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Abstract

Background and aims: Although men’s alcohol misuse and less gender-equitable attitudes have
been identified as risks for perpetration of intimate partner violence (IPV), less is known about
how men’s gender-equitable attitudes and drinking act together to increase risk of IPV. This
study aimed to assess the independent relationships of lower gender-equitable attitudes and

drinking to perpetration of IPV and their interaction among men in seven countries.

Design: Secondary analysis of the United Nations Multi-Country Study on Men and Violence
(UNMCS) and Nabilan Study databases consisting of 1) unadjusted and adjusted logistic
regression to measure the association of perpetration of IPV with Gender-Equitable Men (GEM)
scale score and regular heavy episodic drinking (RHED) and 2) meta-analyses of prevalence and

effect estimates adjusted for country-level sites and countries.

Setting and participants: 9,148 ever-partnered 18-49-year-old men surveyed in 2011-2015 from
18 sites in Bangladesh, Cambodia, China, Indonesia, Papua New Guinea (PNG), Sri Lanka and

Timor Leste.

Measurements: The outcome variable is reported perpetration of physical or sexual IPV in the
previous year. Independent variables: GEM scale scores; RHED, defined as 6+ drinks in the one

session at least monthly (compared with other drinkers and abstainers).

Findings: Pooled past-year prevalence of perpetration of IPV was 13% (95% Confidence Interval

(CI): 9-16%). GEM scores and RHED were independently associated with perpetration of [PV
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overall and in most sites. Pooled odds ratios for perpetration of IPV with less equitable GEM
scores were 1.07 (CI:1.04, 1.09) and with RHED were 3.42 (CI:2.43, 4.81). A significant
interaction between GEM score and RHED (p=0.001) indicated that RHED increased the

relationship of less gender-equitable attitudes and perpetration of IPV.

Conclusion: Both gender-inequitable attitudes and drinking appear to be associated with
perpetration of intimate partner violence by men, with regular heavy episodic drinking increasing

the likelihood of intimate partner violence among men with less equitable gender attitudes.

Key words: perpetration, intimate partner violence, gender-inequitable attitudes, alcohol, cross-

cultural, interaction, meta-analysis
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Background

Intimate partner violence (IPV) affects one in three women globally (1). Higher prevalence rates
of IPV are found in low- and middle-income countries (LMIC) than high-income countries, with
evidence showing that more vulnerable women (e.g., who are less educated, poorer and younger)
are disproportionately more likely to be victims of IPV (2). Women experience significant short
and long term health effects from I[PV (3). Men are far more likely to perpetrate serious partner
violence than women, with across the world 95% of all convicted homicides perpetrated by
males in 2011(4). The vast majority of family violence homicide is perpetrated by males (e.g.,

82% in Australia (1989-2017) (5) and over 90% in Singapore, Italy and Norway (2009-2011)

(4).

Statistics on drinking and alcohol-related harm show that men in LMIC are twice as likely to be
drinkers, drink three times the amount that women do, and are more likely to drink in a heavy
episodic way if they do drink (6). This places many women in LMIC and elsewhere at increased
risk of a range of harms related to the drinking of men, including physical and sexual violence,
having to leave home, financial difficulties and responsibility for caring for drinkers in their
families (7-10). The WHO Multi-Country Study on Women’s Health and Domestic Violence in
ten countries, found that the risk of experiencing IPV increased when women and/or their
partners had attitudes supportive of violence and problems with alcohol (11). An earlier study of
13 countries found that alcohol misuse, particularly by men, contributed to increased severity of

intimate partner assaults (12).
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The relationship between harmful gendered norms and attitudes, gender inequity and IPV (13,
14) is the crux of the ecological model described in the United Nations (UN) Women'’s
Framework to underpin action to prevent violence against women (15). The Framework stresses
that in LMIC (and HIC) varying individual, relationship, community, societal and structural
factors (including differences in culture, religion, policy, law and drinking patterns) lead to
perpetration of intimate partner violence (perpetration of IPV) (15). Drawing on this framework,
the UN Multi-Country Study on Men and Violence (UNMCS) was led by four UN agencies
(UNDP, UNFPA, UN Women and UNV) and involved interviews of men and women in seven
countries in Asia and the Pacific. The UNMCS provided evidence on “how masculinities relate

to men’s perceptions and perpetration of violence against women” (https://www.svri.org/what-

we-do/research-support/un-multi-country-study-men-and-violence) (16-18). The UNMCS

analyses to date (18, 19) and research elsewhere have identified gender inequity as the primary
driver of IPV (13, 20, 21). Moreover, the UNMCS studies have additionally identified alcohol as
risk factor for IPV(18, 19) with the association between alcohol use and IPV also well-

established in global evidence (22, 23).

There is increasing recognition of the negative impact of gendered social norms and gender
inequality on health outcomes and behaviours (24), discussion of how gender and drinking
intersect and discussion of what interventions are most effective in reducing perpetration of I[PV
(25-28). For boys and men, ascribing to traditional norms of masculinity (including gender-

inequitable attitudes) has been associated with risky health behaviours including excessive
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alcohol consumption and use of harmful substances, men’s use of violence against other men

(29, 30) and perpetration of IPV (31-33).

Although research has shown that perpetration of IPV is related to both alcohol consumption and
lower gender-equitable attitudes (11), less is known about their combined impact. To our
knowledge, only one cross-sectional survey, using a sample of married couples in rural India has
studied this interaction. Dasgupta posited (20) that men who are intoxicated were more likely to
perpetrate [PV and that gender-inequitable attitudes would modify the perpetration of IPV-heavy
drinking relationship — i.e., hypothesising that the relationship between drinking and perpetration
of IPV will be stronger for men with less gender-equitable attitudes. Contrary to their hypothesis,
they found that husbands’ gender equality ideologies did not moderate associations between
husbands’ elevated alcohol use and wives’ reports of IPV victimization (20). However, the
authors suggest that the low levels of alcohol use by husbands in the study may have accounted
for the null result. In a second laboratory study of self-selected paid participants in the US who
were drinkers, Lisco et al. (32) theorised and tested whether men with more traditional gender
norms would be more likely to perpetrate IPV, and, whether men (who already held chauvinistic
attitudes) might become even moreso when intoxicated. In this model heavy episodic drinking
(HED) would moderate (or enhance) the perpetration of IPV gender-inequitable attitudes
relationship, i.e., the relationship would be stronger for men who drink more. They found that
HED had 1) a direct effect on intimate partner aggression and 2) via an interaction — that only

when HED was present — that underlying norms of toughness and antifemininity were associated
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with gender role stress and then that this role stress was associated with intimate partner

aggression (32).

Aim

Focusing on selected key relationships identified in the UN Framework’s ecological model and
using data from seven LMIC, the aim of the study was to better understand the independent and
combined relationships of less gender-equitable attitudes and regular heavy episodic drinking
(RHED) with perpetration of IPV by men. We hypothesise that that the relationship between

drinking and perpetration of IPV will be stronger for men with less gender-equitable attitudes.

Design

Secondary data analysis was undertaken of the cross-sectional UNMCS (2011-2012) and
Nabilan surveys (2015). Access to the secondary data was provided by the Sexual Violence
Research Initiative (hosted by the South African Medical Research Council for the UNMCS),
and by the Asia Foundation for the Nabilan Study. Ethical approval for the initial UNMCS study
was provided by the Medical Research Council of South Africa Ethics Committee, and local
institutions or national ethics boards in each country. Approval for the Nabilan Study was
provided by the Asia Foundation. La Trobe University Science, Health and Engineering Human
Ethics Committee approved the secondary data analysis study (HEC19241, 4 July 2019). For

further details of the UNMCS study, including its careful ethical processes and back translation,
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see the study protocol and technical report (https://www.svri.org/what-we-do/research-

support/un-multi-country-study-men-and-violence).

Setting and participants

We analysed data from 9,148 male married or ever-partnered (with a women) respondents aged
18-49 years. Respondents who answered yes to any of the following questions, “Are you
currently married, living with a woman or do you have a girlfriend?”” and then if no, “ Have you
ever been married?, “Have you ever lived with a women” and “Have you ever had a girlfriend?”
were included in the sample. Respondents were included from 18 sites in Bangladesh (rural,
urban), Cambodia (five sites), China (one combined rural/urban site), Indonesia (rural —
Purworejo and West Papua and urban - Jakarta), Papua New Guinea (Bougainville) and Sri
Lanka (rural, urban sites) surveyed for the United Nations Multi-Country Study on Men and
Violence (UNMCS) and in Timor Leste (rural - Manufahi, urban — Dili sites) where a related
study (Nabilan) was conducted. These sites are described in detail by Fulu et al. and in the Asia
Foundation report (18, 34) and were selected from rural and urban regions. Some sites asked not
to be named to protect site and participant confidentiality while others requested that they be
identified to differentiate between sites with selected attributes. Within these regions,
neighborhoods, villages, census units or electoral areas were selected using probability
proportional to size (PPS), except in China where individuals were sampled from

neighbourhoods and villages using the district population register. The individual response rates
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within each country are reported elsewhere and varied from 59-93% (18). We have included
Bangladesh in order to report unique findings relating to gender-equitable attitudes but have
excluded Bangladesh from analyses including measures of alcohol consumption because of the
very low prevalence of drinkers in that country. In Timor Leste, Manufahi and Dili were
purposively selected as rural and urban areas. The sample was representative of those
municipalities and included urban and rural census enumeration areas randomly selected with
selection probability proportional to population size. The response rate was 85% for men in Dili

and 86% for men in Manufahi (31).

Measurement

Outcome variable: Self-reported perpetration of any physical or sexual perpetration of IPV in the
previous 12 months was the outcome variable. As per the UNMCS protocol (18), respondents
were asked, “Have you ever...?” about specific acts of violence and regarding frequency of
perpetration, “Did this happen, once, a few or many times?”” Following each series of questions
respondents answered yes or no to “Have you done any of these things in the previous 12
months?”” The acts of physical violence asked about were whether the respondent had ever:
slapped a partner or thrown something at her that could hurt her; pushed or shoved a partner; hit
a partner with a fist or with something else that could hurt her; kicked, dragged, beat, choked, or
burned a partner; and threatened to use, or actually used, a gun, knife, or other weapon against

her. Sexual violence was assessed using a second series of two questions: forced partner to have

10
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sexual intercourse when she did not want to; and had sexual intercourse with partner when you

knew she did not want to, but believed she should agree because she was your wife/partner (18).

Independent variables:

The Gender-Equitable Men (GEM) Scale (14) has been used widely and tested in LMIC (35,
36)to measure men’s attitudes toward gender norms related to sexual and reproductive health,
sexual relations, violence, domestic work and homophobia. Ten items scored on a 4-point scale
from strongly agree to strongly disagree are summed to create a continuous score ranging from
10-40. Higher scores indicate more gender-equitable attitudes. Generally, scores <17 are low, 17-
24 are moderate and 25 or more are high (37). In descriptive findings, we report the GEM score
in its original form to be comparable with other papers. However, for analyses relating the GEM
to perpetration of IPV, we reverse-scored the GEM so that both independent variables would be
coded so that higher risk was positively related to perpetration of IPV. Alcohol consumption was
assessed using the first three questions of the AUDIT screen

(https://auditscreen.org/about/background/). Regular heavy episodic drinking (RHED) was

categorized using participants’ answers to two questions. If respondents answered “never” in
response to the first question, “How often do you drink alcohol?” they were classified in the
RHED variable as abstaining (0). The response options for the second question, “How often do

you have six or more drinks on the one occasion? were 1) never, 2) less than monthly, 3)

11
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monthly, 4) weekly and 5) daily or almost daily. Respondents who answered 1 or 2 were non-

RHED (1) and those who answered 3, 4 or 5 were categorised as RHED (2).

Analysis

The sample in each setting was a self-weighted sample apart from in China. Response rates and
unadjusted descriptive analyses are presented in Table 1. The data analysis took into account the
stratification of the pooled sample in countries and the clustering of the interviews within
country-sites. We used random effects models and adjusted for country-site. Pooled estimates of
the prevalence of reported perpetration of IPV by men across all country sites and the seven
countries were generated (Figure 1). Multivariable logistic regression analyses were undertaken
for each country (Table 2) to show whether both RHED and GEM variables were important in
the main effects analysis (and adjusted for age and education in supplementary Table 2S). In the
meta-analysis, random effects models adjusting for country and country site were employed for
the combined sample to test for significant associations between variables, including the
interaction of RHED and GEM (Figures 2-4). We undertook random effects meta-analyses
because surveys varied by cultural background and sample composition (38, 39). The resulting
pooled estimates are interpreted as mean estimates of the true varying estimates across all sites.
Country-level and site-level proportions and 95% confidence intervals are presented as forest
plots, with significant site differences defined as non-overlapping confidence intervals (40, 41).
The I? statistic indicates variability in effect sizes due to heterogeneity across studies. I> values of

25%, 50%, and 75% indicate low, medium, and high heterogeneity (42). We used the

12

This article is protected by copyright. All rights reserved.



DerSimonian-Laird method of two-stage inverse-variance random-effects meta-analysis (via the
ipdmetan command) using Stata 14.0 (42) to estimate the pooled proportion of participants who
reported perpetration of [PV in the last 12 months, the pooled effect estimates (odds of
perpetration of IPV associated with less GEM attitudes and more RHED) and the pooled
interaction effect. The Forest plots, in their final form, include the outcome and specified
independent variables and do not adjust for age and education, but do adjust for the study site

and country effects. Missing data comprised less than 5% and were deleted listwise.

Findings

Table 1 summarises the demographic and socio-economic characteristics of the samples in the
combined country sites. Around 60 % of respondents from Bangladesh and China were aged 35-
49 years. In Timor Leste, Indonesia and Sri Lanka 20-30% were aged 18-24 years. In China,
Indonesia and Sri Lanka higher percentages of respondents had attended secondary school than
respondents in Cambodia, Bougainville (PNG) and Bangladesh. There was variation in the

proportion of respondents from urban areas compared to other regions.

[Insert Table 1 about here]

The mean GEM score (higher scores reflect more positive attitudes to gender equality) varied

from 19.30 in Timor Leste, where attitudes were the least gender-equitable, to a high mean score

13
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of 27.93 in China. Drinking patterns varied substantially between countries, with almost all men
being abstainers in Bangladesh, and a majority abstaining in Indonesia (71.4%) and Timor Leste
(51.7%). In the other all countries, over half the study population in each country reported
consuming alcohol at least once in the past year, but apart from in Papua New Guinea, of those
drinking the majority never or rarely (less than monthly) had 6 or more drinks on a single
occasion. In all countries apart from PNG and Bangladesh, 10-15% of respondents reported
drinking 6 or more drinks in the one sitting at least monthly. The percent of RHED (consumed
6+ drinks on a single occasion at least monthly) varied from a low of 11% in Indonesia to a high
of 31% in PNG Bougainville, with percentages from other countries between 11% and 17%
(excluding Bangladesh). The prevalence of RHED (0.6%) and non-RHED (5%) drinking were

very low in Bangladesh.

Figure 1 presents the prevalence of reported physical and/or sexual perpetration of IPV in the
past year by country and country site. Between 6% of participants in Cambodia and 34% in PNG
reported physical and/or sexual perpetration of IPV in the past year. The overall adjusted pooled
prevalence of perpetration of IPV was 13% (CIL:9-16%).

[Insert Figure 1 Prevalence of perpetration of IPV by country and country site about here]

|

Figure 2 depicts the relationship between lower gender-equitable attitudes (with the GEM
reverse-scored for analyses) and perpetration of IPV by country and country site. The direction

of the relationship was positive for all countries but was only statistically significant in

14
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Cambodia, Sri Lanka, and Indonesia and overall. Across countries and sites, a one-point
worsening of GEM score was associated with an increase in the odds of perpetration of IPV of
1.07 (CI: 1:04, 1.09).

[Insert Figure 2 The relationship (odds ratios) between lower gender-equitable attitudes

and perpetration of intimate partner violence (perpetration of IPV) in each country about
here]

The relationship between RHED and perpetration of IPV is presented in Figure 3. In all sites
except one, the relationship between RHED and perpetration of IPV was positive, with this
relationship significant in nine sites, in Cambodia, Sri Lanka, Indonesia and PNG, and overall.
The pooled odds ratio of men reporting perpetration of IPV was 3.42 (CI: 2.43, 4.81) times
greater if they reported drinking 6+ drinks or more in the one session at least monthly than if
they abstained.

[Insert Figure 3 The relationship (odds ratios) between heavy episodic drinking (monthly
or more) and perpetration of IPV in each country about here]|

As shown in Table 2, GEM was significantly related to perpetration of IPV in all countries
except Timor Leste when included in a model with alcohol consumption, indicating that GEM is
associated with perpetration of IPV over and above its relationship with alcohol consumption.
RHED and non-RHED drinking were also independently and significantly related to perpetration
of IPV (compared to abstaining), with this evident for both RHED and non-RHED for
Cambodia, Indonesia, PNG, and Timor Leste, and for RHED but not non-RHED for Sri Lanka.

Overall and for Cambodia, Indonesia and Sri Lanka, the relationship was stronger for RHED

15
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than for non-RHED, but both were significant overall, indicating that any drinking as well as
RHED increased the risk of perpetration of IPV. Adjusting for age and education (results in

supplementary Table 2S) made no significant difference to the results in the model in Table 2.

[Insert Table 2 about here]

Figure 4 presents the interaction between GEM and RHED using meta-analysis which controls
for nesting in sites and countries. The relationship was slightly above 1.00 and similar in all
countries. The interaction was significant overall (OR 1.08, CI: 1.02, 1.14, p=0.007) and
suggests that RHED increased the positive relationship between lower gender-equitable attitudes
and perpetration of [PV, over and above the individual relationships of RHED and GEM with
perpetration of IPV. After adjusting for country and country-site differences the non-RHED and

GEM interaction was no longer significant (OR: 1.02, CI: 0.97, 1.06, p=0.506).

[Insert Figure 4 The interaction of RHED on GEM for perpetration of IPV in each country
site, country and overall from meta-analysis about here]

To better understand the nature of the GEM-RHED interaction, we analysed the relationship
between the odds of perpetration of IPV by GEM score separately among RHED drinkers, non-

RHED drinkers and abstainers. There was a stronger relationship between lower gender-

16
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equitable attitudes and perpetration of IPV among men who were RHED (OR 1.07, CI: 1.04,
1.11, p<0.001), which was greater than the relationship among men who were non-RHED (OR
1.04, CI: 1.02, 1.06, p<0.001) and in turn larger than the effect found among men who were

abstainers (OR 1:01, CI 0.98, 1.03, p=0.68).

Discussion

We used data from the UNCMS and Nabilan studies in Asia and the Pacific (34, 43) to explore
the inter-relationships between men’s self-reports of alcohol use, gender-equitable attitudes and
perpetration of IPV. Using meta-analysis enabled us to extend previous analyses of these data
(18) by estimating the prevalence of perpetration of IPV in the previous 12 months and its
relationships with RHED and GEM adjusting for country and sites within country. This method
produced a point estimate showing that overall, 13% of men from sites across the Asia and
Pacific regions perpetrated physical or sexual intimate partner violence in the previous 12

months.

Using meta-analysis, we found a significant relationship between less gender-equitable attitudes
and perpetration of I[PV by men — every point decrease in gender equitability attitude on the
GEM scale was associated with an increased odds of perpetration of IPV of 7%. Findings from
the meta-analysis also showed clearly that in all country sites, the odds of perpetration of [PV

was higher for RHED compared to abstainers, and significantly so in the majority of sites, with
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an overall pooled relationship of three-fold more perpetration of IPV for RHED compared to
abstainers. This was also significant for other non-RHED drinkers in the analysis — although the
relationship was weaker, drinkers who had drunk only a few drinks or seldomly drank six drinks
in the one occasion (less than monthly), were also more likely to report perpetration of IPV.
Moreover, when both GEM and RHED were included in the same regression models, both
remained significant overall and in most countries. In this way, our analysis confirmed the
critical importance of both these factors in the perpetration of IPV as noted previously in other

research (18, 21, 32).

The inclusion of the interaction term in the model identified an important new contribution of the
present analysis, namely, that the combination of less gender-equitable attitudes and RHED is
associated with perpetration of IPV, over and above the relationship of the two factors
separately. The fact that the interaction was in the same direction but not significant for any
individual country (found also for similar interactional analyses of data from India (20)
highlights the importance of aggregating samples across countries. This interaction suggests that
conservative gender norms, which have been found to increase the risk of IPV victimisation in
previous research (20, 44), may be particularly risky if combined with the effects of alcohol use
by the perpetrator. While these data are cross-sectional, these data fit with those of Lisco et al.
(32), showing that respondents with gender inequitable attitudes may be more likely to perpetrate

IPV if they are heavy drinkers. Additionally, our results showing perpetration of IPV is more

18
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likely among RHED and other drinkers (including drinkers who seldom drank in a heavy
episodic way) are consistent with other studies showing that it is not only the heaviest drinkers

who place themselves and others at risk (45).

The importance of the combined role of heavy drinking and masculinity concerns or gender role
expectations is being increasingly recognised. Maclean, Demant and Room (29) described how
both alcohol and some forms of expressed masculinity together with expectations about male
behaviour/action in certain social contexts all influence whether violence results. They argue that
heavy drinking can be used as a way of demonstrating manhood, and that violence, by
expressing power and control over others (including both men and women) is also used to
express a harmful form of masculinity. Similarly, a recent South African study explored the
inter-relationship of HIV risk behaviour with men's use of violence use, problem drinking, and
inequitable gender views (46). They concluded: “Future programs should target syndemic
conditions of gender beliefs, alcohol misuse, and IPV perpetration alongside sexual health.
Targeting the intersection of these topics, rather than a single topic in a ‘programmatic silo’, will

have the most impact on the harmful synergy of HIV risk, alcohol, violence, and gender (p. 8).”

Similarly, the World Health Organization has published a public health strategy to prevent
intimate partner and sexual violence against women in which they argue that “the current paucity

of evidence-based prevention approaches is partly due to the separate development and
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implementation of research and advocacy activities” in intimate partner violence prevention.
They acknowledge “the complex array of factors that increase the likelihood of such violence
occurring in the first place... include[ing] gender inequality and social norms around masculinity,
and other social determinants such as economic inequality; other problem behaviours (such as
harmful use of alcohol); and other types of violence (such as child maltreatment)...”. They then
assert that “different forms of violence have common underlying risk factors, which include
certain social and cultural norms, social isolation, the harmful use of alcohol and income
inequality. Prevention efforts that address these common factors thus have the potential to

decrease the occurrence of multiple forms of violence (p.10, 47)”.

We argue that strategies to reduce violence against women and their children should include
policies and interventions that will reduce RHED, for example control of alcohol availability and
price increases that will reduce consumption at the individual and community level. These
strategies need to be combined with action plans that address gender inequity and gender
inequality, and specific strategies that assess both factors simultaneously, for example, regulation
of alcohol advertising that supports gendered stereotypes, gender inequity and occasions of

heavy drinking.

Limitations

20
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This study employs secondary data analysis and hypotheses were not pre-registered. The study
samples were representative of the areas over which we collected data but should not be
considered representative of any countries in the study. Consequently, the results should be
considered exploratory. Respondents completed the first three standard questions from the
AUDIT scale, which does not specify the time period about which the questions are asked (48).
The concept of a standard drink is a difficult to understand within one country and even more so
across countries. Respondents were not handed drink cards specifying what a standard drink
would be in their country but were verbally advised of what a standard drink comprised if they
asked. There may be stigma associated with reporting of heavy consumption of alcohol,
particularly within cultures where drinking is disapproved of. It is commonly assumed that
respondents under-report consumption by 40 to 50 % (49) and this is acknowledged as a
limitation of this study. While under-reporting of I[PV by men and women is recognized as a
potential limitation, in 2017 a paper published from this dataset (19) found that men and women
reported a very similar prevalence of past year physical and sexual I[PV and men reported
slightly higher lifetime perpetration. Given that the prevalence in each country was fairly high
and we have this consistency between men’s and women’s reports we do not consider that this
concern is a major limitation. This paper cannot describe all the country specific and individual
factors that contribute to IPV. For instance, in four of the six countries in this study rape in
marriage is not criminalised (43). The State religion of Islam (in Bangladesh and Indonesia)

prohibits the consumption of alcohol and Buddhism (in Sri Lanka and Cambodia) preaches
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abstinence as one of its tenants for improving mindfulness. PNG and Timor Leste are largely
Catholic while China is secular. More detailed studies of the individual and country level aspects
of culture, religion, policy, law, drinking pattern and disadvantage that contribute to variation in

IPV should be explored using larger surveys, in depth interviews and ethnographic studies.

Conclusion

Both gender-inequitable attitudes and regular heavy episodic drinking are important contributors
to the perpetration of intimate partner violence by men, with regular heavy episodic drinking
increasing the likelihood of perpetration of intimate partner violence among men with less
equitable gender attitudes. Interventions to reduce perpetration of intimate partner violence

should address both factors.

Acknowledgements

The data were collected as part of the UN Multi-country Study on Men and Violence (UNMCS),
coordinated and funded by Partners for Prevention - UN Development Programme (UNDP), UN
Population Fund (UNPFA), UN Women, and UN Volunteers regional joint programme for
gender-based violence prevention in Asia and the Pacific. We acknowledge the owners of the
national data: UNFPA and International Centre for Diarrhoeal Disease Research, Bangladesh,;
UN Women in Cambodia, UNFPA in China, UN Women in Indonesia; UNDP in Bougainville,

Papua New Guinea; and CARE International in Sri Lanka. This analysis was supported by the

22

This article is protected by copyright. All rights reserved.



Sexual Violence Research Initiative (an NGO previously hosted by the South African Medical
Research Council). The Nabilan study was supported by The Asia Foundation. Laslett is funded
by Australian Research Council Grant DE190100329. Additionally, we acknowledge the
principal and national investigators who carefully designed and conducted the UNMCS and
Nabilan studies. We would like to thank Ms Nurul Kodriati for commenting on the final draft.

Finally, we thank the men who participated in this study.

This publication used the raw data collected by the Asia Foundation for the 2015 Nabilan
Baseline Survey. The views expressed in this publication are those of the authors and do not

necessarily reflect those of the Asia Foundation or any of the organisations that supported the

UNMCS.

References

1. World Health Organization. Global and regional estimates of violence against
women: prevalence and health effects of intimate partner violence and non-partner sexual
violence. Geneva; 2013.

2. Coll CVN, Ewerling F, Garcia-Moreno C, Hellwig F, Barros AJD. Intimate partner
violence in 46 low-income and middle-income countries: an appraisal of the most
vulnerable groups of women using national health surveys. BMJ Global Health.
2020;5(1):e002208.

3. Devries KM, Watts CH, Yoshihama M, Kiss L, Schraiber LB, Deyessa N. Violence
against women is strongly associated with suicide attempts: evidence from the WHO multi-
country study on women's health and domestic violence against women. Social Science and
Medicine. 2011;73(1):79-86.

4. Gibbons J. Global Study on Homicide. Vienna; 2013.

23

This article is protected by copyright. All rights reserved.



5. Bricknell S. Homicide in Australia 2016-17. Statistical Report no. 22. Canberra:
Australian Institute of Criminology; 2020. Available from:
https://www.aic.gov.au/publications/sr/sr22.

6. World Health Organization. Global status report on alcohol and health 2018.
Geneva: World Health Organization; 2018.

7. Jiang H, Callinan S, Laslett AM, Room R. Correlates of caring for the drinkers and
others among those harmed by another's drinking. Drug and Alcohol Review.
2015;34(2):162-9.

8. Laslett A-M, Room R, Waleewong O, Stanesby O, Callinan S, editors. Harm to
others from drinking: patterns in nine societies. Geneva: World Health Organization;
2019.

9. Laslett A-M, Cook M. Alcohols’ impact on the rights of women and children in the
Global South. Gjevik, Norway: FORUT; 2019.

10. Laslett A-M, Jiang H, Kuntsche S, Stanesby O, Wilsnack S, Sundin E, et al. Cross-
sectional surveys of financial harm associated with others’ drinking in 15 countries:
Unequal effects on women? Drug and Alcohol Dependence. 2020:107949.

11. Abramsky T, Watts CH, Garcia-Moreno C. What factors are associated with recent
intimate partner violence? Findings from the WHO multi-country study on women's health
and domestic violence. BMC Public Health. 2011 11(1):109-26.

12. Graham K, Bernards S, Wilsnack S, Gmel G. Alcohol may not cause partner
violence but seems to make it worse: A cross national comparison of the relationship
between alcohol and severity of partner violence Journal of Interpersonal Violence.
2011;26:1503-23.

13. McCarthy KJ, Mehta R, Haberland NA. Gender, power, and violence: A systematic
review of measures and their association with male perpetration of IPV. PloS one.
2018;13(11):e0207091.

14. Pulerwitz J, Barker G. Measuring Attitudes toward Gender Norms among Young
Men in Brazil:Development and Psychometric Evaluation of the GEM Scale. Men and
Masculinities. 2008;10(3):322-38.

15. UN Women. A framework to underpin action to prevent violence against women.
New York; 2015. Contract No.: 1.

16.  Jewkes R, Sikweyiya Y, Morrell R, Dunkle K. Gender inequitable masculinity and
sexual entitlement in rape perpetration South Africa: findings of a cross-sectional study.
PloS one. 2011;6(12):e29590.

17. Gibbs A, Dunkle K, Jewkes R. The prevalence, patterning and associations with
depressive symptoms and self-rated health of emotional and economic intimate partner
violence: a three-country population based study. Journal of global health. 2020;10(1).

18. Fulu E, Jewkes R, Roselli T, Garcia-Moreno C. Prevalence of and factors associated
with male perpetration of intimate partner violence: findings from the UN Multi-country

24

This article is protected by copyright. All rights reserved.


https://www.aic.gov.au/publications/sr/sr22

Cross-sectional Study on Men and Violence in Asia and the Pacific. The Lancet Global
Health. 2013;1(4):e187-¢207.

19. Jewkes R, Fulu E, Tabassam Naved R, Chirwa E, Dunkle K, Haardorfer R, et al.
Women’s and men’s reports of past-year prevalence of intimate partner violence and rape
and women’s risk factors for intimate partner violence: A multicountry cross-sectional
study in Asia and the Pacific. PLoS medicine. 2017;14(9):e1002381.

20. Dasgupta A, Silverman J, Saggurti N, Ghule M, Donta B, Battala M, et al.
Understanding Men’s Elevated Alcohol Use, Gender Equity Ideologies, and Intimate
Partner Violence Among Married Couples in Rural India. American Journal of Men's
Health. 2018;12(4):1084-93.

21. Messersmith LJ, Halim N, Steven Mzilangwe E, Reich N, Badi L, Holmes NB, et al.
Childhood trauma, gender inequitable attitudes, alcohol use and multiple sexual partners:
correlates of intimate partner violence in northern Tanzania. Journal of Interpersonal
Violence. 2017:0886260517731313.

22. Leonard KE, Quigley BM. Thirty years of research show alcohol to be a cause of
intimate partner violence: Future research needs to identify who to treat and how to treat
them. Drug and Alcohol Review. 2017;36(1):7-9.

23. Greene MC, Heise L, Musci RJ, Wirtz AL, Johnson R, Leoutsakos J-M, et al.
Improving estimation of the association between alcohol use and intimate partner violence
in low-income and middle-income countries. Injury prevention. 2020.

24. Gupta GR, Oomman N, Grown C, Conn K, Hawkes S, Shawar YR. Gender equality
and gender norms: framing the opportunities for health. The Lancet.
2019;393(10190):2550-62.

25. Yates S. “An exercise in careful diplomacy”: talking about alcohol, drugs and
family violence. Policy Design and Practice. 2019;2(3):258-74.

26.  Wilson IM, Graham K, Taft A. Alcohol interventions, alcohol policy and intimate
partner violence: a systematic review. BMC Public Health. 2014;14(1):881.

27.  Wathen CN, MacMillan HL. Interventions for violence against women: scientific
review. JAMA. 2003;289(5):589-600.

28. Ellsberg M, Arango DJ, Morton M, Gennari F, Kiplesund S, Contreras M, et al.
Prevention of violence against women and girls: what does the evidence say? The Lancet.
2015;385(9977):1555-66.

29. MacLean S, Demant J, Room R. Who or what do young adults hold responsible for
men’s drunken violence? International Journal of Drug Policy. 2019.

30. Miller P, Wells S, Hobbs R, Zinkiewicz L, Curtis A, Graham K. Alcohol,
masculinity, honour and male barroom aggression in an Australian sample. Drug and
Alcohol Review. 2014;33(2):136-43.

31.  Moore TM, Stuart GL. A Review of the Literature on Masculinity and Partner
Violence. Psychology of Men & Masculinity. 2005;6(1):46.

25

This article is protected by copyright. All rights reserved.



32. Lisco CG, Leone RM, Gallagher KE, Parrott DJ. “Demonstrating masculinity” via
intimate partner aggression: The moderating effect of heavy episodic drinking. Sex Roles.
2015;73(1-2):58-69.

33. Peralta RL, Tuttle LA, Steele JL. At the intersection of interpersonal violence,
masculinity, and alcohol use: The experiences of heterosexual male perpetrators of intimate
partner violence. Violence Against Women. 2010;16(4):387-409.

34. The Asia Foundation. Understanding Violence Against Women and Children in
Timor-Leste: Findings from the Nabilan Baseline Study Dili, Timor-Leste; 2016.

35. Fleming PJ, McCleary-Sills J, Morton M, Levtov R, Heilman B, Barker G. Risk
factors for men’s lifetime perpetration of physical violence against intimate partners:
results from the international men and gender equality survey (IMAGES) in eight
countries. PloS one. 2015;10(3):e0118639.

36. Gottert A, Barrington C, Pettifor A, McNaughton-Reyes HL, Maman S, MacPhail
C, et al. Measuring men’s gender norms and gender role conflict/stress in a high HIV-
prevalence South African setting. AIDS and Behavior. 2016;20(8):1785-95.

37. Singh K, Verma R, Barker G. Making women count: an annual publication on
gender and evaluation by UN Women Multi Country Office for India, Bhutan, Sri Lanka
and Maldives. UN Women. 2013.

38. Huedo-Medina T, Sanchez-Meca J, Marin-Martinez F, Botella J. Assessing
heterogeneity in meta-analysis: Q statistic or 12 index? CHIP Documents. 2006; 19.

39. Borenstein M, Hedges L, Rothstein H. Meta-Analysis: Fixed effect vs. random
effects: www.Meta-Analysis.com; 2007 [Available from: https://www.meta-
analysis.com/downloads/M-a f e v r e sv.pdf.

40. du Prel JB, Hommel G, Rohrig B, Blettner M. Confidence interval or p-value? Part
4 of a series on evaluation of scientific publications. Deutsches Artzeblatt International.
2009;106:335-9.

41. Gardner MJ, Altmann DG. Confidence intervals rather than p-values: estimation
rather than hypothesis testing. British Medical Journal (Clinical Research Edition).
1986;292:746-50.

42. Fisher DJ. Two-stage individual participant data meta-analysis and generalized
forest plots. Stata Journal. 2015;15(2):369-96.

43. Fulu E, Warner X, Miedema S, Jewkes R, Roselli T, Lang J. Why do some men use
violence against women and how can we prevent it. Quantitative Findings from the United
Nations Multi-Country Study on Men and Violence in Asia and the Pacific Bankok: United
Nations Development Programme, United Nations Population Fund, United Nations
Women and United Nations Volunteers. 2013.

44. Berg MJ, Kremelberg D, Dwivedi P, Verma S, Schensul JJ, Gupta K, et al. The
effects of husband’s alcohol consumption on married women in three low-income areas of
greater Mumbai. AIDS and Behavior. 2010;14(1):126-35.

26

This article is protected by copyright. All rights reserved.


https://latrobeuni-my.sharepoint.com/personal/alaslett_ltu_edu_au/Documents/UNMCS/Final%20analyses/www.Meta-Analysis.com
https://www.meta-analysis.com/downloads/M-a_f_e_v_r_e_sv.pdf
https://www.meta-analysis.com/downloads/M-a_f_e_v_r_e_sv.pdf

45. Rossow I, Romelsjo A. The extent of the ‘prevention paradox’in alcohol problems as
a function of population drinking patterns. Addiction. 2006;101(1):84-90.

46. Hatcher AM, Gibbs A, McBride R-S, Rebombo D, Khumalo M, Christofides NJ.
Gendered syndemic of intimate partner violence, alcohol misuse, and HIV risk among peri-
urban, heterosexual men in South Africa. Social Science & Medicine. 2019:112637.

47.  World Health Organization. Preventing intimate partner and sexual violence
against women: taking action and generating evidence. Geneva: World Health
Organization/London School of Hygiene and Tropical Medicine; 2010.

48. Saunders JB, Aasland OG, Babor TF, de la Fuente JR, Grant M. Development of
the Alcohol Use Disorders Identification Test (AUDIT): WHO Collaborative Project on
Early Detection of Persons with Harmful Alcohol Consumption--II. Addiction.
1993:88(6):791 - 804.

49. Livingston M, Callinan S. Underreporting in alcohol surveys: whose drinking is
underestimated? Journal of studies on alcohol and drugs. 2015;76(1):158-64.

27

This article is protected by copyright. All rights reserved.



Table 1 Sample description, gender-equitable men (GEM) scores and drinking patterns by
country

Bangladesh Cambodia China Indonesia PNG: SriLlanka Timor Total
Bougainville Leste
Survey, n 2395 1812 998 2576 864 1533 839 11,017
Ever- 1572 1474 970 2447 741 1176 768 9,148
partnered
men (n)
Sites 2 5 1 3 1 4 2 18
% urban/ 47.2 Dhaka 14.0 9.3 33.5 na 21.2 51.3 na
capital city Phnom urban Jakarta Colombo  Dili
Penh

Age (%)
18-24 7.1 13.6 11.3 239 19.8 20.8 30.5 17.9
25-34 32.8 42.1 30.1 32.8 35.6 36.9 37.1 35.1
35-49 60.1 44.3 58.7 43.2 44.6 42.3 324 47.0
Education — 50.1 44.1 85.9 82.3 45.9 89.2 72.0 68.1
any high
school (%)
Mean 21.9 224 27.9 23.1 22.6 25.2 19.3 23.2
Gender (21.7, (22.1, (27.7,  (23.0, (22.3, (24.9, (19.1,  (23.1,
Equality 22.0) 22.6) 28.2) 23.3) 22.9) 25.5) 19.6)  23.3)
score® (Cl)

Alcohol use? % (Cl)

Abstainer 94.7 28.6 34.8 71.4 25.4 41.7 51.7 55.7
(93.3, (26.3, (31.8, (67.2, (21.6, (37.6, (48.1, (54.1,
95.8) 31.2) 37.8) 75.2) 29.6) 45.9) 55.2) 58.0)

Drink 6+ 4.7 57.7 53.3 17.3 44.1 45.0 31.8 32.2

per session (3.7, (54.8, (50.3, (14.9, (40.3, (41.2, (28.5, (30.7,

<monthly  5.9) 60.5) 56.3) 20.1) 48.1) 49.0) 35.2) 33.8)
0.6

Drink 6+ (0.3, 13.7 11.9 11.3 30.5 13.3 16.6 12.1

per session 1.1) (27.3,

1 Higher score is more equitable, 88 participants did not complete the GEM, n=9038
2242 participants did not answer the drinking questions
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monthly or (11.8, (10.1, (9.4, 33.8) (9.8, (14.1, (10.8,
more often 15.8) 14.0) 13.5) 17.7) 19.4) 12.8)
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Table 2 Odds of intimate partner violence associated with reversed gender-equitable men
(GEM) score and drinking pattern: multivariable logistic regression analysis

Main effects Cambodia China Indonesia PNG Sri Timor Total
model Lanka Leste

N 1435 938 2390 725 1048 731 7,267
Odds ratio for 1.07** 1.06** 1.09*** 1.03 1.08*** 1.01 1.04%***
mean (reversed (1.02, (1.02, (1.05, (0.99, (1.04, (0.95, (1.03, 1.06)
GEM score) 1.12) 1.11) 1.14) 1.07) 1.12) 1.07)

Alcohol 1 1 1 1 1 1 1

consumption
(Abstainer ref)

Non-RHED 2.35%* 1.06 3.28%** 2.67%** 1.37 3.71%** 1. 82%**
(drinks but not  (1.27, (0.74, (2.48, (1.73, (0.83, (2.31, (1.59,
6+monthlyor  4.33) 1.52) 4.34) 4.11) 2.27) 5.96) 2.07)
more often)

RHED (drinks 4.24%** 1.38 4.49%** 2.57%** 3.47%** 3.78%** 3.02%**
6+monthlyor (2.1, (0.82, (3.30, (1.62, (1.97, (2.18, (2.57,
more often) 8.54) 2.31) 6.12) 4.06) 6.10) 6.55) 3.56)

*p < 0.05, **p < 0.01, ***p < 0.001).
Note: Model includes GEM score and alcohol consumption only. Logistic regressions are unadjusted for age, education or site.
Missing cases = 309.

30

This article is protected by copyright. All rights reserved.



Proportion

Country and Country site (95% Cl)
Cambodia

Cambodia - Site #1 —_— ] 0.05 (0.02, 0.07)
Cambodia - Site #2 (urban) —_—— 0.06 (0.03, 0.10)
Cambodia - Site #3 —_—— : 0.07 (0.04, 0.09)
Cambodia - Site #4 —_—— 0.07 (0.04, 0.10)
Cambodia - Site #5 —_— 0.09 (0.06, 0.11)
Subgroup (--squared = 4.0%) < ! 0.06 (0.05, 0.08)
Sri Lanka :

Sri Lanka - Site #1 (rural) —_—— I 0.05 (0.02, 0.07)
Sri Lanka - Site #2 (rural) —_— 0.08 (0.05, 0.11)
Sri Lanka - Site #3 (rural) —_— 0.10(0.07, 0.13)
Sri Lanka - Site #4 (urban) S — 0.14 (0.10, 0.18)
Subgroup (--squared = 80.0%) <>: 0.09 (0.05, 0.12)
Bangladesh \

Bangladesh - Site #1 (urban) —_— 0.12(0.10, 0.15)

Bangladesh - Site #2 (rural) —— 0.15(0.12, 0.17)
Subgroup (--squared = 55.0%) <> 0.14 (0.11, 0.16)
'

Indonesia '

Indonesia - Site #1 (rural - Purworejo) - 0.08 (0.06, 0.10)
Indonesia - Site #2 (urban - Jakarta) —— 0.13 (0.11, 0.15)
Indonesia - Site #3 (rural - West Papua ' — 0.21(0.18, 0.24)
Subgroup (I-squared = 96.8%) '.o 0.14(0.07, 0.21)
Timor Leste |

Timor Leste - Site #1 (rural) —— 0.16 (0.12, 0.19)
Timor Leste - Site #2 (urban) —_— 0.18 (0.15, 0.22)
Subgroup (I-squared = 7.1%) L 0.17 (0.14, 0.20)
China

China - Site #1 —— 0.20 (0.17,0.22)
Subgroup (I-squared = .%) 0.20 (0.17,0.22)

Papua New Guinea
Bougainville, PNG - Site #1
Subgroup (I-squared = .%)

—&— 0.34(0.30,0.37)
<> 034(0.30,037)

0

Heterogeneity between groups: p = 0.040

Overall (I-squared = 95.7%) P 0.13 (0.09, 0.16)
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Country and Country site OR (95% Cl)

Cambodia

Cambodia - Site #1 —_— 1.09 (0.94, 1.27)

Cambodia - Site #2 (urban) ——:0— 1.12(0.95, 1.32)

Cambodia - Site #3 —_— 1.09 (0.97, 1.21)

Cambodia - Site #4 —_—— 1.02 (0.92, 1.14)

Cambodia - Site #5 —_— 1.01(0.91,1.12)

Subgroup (I-squared = 0.0%) < 1.05 (1.00, 1.11)
1

Sri Lanka H

Sri Lanka - Site #1 (rural) —_— 1.09 (0.97, 1.23)

Sri Lanka - Site #2 (rural) ———————— 1.19(1.03,138)

Sri Lanka - Site #3 (rural) _-— 1.12(1.05, 1.21)

Sri Lanka - Site #4 (urban) —_—_—— 1.15 (1.05, 1.25)

Subgroup (I-squared = 0.0%) R 1.13(1.08, 1.19)
'

Bangladesh '

Bangladesh - Site #1 (urban) —_ 1.12 (1.04, 1.20)

Bangladesh - Site #2 (rural) — 0.95 (0.90, 1.02)

Subgroup (I-squared = 90.7%) —_ 1.03 (0.88, 1.20)

'
Indonesia !
Indonesia - Site #1 (rural - Purworejo) —0—:— 1.01(0.91, 1.12)
Indonesia - Site #2 (urban - Jakarta) —_—— 1.13(1.03, 1.23)
Indonesia - Site #3 (rural - West Papua) — 1.07 (1.02, 1.13)
Subgroup (I-squared = 21.4%) <> 1.07 (1.02, 1.13)
'
'
: )
'
China :
——
'
'
'
'
——'
'
'

China - Site #1
Subgroup (I-squared = .%)

1.07 (1.02, 1.11)
()

Papua New Guinea
Bougainville, PNG - Site #1 -
Subgroup (I-squared = .%)

1.03(0.99, 1.07)
1.07 (1.02, 1.11)

Heterogeneity between groups: p =

Overall (I-squared = 49.4%) 1.07 (1.04, 1.10)
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Country and Country site OR (95% CI)

Cambodia
Cambodia - Site #1 —_—— 3.61(0.45, 29.22)
Cambodia - Site #2 (urban) —_—————————  5.46(0.55,53.75)
Cambodia - Site #3 ——#—:— 1.90 (0.49, 7.40)
Cambodia - Site #4 —_— 8.86 (2.26, 34.71)
Cambodia - Site #5 —:—0— 10.11 (1.16, 87.85)
Subgroup (l-squared = 0.0%) < 4.65 (2.17,9.98)
1
Sri Lanka :
Sri Lanka - Site #1 (rural) —:0— 7.18 (1.22, 42.09)
Sri Lanka - Site #2 (rural) —_—— 2.37(0.51, 11.07)
Sri Lanka - Site #3 (rural) —_—— 3.83 (1.30, 11.31)
Sri Lanka - Site #4 (urban) —_— 6.64 (1.93, 22.83)
Subgroup (I-squared = 0.0%) <> 4.49 (2.31, 8.75)
|
Indonesia :
Indonesia - Site #1 (rural - Purworejo) :—+— 9.66 (3.56, 26.23)
Indonesia - Site #2 (urban - Jakarta) - 1.60 (0.76, 3.40)
Indonesia - Site #3 (rural - West Papua) —— 3.81(2.53, 5.74)
Subgroup (I-squared = 75.8%) <> 3.69 (1.63, 8.38)
T
i
i )
1
China :
China - Site #1 - : 1.39 (0.83, 2.34)
Subgroup (I-squared = .%) 1 ()
1
Papua New Guinea :
Bougainville, PNG - Site #1 =t 2.28 (1.42, 3.67)
Subgroup (I-squared = .%) <O 1 1.39 (0.83, 2.34)
1
Heterogeneity between groups: p = . :
Overall (I-squared = 49.9%) <> 3.28 (2.26, 4.75)
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Interact. OR

Subgroup (I-squared = .%) 1.08 (0.94, 1.24)

Country and Country site (95% Cl)
Cambodia
Cambodia - Site #1 T 1.70 (0.94, 3.07)
Cambodia - Site #2 (urban) - —————— 1.15 (0.65, 2.04)
Cambodia - Site #3 ——:—#— 1.37 (0.89, 2.10)
Cambodia - Site #4 —_—r 0.91(0.68, 1.21)
Cambodia - Site #5 D RS a—— 145 (0.78,2.72)
Subgroup (I-squared = 26.5%) -—— 1.19(0.93, 1.52)
1
Sri Lanka :
Sri Lanka - Site #1 (rural) ——:+— 1.19 (0.87, 1.62)
Sri Lanka - Site #2 (rural) —_—rr 0.79 (0.48, 1.29)
Sri Lanka - Site #3 (rural) —-‘I— 1.05 (0.88, 1.26)
Sri Lanka - Site #4 (urban) —_—— 1.09 (0.67, 1.78)
Subgroup (I-squared = 0.0%) 2 1.06 (0.92, 1.22)
h
Indonesia |
Indonesia - Site #1 (rural - Purworejo) —_—— 1.07 (0.73, 1.55)
Indonesia - Site #2 (urban - Jakarta) —-'!— 1.02 (0.77, 1.37)
Indonesia - Site #3 (rural - West Papua) = — 1.13 (0.99, 1.29)
Subgroup (I-squared = 0.0%) -e- 1.10 (0.98, 1.24)
1
i
! ()
1
China i
China - Site #1 --+— 1.08 (0.94, 1.24)
Subgroup (I-squared = .%) : ()
|
Papua New Guinea [
Bougainville, PNG - Site #1 —O:— 1.03 (0.92, 1.15)
T
1
1

Heterogeneity between groups: p = .
Overall (I-squared = 0.0%) 1.07 (1.01, 1.14)
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