaded from teend&raphic and Health Survey

website. The data was presented in STATA format @GRATA version 9 has been used for
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analysis. From each of the three downloaded dasa seusehold, women’s and child nutrition
status, variables considered to be relevant tosthidy were identified, extracted and merged into

one data set.

There were a total of 2,152 observations for redpats to the Domestic Violence module who
have reported abuse from their partners. For somthe variables there were incomplete
observations. This is due to the respondent’srgjdtiat they were unsure how to respond or
they omitted the question completely. However, rirggority of the questions, over 95%, were

complete.

3.7 Data Analysis

The variables that will be used in this researchlva analysed in three stages. The first stage is
a univariate analysis of the variables. This isduse summarise the variables as it has been
grouped together in the previous section. Thathis,independent variables of socioeconomic,
demographic and physical violence characteristiddo& summarised in those groups. The same
summaries for the dependent variables will be pledi This will be displayed as a series of

frequency tables and discussion.

The second stage is bivariate analysis of the bias$a This was done to examine the association
between the independent socioeconomic, demographigsical violence and the dependent
variables of whether the child is not alive and riléritional status of living children. In order to
examine such an association, adjusted odds rawos wollected and displayed to explain the
likelihood of negative child health outcomes ocmgr Thus all poor outcome variables were
coded as 1 and positive outcomes such as not diumb¢ wasted, not underweight and child

survival were coded as 0.

The final stage of the analysishiat of multivariate analysis. The logistic regieas
model is being used in this study because the mdcwariables are dichotomous or binary.
Furthermore the outcome variable for this stagar@lysis is the negative or poor child health
outcomes. Thus if the child is stunted, wasted,eandight and / or dead (mortality) they have
been coded as 0 and the converse statuses wer@ @sde This ensures that only the negative
values are used in the model. Logistic regressias used for each of the independent variables

that are significant by each binary, dependentatdei Then a combined model of all the

( 1
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independent variables by each dependent variabke wgad. The basic logistic regression

equation is:
Li = a + BaXyi + BoXoi + ...+ BrXyi
Where: . = dependent variables
a = constant
Bk = regression coefficients

X =independent variables
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Chapter 4: Results.

4.1 Characteristics of the respondents:

Univariate analysis of the 2005- 2006 ZDHS dataféonale respondents who participated in the
Domestic Violence module of the questionnaire warsdacted for this section of the study. The
analysis produced the following results with refexe to their socioeconomic, demographic and

physical violence characteristics.

Table 3.Characteristics of abused women in relatiaghips who had given birth or are
currently pregnant, ZDHS 2005 — 2006.

Characteristic Frequency | Percentage
Socioeconomic:
Age of the respondent at first birth

<19 1,248 61.72
>=19 774 38.28
Total 2,022 100
Mean = 19.07

Highest educational level

No education 86 4.25
Primary 822 40.65
Secondary + 1,114 55.09
Total 2,022 100
Employment Status *

Not working 1,181 58.49
Working 838 41.51
Total 2,019 100
Type of residence

Urban 619 28.76
Rural 1,533 71.24
Total 2,152 100

Demographic:

Age of the respondent

<27 1,093 54.06
> =27 929 45.94
Total 2,022 100
Mean = 27.64

Marital Status

Married 2,112 98.14
Living together 40 1.86
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Total 2,152 100
Number of household members*

<5 1,591 78.68
>5 431 21.32
Total 2,022 100
Mean = 5.58

Region*

Manicaland 20¢ 10.34
Mashonaland 640 31.65
Matebeleland 250 12.36
Midlands 311 15.38
Masvingo 234 11.57
Harare 242 11.97
Bulawayo 136 6.73
Total 2,022 100
Religion*

Roman catholic 185 9.15
Other 1,837 90.85
Total 2,022 100
Physical Violence

Domestic Violence

No 1,372 63.75
Yes 780 36.25
Total 2,152 100
Hit during Pregnancy**

No 599 76.8
Yes 181 23.2
Total 780 100
Physically forced sex*

No 1,717 85.72
Yes 286 14.28
Total 2,003 100

*Some respondents did not provide answers.
** Erequencies and percentages based solely oreimmndents who had experienced domestic violence.

In Table 3 it is seen that the mean age of theoredgnts in this study is 27.64 years old. More

than half of the respondents (54.06%) are less #Tapears old but have at least one child. In

addition, 45.94% of the respondents are older #Yayears old.

The demographic variables in the table also shat 98.14% of the respondents are married.
The respondents were questioned regarding how maumsehold members they have living with
them. The highest percentage is shown for housshwith less than five members (78.68%).
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This finding is consistent with the Zimbabwe Dernaggric and Health Survey (2007) report that
found the average household size to be five memberaddition, Table 3 shows that few

households report to have more than five membdr8226).

It is evident that most of the respondents in shigly reside in the Mashonaland region (31.65%)
of Zimbabwe. This region is comprised of Mashondla@entral, Mashonaland East and

Mashonaland West. The region with the lease nundberespondents is that of Bulawayo

(6.73%). However, these findings suggest that #spandents per region are almost evenly
distributed considering the regions with more resj@mts are groups of provinces combined into
one, such as Mashonaland and Matebeleland.

With regard to religious affiliations, 90.85% ofethespondents are from other Christian faiths,
traditional faiths, Muslims or other religions. T9.15% of the respondents are Roman
Catholics. Traditional faiths, Islam and all Chiast denominations, including Catholicism, do
not endorse the practice of cohabitation between amel women; therefore the higher marriage

percentage that is demonstrated in this table besgrarfectly understandable.

It is evident from Table 3 that physical abuse bgpmuse is occurring in Zimbabwe. The
“domestic violence” variable in the table showsttiwvamen are experiencing physical abuse of
various types by their husbands and partners. able shows that 36.25% of the respondents
had experienced physical violence in their relaiops at the time of the interview. Of the
women who had reported physical abuse, 23.2% on tfeported having experienced being hit

by their spouse during pregnancy.

The final physical violence characteristic showat th4.28% of the women who had reported
abuse had been physically forced to have sex hyspeuse. This form of physical violence is

related to unwanted and unplanned pregnancy tleeseto care of the infant once it is born.
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Table 4.Among the women, percentage who reported abe by their partners, by type of

abuse and child health outcomes

Type and Act of Abuse No Yes

Physical Violence

Pushed 89.42 10.59
Slapped 76.14 23.86
Punched 89.1 10.9
Strangle or Burn 93.01 6.99
Attack with weapon 98.45 1.55
Sexual violence

Physically forced sex 85.72 14.27
Child Health Outcomes

Child Alive 6.03 93.97
Stunted 7.7 92.3
Wasted 53.37 46.63
Underweight 26.0% 73.95

Table 4 shows that the commonest type of physicdénce experienced by the respondents is
being slapped (23.86%). The least frequent typeiaénce is being attacked with a gun, knife
or any other weapon by their spouse (1.55%). Therdiypes of physical abuse are experienced

by approximately 10% or less of the respondentsabristill occurring.

The table also shows that sexual abuse is occuni@ggnbabwe. The respondents were asked if
they were physically forced to have sexual intersewhen they did not want to and 14.27% of
them answered “yes”. This suggests that rape imdaglace within marital and cohabiting

relationships. In addition, sexual abuse is assediaith unplanned and unwanted pregnancy.

With regard to child health outcomes, the issuenafnutrition is indicated by stunting, wasting
and underweight measures. The table shows thatastemajority of the respondent’s children
are stunted (92.3%), fewer than half are wasted6886) and most are underweight (73.95%).
These indicators are of importance to this studgabse it highlights poor care of under-five
children in Zimbabwe that will most likely lead maortality in the future.

With regard to under-five child mortality, 93.97%tbe respondent’s children were alive at the
time of the interview. Thus the overall under-fisl@ld mortality frequencies among physically

abused women in Zimbabwe are low, despite malmrlevels being so high.
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4.2 Bivariate analysis

In order to investigate if the respondent’s socomenic, demographic and physical violence
characteristics are related to poor child healtkcaues, bivariate analysis was carried out.
Bivariate logistic regression was conducted to destrate the individual relationships of age at
first birth, educational level, occupation, typeresidence, age of the respondent, marital status,
region, religion, domestic violence, hit during gmency and the experience of sexual violence.
By using the unadjusted odds ratio statistic, tkelihood of an event, in this case, a negative
child health outcome, occurring is assessed. Tlyative child health outcomes are stunting,

wasting, underweight and child death.

Table 5 displays the odds ratios for each negatiaénutrition indicator respectively with the
selected characteristics of the respondents. Tanpé#ge table shows that women who had
experienced their first birth when they were olttean 19 years are less likely to have stunted
under-five children. With an unadjusted odds rati®.88, women who had given birth for the
first time after the age of 19 years are less yikel have wasted children. Similarly, the same
women are less likely to have the underweight doordioccur in their children, as the
unadjusted odds ratio for this is 0.81.

The table shows that primary education is relatétl mcreased odds of stunting, wasting and
underweight in under- five children of the respamde In addition, secondary education and
higher is associated with decreased odds of synivasting and underweight conditions. This
find is similar to that of the under-five child mality finding that showed as educational level
increases so too do the odds of child survivalthis case as a woman’s educational level

increases, the odds of her children being malnbedsn any way decreases.

With regard to employment status, employed or “wagk respondents are less likely to have
stunted (0.83), wasted (0.92) and / or underwdi@i®?2) under- five children.

Rural residence does not increase the odds ofiisgyintasting and underweight in under — five
children. Table 5 shows that rural residence io@ated with decreased odds of stunting
occurring with an unadjusted odds ratio of 0.72.atidition, the unadjusted odds ratios for
wasting and underweight, both being 0.98 showsithatless likely to occur to children of the

respondents.
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Table 5.Bivariate Odds Ratios between child surviaand selected characteristics of abused

women
Child

Characteristic Stunting Wasting Underweight Mortality
Socioeconomic:
Age of the respondent at first birth
<19 R.C R.C R.C R.C
>=19 0.87* 0.88* 0.81* 1.19*
Highest educational level
No education R.C R.C R.C R.C
Primary 1.16* 1.06 0.67* 1.73
Secondary + 0.89 0.91* 0.60* 2.02
Employment Status
Not working R.C R.C R.C R.C
Working 0.83* 0.92* 0.92* 0.99*
Type of residence
Urban R.C R.C R.C R.C
Rural 0.72* 0.98* 0.98* 0.69
Demographic:
Age of the respondent
<27 R.C R.C R.C R.C
> =27 0.92* 1.00* 1.17 0.84*
Marital Status
Married R.C R.C R.C R.C
Living together 0.93% 0.91* 0.8* 1.19*
Number of household members
<5 R.C R.C R.C R.C
>5 0.93 1.02 1.23 1.00*
Region
Manicaland R.C R.C R.C R.C
Mashonaland 1.09 0.86* 1.08 1.34
Matebeleland 1.37 0.96* 1.18 1.21
Midlands 1.21 0.84* 1.13 1.53
Masvingo 1.03* 1.04 1.41 1.91
Harare 1.28 0.88* 1.08 2.44
Bulawayo 1.82 1.01 1.06 2.04
Religion
Roman catholic R.C R.C R.C R.C
Other 1.02 0.82 0.83 0.5
Physical Violence:
Domestic Violence
No R.C R.C R.C R.C
Yes 0.97* 1.04 0.91* 1.05*
Hit during Pregnancy
No R.C R.C R.C R.C
Yes 1.8* 1.04 151 1.09
Physically forced sex
No R.C R.C R.C R.C
Yes 0.96 1.06* 1.69 0.89*

R.C = Reference Category,*p<0.05, **p<0.01,***varidle dropped from the model.
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For the demographic characteristics, respondents amd older than 27 years, are less likely to
have stunted young children (0.92), but are mdtelyito have underweight young children
(2.17). With regard to wasting, respondents olt@nt27 years have even odds of having this
form of malnutrition occur as the unadjusted odudrin this case in 1.00

Respondents who are in cohabiting or “living togethrelationships are less likely to have
malnourished children. For each malnutrition inthcathe odds ratios are less than the value of

1.00 which signifies reduced odds of stunting, sgsand underweight occurring.

The number of resident household members showgribet than five members are associated
with reduced odds of stunting or chronic malnuiriti(0.93). This finding suggests that more
than five resident members decrease the chanceasadgr — five children of the respondents
being stunted. Conversely, more than five housenodsnbers are associated with increased
odds of wasting or acute malnutrition in under-efichildren (1.02) and the underweight
condition of children (1.23). These findings sugigihat more resident members leads to food
and other nutritional resources being strainedafperiod of time resulting in acute malnutrition

or temporary low weight of young children.

Region of residence shows that stunting is morgyiko occur in all provinces of the country,
without exception. This finding, similar to that ahder-five child mortality, suggests that in
terms of region there is no difference to the lik@bd of stunting occurring. That is, since all
provinces are related to higher odds of stuntinguong, there is no region or area where the
odds are reduced. Table 5 shows that this is lkewue for the underweight condition in under-
five children of the respondents since all of tmadjusted odds ratios values are larger than
1.00.

For wasting, however, the odds of wasting occurnmthe under-five children of respondents is

less likely in the provinces of Mashonaland, Matelaed, Midlands and Harare, since all of

these unadjusted odds ratios have values lessltB@nThe exceptions to this are the regions of
Masvingo (1.04) and Bulawayo (1.01). In these tegions, it is likely that wasting will occur in

the under- five children of the respondents.

With regard to religion, other religious faiths associated with increased odds of stunting in

under- five children (1.02). However, wasting andderweight are less likely to occur to
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respondents of other religious affiliations with adjusted odds ratios of 0.82 and 0.83

respectively.

With regard to physical violence characteristiosmestic violence has a reduced affect on the
likelihood of stunting in under- five children (@.)@and underweight in under- five children
(0.91). This means that with regard to domesttevice there are not increased odds under-five

children being long — term or chronically deprivafchutritional supplements and other foods.

The physical violence characteristic of being hitidg pregnancy by their spouse is associated
with increased odds of stunting (1.02), wastin@4).and underweight (1.51). These findings
suggest that malnutrition of all three types is enlikely to be a result of the mother being hit
during pregnancy. That is, since anthropometriacetdrs (height, weight and age) are only
measured once there is a live birth; the findinigghhese measures are related to or as a result of
violence occurring before delivery. In this waye tfoetus and the mother are affected when a
woman is hit whilst being pregnant. Possible exaims for stunting, wasting and underweight
include pre-term delivery as a result of distress tb the violence and hence low birth-weight of
the infant and / or other endogenous complicatguifered to the foetus as a result of trauma to

the abdominal area of the mother.

Table 5 finally shows that sexual violence reduites odds of stunting in under-five children

(0.96) yet increases the odds of the wasting (1a08) underweight (1.69) conditions. These
findings suggest that sexual violence toward théherodoes not increase the likelihood of
chronic or long- term malnutrition in under- fivaildren, yet it does increase the odds of short

term malnutrition.

The final outcome variable used in Table 5 is negathild survival. That is the table consists of
the unadjusted odds ratios for under-five child tady, the odds of children dying according to
selected characteristics of the respondents. Tompegspondents who had given birth to their
first child after the age of 19 years are moreljike experience under-five child mortality as the
odds for this are 1.19.

Table 5 shows that respondents with primary edocatittainment (1.73) are more likely to
experience under-five child mortality. Respondewith a secondary or higher educational

attainment are less likely to experience under-¢ivéd mortality. Thus there appears to be a link
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between child mortality and educational status.edscational level increases the likelihood of

child mortality decreases.

The socioeconomic indicator of employment statuswshthat working respondents are less
likely to experience under-five child mortality witan unadjusted odds ratio of 0.99. Urban
residence is likewise associated with reduced odd8€9, of the respondent’s children

experiencing under-five mortality.

The demographic characteristics in the table sh@aw tespondents who are older than 27 years
are less likely to experience under-five child rabty as the unadjusted odds ratio is 0.84. In
addition, respondents who are living together iasecthe odds of under-five mortality occurring
among the respondent’s children. Related to tbimesktic situation is the number of residing
household members. Table 5 shows that more thannfiembers produces even odds (1.00) of

under-five mortality occurring.

For region, all of the defined provinces of Zimba&bare associated with increased odds of
under-five child mortality. All of the unadjustedads ratios for this characteristic are higher than
the value of 1.00, thus proving that region of desice increases the likelihood of under-five

mortality among the offspring of the respondents.

The characteristic that addresses religious dibia shows that women of other religious
practices, including traditional and other Christfaiths, are less likely to experience under-five

child mortality with an unadjusted odds ratio B5%®.

For physical violence characteristics, domesticlevioe increases the odds of under-five
mortality (1.05). That is, women experiencing plegsiviolence of any type by their spouses are
more likely to have under-five child mortality oedio their children. Similarly women who are
hit by their husbands during pregnancy are morelyiko experiences under-five mortality
(2.09), according to the findings. However, sexwialence, represented by “physically forced
sex”, shows the converse likelihood. That is, behgsically forced to have sexual intercourse

by a spouse reduces the odds of under-five childaimy occurring among the respondents.
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Chapter 5: Multivariate Analysis of the Associationbetween Domestic
Violence and Child Health Outcomes

5.1 Introduction

This chapter will concentrate on the strength o$oamtions between the respondent’s
background and domestic violence characteristidh whild health outcomes. In doing so, a
better understanding of which variables or charattes are significantly associated within the
logistic regression model is provided.

Initially, stepwise selection was used and varislileat were not significant within the logistic
regression model were eliminated. The predictorabées that do more to explain negative child
health outcomes remain in the model. As such, gmable of “religion” has been removed from

the model for all negative child health outcomes.

Logistic regression analysis has been carriedanulf negative child health outcomes (stunting,
wasting, underweight and under-five mortality) aaldadjusted odds ratios (AOR) have been
produced.
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5.2 Multivariate analysis, displaying odds ratios bvariable clusters by socioeconomic,
demographic and physical violence characteristicsaispectively.

Table 6 shows the multivariate analysis of chareties of the respondents. The characteristics
were examined independently by cluster groupingsocfoeconomic, demographic and physical
violence variables for each negative child healikcome. All of the independent findings are

presented all together in Table 6 but it is nangls model.

To begin, the table shows the odds ratios for megathild health outcomes by various
socioeconomic characteristics of the respondets.fdur socioeconomic characteristics that are
used are that of age at first birth, highest edacat level attainment, employment status and
type of residence. Table 6 shows that respondembswere older than 19 years, when they gave
birth to their first child, are less likely to expence stunting (0.89), wasting (0.87) and
underweight (0.81) un their under-five children.isThinding changes however with regard to
child mortality, where the odds of under-five métyaoccurring actually increases (1.21) in

respondents who gave birth when they were older 19ayears.

It is evident from the table that primary educatincreases the odds of stunting and wasting in
under- five children since both have odds ratio®.88. In addition, the odds of these health
outcomes occurring to women with secondary or higitucational levels is less likely. The
model shows that underweight is less likely to @aouunder- five children of the respondents
with both educational qualifications. Converselyjladd mortality is more likely to occur to
children of the respondents in instances of bothcational attainment levels. That is, the
educational level of the respondents, regardlesstsofevel of attainment, is likely to be
associated with increased child mortality, when eassed with other socioeconomic
characteristics in the model.
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Table 6. Among the women, odds ratios, from multivaate logistic regressions assessing the

association between cluster variables, respectivedynd poor child health outcomes.

Characteristics: Stunting | Wasting | Underweight | Child Mortality
Socioeconomic Variables cluster:

Age of the respondent at first birth

<19 R.C R.C R.C R.C
>=19 0.89* 0.87* 0.81* 1.21
Highest educational level

No education R.C R.C R.C R.C
Primary 1.07* 1.06 0.66 1.71
Secondary + 0.88 0.88* 0.58 1.81
Employment Status

Not working R.C R.C R.C R.C
Working 0.83* 0.92* 0.92* 0.98*
Type of residence

Urban R.C R.C R.C R.C
Rural 0.77* 0.91* 0.93* 0.70*
Demographic variables cluster:

Age of the respondent

<27 R.C R.C R.C R.C
> =27 0.91* 1.00* 1.17 0.84*
Marital Status

Married R.C R.C R.C R.C
Living together 0.82* 0.88* 0.81* 1.09*
Number of household members

<5 R.C R.C R.C R.C
>5 0.94* 1.01 1.23 1.07*
Region

Manicaland R.C R.C R.C R.C
Mashonaland 1.08 0.86* 1.09 1.35*
Matebeleland 1.38 0.96* 1.17 1.21*
Midlands 1.2 0.84* 1.14 1.54*
Masvingo 1.02 1.04 1.42 1.92*
Harare 1.27 0.88* 1.11 2.46
Bulawayo 1.83 1.02 1.12 2.05
Physical Violence variables cluster:

Domestic Violence

No R.C R.C R.C R.C
Yes 1.00* 1.12 0.87* 1.77*
Hit during Pregnancy

No R.C R.C R.C R.C
Yes 1.00** 1.04 1.70 1.12
Physically forced sex

No kk R.C R.C R.C
Yes 0.57* 1.11 2.43

R.C = Reference Category, *p<0.05, **p<0.01,***varable dropped from the model.
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With regard to employment status, as part of thelehavorking respondents are less likely to
experience stunting (0.83), wasting (0.92), undegiae(0.92) and child mortality (0.98) among
their under — five children. These findings sugdkat working mothers are not more susceptible
to poor child health outcomes, when assessed witler socioeconomic characteristics in the
model. Type of place of residence shows similahgt tmalnutrition of any kind and child
mortality is less likely to occur to respondentsowkside in the rural areas of Zimbabwe. This
suggests that in terms of socioeconomic indicatorg] residence does not relate to an increased
likelihood of poor health outcomes of under- fiveldren of the respondents.

Table 6 then shows the odds ratios for negativiel dtealth outcomes by various demographic
characteristics of the respondents. From this évident that respondents who are older than 27
years old are less likely to experience stuntin@i{Pand child mortality (0.84) in their under-
five children. Also respondents who are older tB@ryears have even odds of wasting occurring
in their under-five children, as the adjusted odd® for this is 1.00. The underweight condition
(2.17), however, is more likely to occur in theldhen of the respondents if the respondents are

older than 27 years old.

The marital status of “living together” is assoetwith reduced odds of malnutrition occurring
in the under- five children of the respondents. tTisa stunting (0.82), wasting (0.88) and
underweight (0.81) is less likely to occur to theugg children of respondents who are in
cohabiting relationships when assessed with otleenodraphic variables in the model. The
likelihood of child mortality occurring, howevers iincreased for the women who are in
cohabiting relationships. That is, child mortality more likely to occur to the under- five

children of respondents who are not married.

Stunting is less likely to occur to respondent’sidten if there are more than five resident
household members as the adjusted odds ratio 4sif).®his instance. However, more than five
household members is likely to bring about the matished conditions of wasting (1.01) and
underweight (1.23) in under — five children of lespondents. Child mortality is likewise more
likely to occur in households with more than fivembers as seen in the adjusted odds ratio of
1.07.
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The demographic variable of region of residenceTable 6 shows that all provinces of
Zimbabwe are associated with increased odds oftisturand underweight in under- five
children of the respondents. That is, this findsoggests that there is no province that is related
to higher odds of these conditions occurring. Tabldikewise shows that the regions of
Masvingo (1.04) and Bulawayo (1.02) are the onlg re&gions whereby wasting is more likely
to occur to the under- five children of the respamd. The other regions used in this study are

all associated with reduced or less likely oddwasting occurring in under- five children.

In addition, all of the provinces or regions in Xabwe are associated with higher odds of
under-five child mortality occurring to the childref the respondents. This finding, along with
all the other demographic variables producing iaseel odds of child mortality, suggests that
overall the demographic variables of abused resgrsdcontributes to a higher likelihood of

under-five child mortality occurring among theirildinen.

Table 6 finally shows the odds ratios for negattbhéld health outcomes by various physical
violence characteristics of the respondents. Adngrtb the table, stunting is at even odds of
occurring to children of the respondents if the meotexperienced domestic violence of any type
as the adjusted odds ratio for this is 1.00. Téwediion of being underweight is less likely to
occur to the respondent’s children if the mothes Baperienced domestic violence of any type
with an odds ratio of 0.87. However, Table 6 shtveg wasting (1.12) is more likely to occur to
young children if their mother experienced any foah physical domestic violence. This
suggests that due to the trauma, stress or injamyadiately following the violence, mothers may
be temporarily unable or unfit to provide nutritedrcare for their under- five children. Similarly
the odds of child mortality occurring is increaseyl domestic violence experienced by the
mother of the child as the unadjusted odds ratrothies is 1.77. This finding suggests that
women who are physically harmed by their spousesinable, for any period of time, to ensure

the survival of their young children.

In addition, Table 6 shows that being hit by a sgoduring pregnancy increases the odds of all
malnutrition conditions as well as under-five childortality in the children of the women
experiencing the abuse. These findings suggesb#iag hit during pregnancy is increasingly
dangerous for all child health outcomes as it iases the chances of each of the outcomes

occurring to under- five children. This form of #igal violence is thus of significant importance
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to this study as it highlights a single form of leiace that is capable of producing all of the poor

child health outcomes studied.

Wasting does not become more likely when a chitdégher is physically forced to have sexual
intercourse by her spouse as the adjusted odds faatithis is 0.57. This suggests that sexual
violence does not have any temporary or limitedetieffects on increasing the likelihood of
wasting in under- five children. However, Table Bows that physically forced sexual
intercourse increases the odds of both underweighinder-five children (1.11) and child
mortality (2.43).
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5.3 Multivariate analysis of combined variables o§ocioeconomic, demographic and
physical violence characteristics.
Table 7 is a combined model of all selected soanemic, demographic and physical violence

characteristics of the respondents and negativeé bbalth outcomes. For this section, each child
health outcome will be discussed with regard torélationship to each of the characteristics.
Thus the table presents all of the findings togetral in this case it does signify a combined

model.

To begin, the model shows that stunting (0.57)ess llikely to occur to respondents who had
given birth to their first child when older than $8ars. In addition, stunting is more likely to
occur in the under-five children if the mother espondent has only a primary education (1.09),
but less likely to occur if she has a secondarhigher educational attainment level (0.89).
Working respondents and rural residing respondarddess likely to have stunted children as

the adjusted odds ratios for these characterigtE®oth less than 1.00 respectively.

With regard to the demographic variables, respotsdeho are older than 27 years are less likely
to experience stunting (0.80) in their under- fohleldren. Respondents who are living together
(0.43) and respondents who have more than fivedeashousehold members (0.95) are both less
likely to have stunting occur in their under- fiehildren. In terms of place of residence, or
region, respondents residing in the Mashonalandmsdhave even odds of stunting occurring in
their young children, yet respondents in the Mdt&lbhad, Midlands, Harare and Bulawayo
regions are more likely to have stunted young céiild The only region in Zimbabwe that
appears to be associated with reduced odds ofirgguistthat of the respondents residing in the

Masvingo province with an adjusted odds ratio 6B0n this area.

The physical violence characteristics of this mgatelve that domestic violence experienced by
the respondent increases the odds of stuntingem tinder-five children as the adjusted odds
ratio for this is 1.15. Similarly, a respondentrigehit during pregnancy by her spouse increases

the likelihood of stunting occurring in their youogildren.
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Table 7. Among the women, odds ratios, from multivaate logistic regressions assessing the

association between socioeconomic, demographic aplaysical violence characteristics and

child health outcomes.

Characteristic Stunting Wasting Underweight Child Mortality
Socioeconomic:

Age of the respondent at first birth

<19 R.C R.C R.C R.C
>=19 0.57* 1.01 0.72* 1.36
Highest educational level

No education R.C R.C R.C R.C
Primary 1.09 1.13 1.03 0.82*
Secondary + 0.89* 0.93* 0.94* 0.75*
Employment Status

Not working R.C R.C R.C R.C
Working 0.46* 1.02 1.13 0.87
Type of residence

Urban R.C R.C R.C R.C
Rural 0.19* 0.64* 0.62* 2.29
Demographic:

Age of the respondent

<27 R.C R.C R.C R.C
> =27 0.80* 1.14 1.34 0.66*
Marital Status

Married R.C R.C R.C R.C
Living together 0.43* 0.77* 0.95* 1
Number of household members

<5 R.C R.C R.C R.C
>5 0.95* 1.26 1.43 0.77*
Region

Manicaland R.C R.C R.C R.C
Mashonaland 1.00* 1.02 1.4 0.58*
Matebeleland 1.86 1.02 1.63 0.49*
Midlands 1.55 0.72* 1.19 2.95
Masvingo 0.59* 1.39 1.78 1.21
Harare 1.33 0.87* 1.2 4.09
Bulawayo 1.42 0.76* 1.04 1.49
Physical Violence:

Domestic Violence

No R.C R.C R.C R.C
Yes 1.15 1.18 0.90* 0.68*
Hit during Pregnancy

No R.C R.C R.C R.C
Yes 1.24 1.00* 1.66 1.26
Physically forced sex

No R.C R.C R.C R.C
Yes ek 0.50* 0.98* 3.41

R.C = Reference Category,*p<0.05, **p<0.01,***varidle dropped from the model.
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Secondly, with regard to wasting, respondents watbdiven birth to their first child when they
were younger than 19, are more likely to have whgteing children (1.01). Respondents who
have a primary education (1.13) and respondentsamavorking (1.02) are more likely to have
wasting occur in their under — five children. Corsady, respondents with a secondary education
or higher (0.93) and those residing in rural af@a84) are less likely to have wasting occur in

their children.

In terms of demographic characteristics, women ateolder than 27 years are more likely to
have wasted (1.14) under-five children. Respondevtt® are living together or cohabiting, are
less likely to have wasted under-five childrentesadjusted odds ratio for this is 0.77. However,
more than five resident household members (1.26)aasociated with increasing the odds of

wasting in under-five children.

With regard to region, Midlands (0.72), Harare {).8nd Bulawayo (0.76) are associated with
reduced odds of wasting occurring in the youngdchit of the respondents. Conversely, the
Mashonaland (1.02), Matabeleland (1.02) and Masviig39) are all associated with increased

odds of wasting in under- five children.

The physical violence characteristics in the madews that domestic violence experienced by
respondents increases the odds of wasting witllpgsted odds ratio of 1.18. Table 7 also shows
that being hit during pregnancy (1.00) producesienaids of wasting occurring in the under-five
children of the respondents. Finally being phys$yctdrced to have sexual intercourse reduces
the likelihood of wasting occurring among youngldten.

For the poor health outcome of being underweigtgpondents who had given birth to their first
child when older than 19 years are less likelyawehthis malnourished condition occur in their
children as the adjusted odds ratio is 0.72. Redgats with primary education alone (1.03) and
respondents who are employed (1.13) are more likkelyave the underweight condition appear
in their under-five children. Respondents with setayy or higher education (0.94) and
respondents who reside in rural areas (0.62) aselileely to have underweight children.

The demographic characteristics in the table pthaethe underweight (1.34) condition is more
likely to occur to women who are older than 27 geald. In addition, the status of living

together or cohabitation reduces the odds of thaéemweight condition occurring with an
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adjusted odds ratio of 0.95. The other demograpghigracteristics, that of more than five
household members and the various provinces of @ik all increase the odds of the
underweight condition occurring in the under- fisk@ldren of the respondents, as seen by the
respective adjusted odds ratios that are all ablm&alue of 1.00.

With regard to the physical violence characterssti;espondents experiencing any form of
physical domestic violence (0.90), as well as thespondents who have been sexually abused
by their partners (0.98) are less likely to hawe timderweight condition occur in their children.
However, being hit during pregnancy increases ti#s of the underweight condition occurring
in the young children of the respondents.

Finally, respondents who had given birth to thestfchild when older than 19 years are more
likely to experience under-five child mortality 86). Following this, primary, secondary and
higher educational attainment levels of the respatglall reduce the odds of under-five child
mortality occurring to their children. Rural resmbe, however, increases the odds of child
mortality occurring to the under-five children d¢fetrespondents, as the adjusted odds ratio for
this is 2.29.

With regard to demographic variables, under-fiviéddchortality (0.66) is less likely to occur to
women who are older than 27 years. The maritalistat living together produces even odds of
under-five child mortality occurring to the offspg of the respondents. The demographic
characteristic of household size shows that mame tive residents reduce the odds of under-five
child mortality occurring with an adjusted oddsioatf 0.77. For province of residence, two of
the seven provinces reduce the likelihood of urider- mortality occurring, namely
Mashonaland (0.58) and Matabeleland (0.49). Theamsimg regions in the model show
increased odds of child mortality occurring to dédren of the respondents.

For physical violence characteristics, respondetis experience domestic violence of any kind
have equal chances of having child mortality amémgr young children relative to others.
However, respondents who are hit during their paegy (1.26) and respondents who have been
physically forced to have sexual intercourse byrtegouse (3.41) are more likely to experience

under-five child mortality.
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In terms of findings, the cluster analysis (tabjesbows findings that are diverse depending on

which variable is in question. That is, for examptlee socioeconomic cluster alone shows

increased odds of child mortality per educatioreadel attainment. In table 7, the combined

model, the odds are based on all variables angusbthe socioeconomic variables. Hence the

findings here incorporate all the characteristitshe abused women and it is seen that, for

example, educational level decreases the oddsilof wtortality in under- five children. The

inverse of this can also be seen between the twaelmoFor example, in Table 6, it is seen that

the odds of wasting in under-five children, to @sgents who are aged 19 years and older is

lower, however, in the Table 7, the odds are higher

Table 8. Among the women, odds ratios, from multivaate logistic regressions and

bivariate logistic regressions, in associating diéfrentials between physical violence

characteristics and child health outcomes.

Characteristic Stunting Wasting Underweight Child mortality
Physical Multi Biv Multi Multi Multi
Violence: BivOR | AOR |OR AOR |BivOR |AOR |[BivOR |AOR
Domestic Violence| 0.97 1.00* | 1.04*| 1.12 0.91 0.87f 1.05 1.77
Hit during

Pregnancy 1.8 1.00** | 1.04*| 1.04* 1.51* 1.70* 1.09 1.12%
Physically forced

sex 0.96* 1.06 | 057%| 1.69* | 1.11 0.89 2.43

*p<0.05, **p<0.01, ***variable dropped from the model.

Table 8 is a comparison table highlighting the bate adjusted odds ratios and multivariate

unadjusted odds ratios for negative child healttcmues by physical violence variables. The

multivariate values displayed in this table are tifdhe independent analysis as seen in Table 6.

The table shows a difference between the bivapdis ratio and multivariate odds ratio for

stunting in under-five children if their mother haxperienced domestic violence. According to

the bivariate finding, respondents are less likelynave stunting occur to their children (0.97),

but the multivariate finding shows that these alildhave even odd of being stunted (1.00) if

their mothers experience domestic violence. In taudi if their mothers are hit during

pregnancy, the bivariate odds ratio shows that ttt@ldren are more likely to be stunted (1.8)

whereas the multivariate odds ratio shows that e even odds of stunting occurring. Finally
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the variable of a respondent being physically fdrt® have sexual intercourse by her husband
was dropped from the multivariate model but theabate model shows that under-five children

of these respondents are less likely to becomeest(0.96).

With regard to wasting, both the bivariate and natiate models show that domestic violence
increases the likelihood of this condition occugrim young children, as both findings are
greater than the value of 1.00. In addition, thésodf wasting occurring in the young children of
respondents who are hit during pregnancy is modetla@ odds ratio for both the bivariate and
multivariate models are an identical 1.04. For é&xperience of sexual abuse, the bivariate
finding shows that wasting is more likely to oc€lii06), whereas the multivariate finding shows
that it is less likely (0.57) to occur to thesep@sdents.

For the malnutrition condition of underweight, therre fewer differences in the two models. To
begin, if the mother of the child experienced daiwegolence the bivariate and multivariate
findings are that the underweight condition is Ikssly to occur, with odds ratios of 0.91 and
0.87 respectively. Also both models show that wom#o are hit during their pregnancy are
more likely to have underweight under-five childr&imilarly both the bivariate (1.69) and

multivariate (1.11) findings show that sexual abineeeases the odds of underweight appearing.

Finally for child mortality, both models show thtae odds of child mortality occurring increases
if the child’s mother had experienced domestic enck, as the odds ratios are 1.05 and 1.77
respectively. Similarly if the respondent was hiridg pregnancy by her spouse, the odds of
child mortality occurring are higher in both thevdmiate finding (1.09) and the multivariate
finding (1.12). However, if the respondent is fatde have sexual intercourse with her spouse,
the bivariate finding indicates that the odds oilccimortality occurring is less (0.89) but the
multivariate finding indicates that the odds of enflve child mortality is higher (2.43).
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Chapter 6: Discussion.

The main objective of this study is to examine thlationship between domestic violence and
negative child health outcomes. This study has shihat 36.25% of the Zimbabwean women
who participated in the Domestic Violence modul@enienced physical violence from their
spouse. This finding is similar to studies elsewhar Sub-Saharan Africa that found high
prevalence of domestic violence (Institut NationdéeSante Publique, 2005: 50). The fact that
any type or form of physical violence is occurrisignifies a problem in Zimbabwe and thus

requires attention.

All of the women used in this study have or haddrkn. The ZDHS report shows that women
with children experience more physical violencenthgomen without children (Zimbabwe
Demographic and Health Survey, 2007: 261). Thidysalso found that 92.3% of the under-five
children are stunted, 46.63% are wasted, and 73.86%6underweight. These indicators of
malnutrition are aligned with other findings of kchinutrition in Africa. In a study of six Sub-
Saharan African countries, it was found that a wuwaof all children aged 1-35 months in
Malawi in 1992, Zambia in 1992, Ghana in 1993, N@én 1990 and Tanzania in 1991/2 were
stunted (Madise, et.al, 1999: 335). The same statyd that the weight —for- age scores, which
indicates wasting, deteriorated for children aftesir birth and until their® birthday, thereafter

it stabilized (Madise, et.al, 1999: 335). This wasnd to be true of height- for- age scores as
well as weight-for-height scores (Madise, et.aR2:9335). In Zimbabwe, the Demographic and
Health Survey in 2005/6 found that 29% of all theder-five children measured were stunted,
17% were underweight and 6% were wasted (Zimbabamdgraphic and Health Survey, 2007:
167). It was likewise found that malnutrition aslicated by these scores, increases until the
children’s 24 birthday and decreases from there until th@ibh‘sthday (Zimbabwe Demographic
and Health Survey, 2007: 167). In addition, malddcbn are somewhat more likely to be
malnourished than female children (Zimbabwe Demplgi@and Health Survey, 2007: 167).

The significant findings with regard to this retatship will here be discussed. The significance
of odds ratios is important as it implies that tinelings are true, reliable and the likelihood that

the difference found between groups or variabldéxy ishance alone.
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For wasting, it was found that domestic violencesiincrease the odds of acute malnutrition
occurring in the children of the respondents. Tgathe significant odds ratio of 1.04 for wasting
in this category implies that physical violencetloé mother increases the odds of the children
being malnourished for a temporary or short-tersid his finding can be correlated to a study
that found that stress due to violence has an tefieachild survival (Asling — Monemi, et.al,
1999: 14). Domestic violence affects women’s apitid obtain adequate nutrition, rest and
medical care (Asling — Monemi, et.al, 1999: 14)atidition, domestic violence limits women’s
ability to access resources needed for the headthafachildren (Asling — Monemi, et.al, 1999:
14). These resources may be inaccessible becauserware economically dependent on their

husbands and/ or socially isolated from their feasiand communities.

In addition, this study has found that more thamobisehold members are related to increased
odds of wasting in young children. This finding gagts that more resident members lead to
increased odds of acute malnourishment in childfés could be due to some or all household
members being temporarily unable or out of work &edce resources within the home being
strained and stretched. It could similarly be dué¢hie neglect and / or mistreatment of under —
five children in the home because there are mahgratousehold members, perhaps elderly

constituents that receive more care and attention.

This is related to an abused woman’s ability todfeead provide care for her children. With
regard to being able to access appropriate nutatioare for under-five year old children, two
studies in India found a strong association betwtaenabuse of mothers and their inability to
adequately feed their children. The first studyKarnataka, India found that children of women
who were physically abused received less food tthar children, suggesting that these women
could not negotiate on behalf of their childrenhmMbeir husbands (Ganatra, et.al, 1998: 597).
The second study found that overall the childrenpbjsically abused women was more
malnourished than children of non-abused women @abBloch, et.al, 1993). The experience
of malnutrition in Zimbabwe can thus be paralletedhat of India and broadly speaking it can
be argued that abused Zimbabwean women are urallegbtiate food and care on behalf of

their children.

It is found to be true that respondents who hadeegpced domestic violence are less likely to

have underweight young children, as indicated tgy rifultivariate finding in the model. This
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implies that domestic violence is not associateith &n increase in the likelihood of this form of
malnutrition occurring. That is, in conjunction tvitvarious other characteristics, domestic
violence does not lead to the long-term abilitywadmen to provide nutritional care for their
children. In addition to this, it was found, inghstudy that women who are employed are less
likely to have underweight children. This findingggests that financially independent women
are better able to provide food of nutritious giyalo their young children, which is why there

are reduced odds of long-term malnutrition.

This study found true that domestic violence anddpiit during pregnancy produces even odds
of stunting occurring in under-five children, acdioig to the logistic regression model fitted for

this variable.

Following, the significant odds ratio of 1.04 foasting occurring if the respondent had been hit
during pregnancy implies that there are conseqefarethe children if the mother had been
physically hit prior to giving birth. This findingroved to be true in both the bivariate and
multivariate models fitted for the analysis. Foe @tondition of underweight, the bivariate odds
ratio shows a significant value of 1.51 for theladtan of respondents who had been hit during
pregnancy. This implies that mothers who experighiseform of physical abuse are more likely
to have underweight under-five children. This fertimplies that there is an association between
being hit during pregnancy and the long- term mi@inon of children. Furthermore the
underweight index in the multivariate model, compd as a composite index of stunting and
wasting, thus proving that being hit during pregnais more likely to produce this form of
composite malnutrition. Being hit during pregnarayd the likelihood of the underweight
condition occurring, shows a significant odds radfal.70, according to the logistic regression
findings. Thus the occurrence of being hit durimggmancy has long-term implications for the

respondent’s ability to provide nutritional care fer young offspring.

A univariate finding of this study is that 23.2% Himbabwean women experienced being hit
during pregnancy by their spouse. This occurrescefiparticular importance in research. A
study in Uttar Pradesh, India found that 34% ofsaloduwomen displayed at least one symptom
of gynaecologic morbidity (Stephenson, et.al, 2Q8L). This is a reproductive health issue as it
relates to the transmission of sexually transmittéections and women’s abilities to regulate

their own fertility safely and in a healthy way.
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Experiencing violence while being pregnant has ioapilon for whether or not the pregnancy
will result in a live birth or not (Zimbabwe Demaghic and Health Survey, 2007: 267). A study
conducted on 500 Pakistani women at tertiary caspitals in the Karachi province found that
44% had experienced abuse during their pregnaranyd(Fet.al, 2007: 143).

A study in Haiti showed that over four times moremen die during pregnancy and childbirth in
this region than in Latin America and the Caribbaarna whole (WHO, 2007). In addition, the
neonatal mortality rate in Haiti in 2006 was 34 ttlegper 1,000 live births (WHO, 2006). This
prompted a study by Small and others (2008) todtigate if domestic violence is a possible
contributor to these statistics (Small, et.al, 200&he study found that among 200 pregnant
women, 44% reported experiencing violence in tlkamsdnths preceding the study (Small, et.al,
2008: 229). Of these women 77.8% reported thatewimé came from their intimate partners
(Small, et.al, 2008: 229). The study also foundigniBcant relationship between recent
experiences of violence and increased occurrentépregnancy symptom distress” (Small,
et.al, 2008: 230), which is said to include vagibkgeding, fatigue and heart burn (Small, et.al,
2008: 227).

Ceccuti and Stewart (1993) found that the most comnegion struck during pregnancy is the
abdomen with 63.9% of abused pregnant women beirig this area. Thus this study’s finding
is consistent with a study by Peterson and othE997) that found that the severe blunt trauma
to the abdominal region of pregnant women leadstmus pregnancy outcomes. These include
spontaneous abortion, fetal death, placental almuind fetal injuries. In addition, it has been
suggested that trauma to the abdomen during pregreads to preterm labour which is related
to low birth weight and has malnutrition consequ=ntor young children (Newberger, et al.,
1992). Literature also contends that abuse durnegmancy is related to inadequate child care
(Dietz, et al, 1997). Possible explanations fonstg, wasting and underweight include pre-term
delivery as a result of distress due to the viaeaod hence low birth-weight of the infant and /
or other endogenous complications suffered to dle¢us as a result of trauma to the abdominal
area of the mother.

It is seen that sexual abuse is associated witliceztiodds of wasting in under-five children of
the respondents. This suggests that rape of thbemadbes not have temporary or short-term

malnutrition consequences for their young childifeossible reasons for this could be that due to
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the severity and frequency of the rape, the matiey be temporarily incapable of providing for

her young children.

In addition, the bivariate analysis showed thatuséxabuse decreases the odds of stunting
occurring to under-five children of the respondefitis means that sexual violence or rape does
not increase the odds of long-term or chronic miaithen in under-five children. There exists
very little literature concerning the effects ofxsal abuse of the mother on their children’s
nutritional health outcomes. Reproductive healtidists, however, shows that sexual abuse is
associated with gynaecological problems and advgssegnancy outcomes including
miscarriage, fetal death and low birth weight (WHED08). This later finding is concurrent with
the bivariate odds ratio finding in this study trsltows a significant value of 1.69 for the
underweight children of respondents who had expeeié sexual violence. This implies that
there is an association between rape and the rdspts ability to provide long-term nutritional
care for their offspring. That is, sexual violertmes in fact increase the odds of the underweight

condition in under-five children.

Stephenson, et.al (2006) found that domestic vegdemcluding sexual violence by a spouse,
may influence gynaecologic morbidity which inclugesy/sical trauma (Stephenson, et.al, 2006).
Physical trauma to the mother impacts on her gbtlit regulate her reproductive system.
Physical trauma depending on the severity incag@stwomen for varying lengths of time. This
means she is unable to care for herself and hkrehifor that time. In addition, the intention of
child conception and hence birth has consequerarelsafv that child will be cared for. If the
mother did not want to fall pregnant and have ddc¢lshe would most likely care for the child

less than if the pregnancy was intended.

Any experience of domestic violence, being hit dgrpregnancy and sexual abuse by a spouse
also increases the odds of under-five child mdytahll of the findings in the multivariate model
are significant of this and all are above the valti¢.00. This finding is in accordance with the
Asling- Monemi and others (1999) that found thédtime experiences of any kind of violence
toward the mother is significantly associated wathild mortality. Consistent with studies
conducted elsewhere in Africa, it was found thatiiral areas of Zimbabwe experienced higher
under-five mortality rates than urban areas (Zimmalemographic and Health Survey, 2007:

113). The rural areas endure 72 deaths per 1,080blrths compared to the urban areas that
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experience 64 deaths per 1,000 live births (Zimkmlemographic and Health Survey, 2007:
113). The majority of women (71.24%) reside in han@as. Economic disparity and civil unrest

on Zimbabwe has left most people living in imposbk&ad rural areas.

In addition, mother’s education presents a diserepan child survival rates with secondary
education translating into lower mortality ratearttchildren whose mothers have less education
than that (Zimbabwe Demographic and Health Suna89Q7: 113). More than half of the
Zimbabwean women in this study were unemployed4®@®) at the time of the 2005- 2006
ZDHS. In South Africa it was found that the mogjrsficant structural constraint women face is
that of economic dependence on their husbands amndegps (Vogelman and Eagle, 1991: 216).
A result of this dependence is that men have deeela perception of ownership over their
wives and objectified them into property (Vogelmamd Eagle, 1991: 216). Thus one of the
reasons that abused women remain in these relaipmss because of or related to their
financial dependence on their partners. In additimancial dependence entails relying on male
partners to give their wives and partners moneyiarsdme cases, permission to obtain food and
healthcare for themselves and their children (AskMonemi, 1999: 14). In this way economic
dependence is of paramount importance to the salrnaf the women and children in these
relationships and is thus important to this stURglated to marital status, this study has found
that child mortality is more likely to occur to tlmader-five children of unmarried or cohabiting
women. This suggests that the stability of the rshrelationship influences the survival of her

young children.

With regard to demographic characteristics, mdliéden have higher mortality than female
children from the neonatal period and including tineder-five age category (Zimbabwe
Demographic and Health Survey, 2007: 113). Birtkervals are likewise significant with
children born less than two years after a previouh being more than twice as likely to die
during infancy as those born more than two yedes afprevious birth (Zimbabwe Demographic
and Health Survey, 2007: 114).
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Chapter 7: Conclusions and Recommendations.

7.1 Conclusions

This study has shown that domestic violence is wowy in Zimbabwe. The extent of the
problem is limited to respondent’s participationt lit cannot be ignored even though many
abused women do not acknowledge their abuse ncustist in the open. Therefore this snapshot

of abuse does not incorporate all abused womeit baes represent them.

This study addresses the core child health issuésrica, malnutrition and mortality. Health

issues on the continent are pertinent to developraed the achievement of the Millennium
Development Goals (MDG’s). Similarly, issues comogg the health and development of
children are of the utmost importance in all depeig nations. This study has attempted to
merge health issues with that of young childrenstbontributing to a body of research that is

lacking in Africa.

This study has shown, that in various settings, ekiin violence is in fact a contributor to poor
child health outcomes in Zimbabwe. Of particularpartance is the finding that physical
violence, being hit during pregnancy and sexudkevice increases the odds of child mortality in
under-five children. this is evident by the multiade model findings seen in Tables 6 and 8. In
this way, it is here suggested that physical vicdemcapacitates women to the extent that they
are unable to sufficiently care for their childrérnis finding has been explored in conjunction
with socioeconomic and demographic characterigtidhe respondents. In addition, temporary
or short — term malnutrition, wasting, in underefichildren is more likely to occur if mothers

experience physical abuse.

With regard to this study’s initial research questiis there an association between domestic
violence and negative child health outcomes in Zbwviee; the finding is that there is. The health
of young children cannot be segregated from theapces of their mothers, who remain their
primary caregivers. In such, traumatic experienalethe mother contribute negatively to the
health of young children. Physically abused womenia fact less able to provide nutritional
care, for varying lengths of time, for their offsgy. In terms of the most adverse child health

outcome, child mortality, the odds of this occuoerms exacerbated by experiences of domestic
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violence. With regard to the relationship betwdemestic violence and child health outcomes,
this study has shown that the likelihoods of vasimegative child health outcomes vary
according to type of violence, experiences of abdiseng pregnancy and sexual abuse. As
discussed, in some cases the likelihood of mabmutriand mortality are increased by these

happenings and in some cases it is evenly likelgss likely to occur.

This study proved the significance of using Zimbelag the region of study in that, Zimbabwe,
is a highly popularised state in terms of politasd economics but not in terms of social
experiences. This study offers an examination ahld&bwe in the context of its social

experiences that are not isolated from its econaanit political issues. That is, the economic
crisis in Zimbabwe is inextricably linked to theilép of women to access resources to care for
their children. Economic and political hardships also related to the aggression and
aggravation of men toward their wives. It is impoitt that these issues are not isolated from
domestic violence but are kept in mind when discigsabuse. Thus, in this broader context the

significance of studying Zimbabwe comes to light.

Finally this study proves that existing framewodtsould encompass domestic violence as a
maternal factor that is related to negative chighlth outcomes. That is, in the case of the
Mosley and Chen (1984) framework, domestic violesbeuld be included as a significant
maternal factor, along with mother’'s age, paritg &irth intervals in explaining morbidity and
mortality in under-five children. According to Mesl and Chen (1984), mortality and morbidity
are influenced and operate through proximate deétemts, such as various maternal factors.
This study shows that there is need to expand enethisting maternal factors to include
domestic violence. That is, there is need to haraestic violence represent an occurrence that,
in conjunction as well as on its own, is an explanavariable of poor child health outcomes.

Given the findings of this study, there is a subséed need for this inclusion to be made.

In terms of policy and legislation, this study dalosiates the need for awareness of these
possible consequences. That is, this study hagybtda the fore, the consequences of domestic
violence that are not only applicable to the wom#ao are experiencing abuse. Thus, policy that
addresses domestic violence needs to referenae ¢basequences in substantiating the extent of
the problem. In addition, legislation that addressemestic violence needs to address and

determine the implications for the children of addisvomen.
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7.2 Recommendations

With regard to areas of further study, there areimber of issues that could aid further studies
of this nature. To begin, this study did not addr&sld abuse. That is, physical and sexual abuse
of under-five children is undeniably linked to chihealth outcomes and arguably more evident
in households where the mother is also abused. arbs of study would contextualise negative
child health outcomes with relation to overall @ngral abuse levels and patterns in Zimbabwe.
That is, if child abuse is occurring in householgere mothers are also being abused, the scope
and extent of mortality and morbidity among childreould change and possibly be more

severe.

Secondly, studies of this genre would benefit dyelabm a more detailed examination of the
societal and ethnic norms that contribute to domegblence. That is, in the context of
Zimbabwe, detailed studies that explain the prastiembedded in society that exacerbate
domestic violence and poor child health would @eatstudy of the determinants of domestic
violence that contribute to poor child health imbiabwe. The determinants of violence were not
the focus of this research, as this study’s focas thie association between domestic violence on
mortality and morbidity. However, in order to demel a body of research that is all
encompassing and well — studied, a secondary faecls as this would be useful.

Thirdly, a study that differentiates and compates ¢hild health outcomes of the children of
women who are abused with those of women who haye been abused would be of
considerable importance to this growing accumutatibresearch. That is, a study that compares
the survival chances of children of women who dmesad and those who are not would produce
evidence of a casual relationship between domestitence and child health. A causal
relationship is important as it determines the mixté the consequences of physical violence in
the household.

Finally, a study that addresses the frequency o$almore specifically is needed in this regard.
That is, a study that elaborates on times a weekanth that domestic violence takes place is
beneficial to child health outcomes in that thiformation would enable research to elaborate if
the extent of child health is related to frequeatgbuse. In this way, an examination of whether
or not child health deteriorates more with increadequencies of abuse is possible. Such

research is important as it forms the next stagdisfresearch. That is, now that a contributory
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relationship has been established here, the ngitdostep in research is to evaluate if the

incidence of abuse is contributory to negativecthigalth.

7.3 Limitations of the study

7.3.1 Underreporting:

In general, underreporting on domestic violencene common than women over - reporting
their abuse (Asling — Monemi, et. al, 1999: 13pr this reason, women who do not report their
abuse could be a possible limitation to this angl ather study regarding this type of violence.

Women may not report their abuses for a numbereasans. One possibility is that they fear
their partners would find out and retaliate by pbgiy, emotionally or verbally assaulting them.

Another possible reason for the underreportingoisthe stigma attached to abuse. That is,

women may feel embarrassed to admit to anyonediaustrangers that they have been abused.

7.3.2 Usefulness of other data:

This data excludes information on child abuse dadmed or intended pregnancy. Data of this
nature would broaden the scope of the study, butrtach so for the purposes of this research.
Child abuse information would contribute more te fink between violent relationships and
subsequent child death. Information on the intentibthe pregnancy would have given a better
insight into the psychological and emotional stEtéhe mother. This is important as it is argued
that the emotional condition of the mother is lidke the birth outcome and the survival of the
child (Butchart and Villaveces, 2003: 17). In thiay, this would offer a link between infant and
child mortality and maternal health or wellbeingowever, this link would offer a psychological
explanation for the relationship and this reseams not aim to evaluate the relationship on this
level. Overall however, adding these two types athdvould aid in intervention planning as it
would clearly establish links that highlight grougfspeople who are at risk of death.

7.3.3 Temporal sequence:

Since this study is cross- sectional it is veryidift to establish the temporal sequence of the

predictor and outcome variables.
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Appendix:

ANNEXURE A: Bivariate table olomestic violencby stunting

Odds [95%
stunting Ratio Std. Err. z P>z | Conf. Interval]
_ldv2_2 0.9651066 0.1772237 0.19| 0.047| 0.0333923 1.083192

ANNEXURE B: Bivariate table ofit during pregnancyy stunting

Odds [95%
stunting Ratio Std. Err. z P>z | Conf. Interval]
_lpreg_hit 1 1.8129496 0.3429894 0.11| 0.016| 0.0090902 1.035485

ANNEXURE C: Bivariate table afexual violencéy stunting

Odds
stunting Ratio Std. Err. z P>z [95% Conf. Interval]
_lvsex_2 0.9619% 0.3553762 0.93| 0.352] 0.7535391 2.215059

ANNEXURE D: Bivariate table oflomestic violencby wasting

Odds
wasting Ratio Std. Err. z P>z [95% Conf. Interval]
_ldv2_2 1.043594 0.1027698 0.43| 0.665| 0.8604153 1.265772

ANNEXURE E: Bivariate table dfit during pregnancyy wasting

Odds
wasting Ratio Std. Err. z P>z [95% Conf. Interval]
_lpreg_hit 1 1.040241 0.1938221 0.32| 0.749| 0.7409636 1.517093

ANNEXURE F: Bivariate table aexual violencéy wasting

wasting

Odds Ratio

Std. Err.

P>z

[95% Conf. Interval]

_lvsex_2

1.064704

b 0.1286636

0.046

0.0256598 1.235993




ANNEXURE G: Bivariate table aflomestic violencby underweight

Odds [95%
underweight2 | Ratio Std. Err. z P>z | Conf. Interval]
_ldv2_2 0.905542% 0.1007865 0.89| 0.033| 0.0172806 1.026282

ANNEXURE H: Bivariate table ofit during pregnancypy underweight

Odds [95%
underweight2 | Ratio Std. Err. z P>z Conf. Interval]
_lpreg_hit_ 1 1.51142 0.3945193 2.25| 0.054| 0.070806 2.671727
ANNEXURE I: Bivariate table ofexual violencéy underweight
Odds
underweight2 | Ratio Std. Err. z P>z [95% Conf. Interval]
_Ivsex_2 1.685435 0.1964291 1.27| 0.205| 0.8950517 1.677769

ANNEXURE J: Bivariate table adlomestic violencby child mortality

mortality

Odds Ratio

Std. Err.

P>z

[95% Conf.

Interval]

ldv2_ 2

1.0514434

0.1629862

-0.84

0.04

0.0258508

1.23907
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ANNEXURE K: Bivariate table ohit during pregnancyy child mortality

Odds [95%
mortality Ratio Std. Err. z P>z | Conf. Interval]
_lpreg_hit_1 1.093428 0.4023485 0.24| 0.808| 0.5315863 2.249089
ANNEXURE L: Bivariate table oexual violencéy child mortality
Odds [95%
mortality Ratio Std. Err. z P>z | Conf. Interval]
_lvsex_2 0.8875346 0.2293887 0.46| 0.044| 0.0153479 1.472935
( ]
L 0 )




ANNEXURE M: Multivariate table ophysical violencéy stunting

stunting Odds Ratio | Std. Err. z P>z [95% Conf. Intervall
_ldv2_2 1.004896 0.3194862 0.02| 0.038| 0.0238888 1.873887
_lpreg_hit 1 1.004808 0.3582914 0.01| 0.009| 0.0049953 2.021166

ANNEXURE N: Multivariate table ophysical violencéy wasting

wasting Odds Ratio | Std. Err. z P>z [95% Conf. Intevall

_ldv2_2 1.124188 0.1821678 0.72| 0.47| 0.8182896  1.54444
_lpreg_hit_1 1.039118 0.1906924 0.21| 0.834| 0.7251997 1.488922
_lvsex_2 0.5691418 0.213977| -1.5| 0.034| 0.0272394 1.189164

ANNEXURE O: Multivariate table ophysical violencéy underweight

Odds

[95%
underweight2 | Ratio Std. Err. z P>z | Conf. Interval]
_ldv2_2 0.868600% 0.1621024 0.75| 0.04| 0.025106 1.252205
_lpreg_hit_1 1.698203 0.3971139 2.26| 0.024| 1.073844 2.685577
_Ivsex_2 1.11031% 0.4622798 0.25| 0.802| 0.4909628 2.510985

ANNEXURE P: Multivariate table gbhysical violencéy child mortality

Odds [95%
alive Ratio Std. Err. z P>z | Conf. Interval]
_ldv2_2 1.7662059 0.2394586 0.85| 0.034| 0.0152634 1.413733
_lpreg_hit_1 1.124086 0.4145962 0.32| 0.751| 0.5455712 2.31605
_lvsex_2 2.432717 2.498647| 0.87| 0.387| 0.3249538 18.21217
( ]
A




ANNEXURE Q: Multivariate table o$ocioeconomic, demographic and physical violence

characteristicdy stunting

stunting Odds Ratio | Std. Err. z P>z [95% Conf. Interval]
_lagebirth_2 0.5729119 0.1823376 -1.75| 0.04| 0.0370298 1.069043
_ledu_1 1.093469 0.6305568 -0.1| 0.92| 0.2491392 3.506715
_ledu_2 0.088198 0.7736472 0.16| 0.027| 0.0288136 4.339495
_loccupati~2 0.458355p 0.1388928 -2.6| 0.043| 0.0223557 0.815698
_lres_ 1 0.1906967 0.2114724 -1.52| 0.026 0.025447 1.582866
_lage_2 0.8045388 0.2525812 -0.69| 0.048| 0.0448267 1.488599
_Ims_1 0.4348319 0.5186633 -0.69| 0.037| 0.0352601 2.371964
_lhousehol~2 0.9562531 0.3373573 -0.24| 0.031| 0.0247306 1.885118
_lIregion2_2 1.000131 0.6611973 0.14| 0.047| 0.0320466 3.57897
_lIregion2_3 1.861605 1.358505] 0.9| 0.368| 0.4688377 7.712906
_lIregion2_4 1.554547 1.119283] 0.7| 0.481| 0.4209883 6.268943
_lregion2_5 0.586541P 0.380867| -0.78| 0.044| 0.0137111 2.06914
_lIregion2_6 1.332629 2.218083] 0.26| 0.797| 0.0769145 28.19542
_lIregion2_7 1.42199fy 2.270535| 0.27| 0.788| 0.0776116 29.06774
_ldv2_2 1.152034 0.3732068 0.32| 0.752| 0.5760347 2.14678
_lpreg_hit 1 1.235818 0.4847852 0.67| 0.505| 0.6141193 2.692174

( ]
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ANNEXURE R: Multivariate table ofocioeconomic, demographic and physical violence

characteristicsy wasting

wasting Odds Ratio| Std. Err. z P>z [95% Conf. Interval]

_lagebirth_2 1.01472P 0.1620576 0.09| 0.927| 0.7420016 1.38768
_ledu_1 1.135634 0.4142678 0.35| 0.727| 0.5555573 2.32139
_ledu_2 0.9355652 0.3436108 -0.19| 0.042| 0.0417837 1.920615
_loccupati~2 1.023241 0.1610535 0.14| 0.889| 0.7506667 1.392066
_lIres_1 0.6352062 0.1793779 -1.61| 0.018| 0.0052089 1.104812
_lage 2 1.141558 0.179091] 0.84| 0.399| 0.8393806 1.552519
_Ims_1 0.7782396 0.4702984 -0.41| 0.048| 0.0280802 2.543919
_Ihousehol~2 1.262626 0.2429099 1.21| 0.225| 0.8659977 1.840912
_lIregion2_2 1.015699 0.32027020 0.05| 0.961| 0.5474745 1.884368
_lIregion2_3 1.022271 0.3564241f 0.06| 0.95| 0.5161631 2.024628
_lIregion2_4 0.724793R2 0.2418678 -0.96| 0.033| 0.0268452 1.394008
_lIregion2_5 1.392028 0.4854737| 0.98| 0.329| 0.7112383 2.763747
_lIregion2_6 0.8653576 0.3682914 -0.34| 0.031| 0.0314837 1.992033
_lIregion2_7 0.7523804 0.3182792 -0.67| 0.041| 0.0323629 1.723935
_ldv2_2 1.186902 0.1981652 1.03| 0.305| 0.8556542 1.646386
_lpreg_hit_1 1.001502 0.1890739 0.01| 0.044| 0.0317563 1.449941
_lvsex_2 0.501036 0.1980879 -1.75| 0.03| 0.0358558 1.087419
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ANNEXURE S: Multivariate table adocioeconomic, demographic and physical violence

characteristicdoy underweight

underweight2 Odds Ratio | Std. Err. z P>z [95% Conf. Interval]

_lagebirth_2 0.720144ff 0.1327328 -1.78| 0.035| 0.0018009 1.033494
_ledu_1 1.0314227  0.415498| -0.11| 0.909| 0.4042438 2.239256
_ledu_2 0.940222 0.4570343 0.09| 0.028| 0.0296836 2.461001
_loccupati~2 1.128985 0.2047121] 0.56| 0.945| 0.0223224 1.592401
_lres_1 0.6278116 0.2145381 -1.36| 0.013| 0.0113317 1.226606
_lage_2 1.34201 0.2465805 1.6| 0.109 0.936173 1.923779
_Ims_1 0.9519579 0.6640916 -0.06| 0.041 0.028614 3.72208y
_Ihousehol~2 1.43278 0.337959| 1.52| 0.127| 0.9024118 2.274884
_lIregion2_2 1.453873 0.5126045 1.06| 0.289| 0.7284691 2.90163
_lregion2_3 1.67516%5 0.6697838 1.29| 0.197 0.765104 3.667708
_lregion2_4 1.242135 0.4602559 0.59| 0.558| 0.6008521 2.56785
_lIregion2_5 1.88664 0.7532955 1.59| 0.112| 0.8626251 4.126258
_lIregion2_6 1.244727 0.6368987| 0.43| 0.669| 0.4565974 3.393241
_lregion2_7 1.045637 0.5196517| 0.09| 0.928| 0.3947828 2.76951bH
_ldv2_2 0.89337 0.1722076 -0.58| 0.039| 0.0122878 1.303508
_lpreg_hit_1 1.661183 0.4008569 2.14| 0.132 1.044363 2.674218
_lvsex_2 0.977928 0.4577862 0.11| 0.015 0.015128 1.46705

ANNEXURE T: Multivariate table osocioeconomic, demographic and physical violence

characteristicsy child mortality

mortality Odds Ratio | Std. Err. z P>z [95% Conf.  Interval]

_lagebirth_2 1.357806 0.4496082 0.92| 0.356| 0.7095465 2.598333
_ledu_1 0.8234259 0.6412496/ -0.25| 0.043| 0.0178955 2.788825
_ledu_2 0.7458888 0.5794289 -0.38| 0.027| 0.0160521 2.428807
_loccupati~2 0.872227Pp 0.2794887 -0.36| 0.716| 0.4828792 1.648592
_lres_1 2.29218 1.135577| 1.66| 0.097| 0.8606085 6.051936
_lage_2 0.6626386 0.2097311 -1.3| 0.014| 0.0135633 1.232224
_Ims_1 1.002301 0.5196517 -0.59 0.12 0.8626251 4.126253
_lhousehol~2 0.7669556 0.2801345 -0.73| 0.046| 0.0374855 1.569192
_lregion2_2 0.5785929 0.3367998 -0.95| 0.034| 0.0178074 1.815522
_lregion2_3 0.4910549 0.3197731] -1.08| 0.027| 0.0143432 1.750338
_lregion2_4 2.953777  2.268294| 1.34| 0.181]| 0.6117769 13.49935
_lregion2_5 1.256662 0.8762647| 0.21| 0.837| 0.2676816 5.084773
_lregion2_6 4.091708  3.791851| 1.5| 0.135| 0.6471854 25.36575
_lregion2_7 1.488979  1.174687| 0.56| 0.572| 0.3447618 6.86983
_ldv2_2 0.6870158 0.2219716 -1.16| 0.024 0.013647  1.294154
_lpreg_hit_1 1.25919 0.4850184 0.6 0.55 0.5918659 2.678919
_lvsex_2 3.49612  3.455759 1.14| 0.255| 0.4222559 25.72944
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