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ABSTRACT

Three Essays Analyzing the Impact of Community and Neighborhood Factors on
Intimate Partner Violence against Women in Uganda

Catherine Carlson

The overall aim of the proposed dissertation is to enhance understanding of the impact of the
community and neighborhood in preventing violence against women, and how women who have
been displaced from their communities may be at increased risk of violence. This three-paper
dissertation utilized secondary data sources from two studies of IPV against women in Uganda:
the SASA! Study and the Ugandan Demographic and Health Study (UDHS). The first paper used
quantitative data from the baseline of the SASA! study (a cluster randomized controlled trial of a
community-based intervention to prevent violence against women and HIV/AIDS, called SASA!),
a representative sample of community members in two districts in Kampala. This study
hypothesized that women who live in neighborhoods with higher levels of collective efficacy to
prevent IPV would be at decreased risk of experiencing male-perpetrated IPV. Using a multi-
level logistics model, there was no significant neighborhood effect on intimate partner violence
related to collective efficacy or otherwise. However, women with higher levels of self-efficacy
to prevent IPV against others were significantly less likely to experience physical IPV
themselves. Other fixed effect factors, including younger age, no education, higher number of
children, having no electricity, not earning an income, and partner’s daily alcohol use
significantly predicted women’s risk of IPV. Potential research and practice implications will be
discussed.

The second paper utilized secondary analyses of the impact of displacement on IPV against

women from the Demographic and Health Survey, a representative community sample of women



throughout Uganda. Using propensity score matching, this study attempts to determine the causal
effect of displacement on women’s experiences of intimate partner violence. Given that assumptions
hold, the results indicate that women who are displaced in northern Uganda are less likely to
experience IPV than if they had not been displaced. Potential explanations for these findings, such as
the renegotiation of gender during displacement and the impact of the humanitarian Cluster
Approach, will be discussed.

The third paper is an in-depth qualitative study using secondary analysis of focus groups with
community leaders in Kampala Uganda, also from the baseline of the SASA! study. Key findings
using framework analysis of focus group discussions with religious leaders, sengas/traditional
aunties, health care workers, police and local council leaders suggest a widely held justification
for violence against women based on an underlying cultural belief in men’s authority over
women and expectations on women. The belief in men’s power over women manifests in three,
interrelated themes: men’s authority, blaming women, and controlling women’s sexuality. Few
dissenting voices argued against violence against women for reasons related to the impact on the
children and the need for women and men to live with peace and happiness in the home.

Overall, despite numerous justifications for violence against women, community leaders
expressed a strong sense of responsibility in responding to violence against women, particularly
in life threatening situations. Suggested strategies for intervening in situations of violence
against women in the home included recruiting elders, talking to the men about the violence,
calling upon help from local council leaders, and reporting to the police. These suggested
strategies were not, however, without underlying sentiments of men’s authority and associated
risks faced by community leaders. Community leaders also expressed a sense of responsibility
in helping organize community members for prevention activities, although they did not see their

role as leaders or facilitators of these efforts.
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Introduction to the Dissertation

Violence against women is a human rights violation and global public health concern,
affecting an estimated one in three women around the world (DPI, February 2008). The most
prevalent form of violence against women is intimate partner violence (C. Garcia-Moreno,
Jansen, Ellsberg, Heise, & Watts, 2005). Commonly referred to as domestic violence or abuse,
intimate partner violence occurs within intimate or trust relationships and may include “physical
aggression, sexual coercion, psychological abuse, or controlling behaviour” (WHO/LSHTM,
2010, p. 11). Though women sometimes perpetrate violence against intimate male partners and
violence exists in same sex relationships, the majority of intimate partner violence is perpetrated
against a woman by a current or former male intimate partner (Dahlberg & Krug, 2002). In
different cultural contexts, intimate partner violence against women (IPV) may be perpetrated by
former husbands, a co-habituating partner, boyfriends, or lovers.

Intimate partner violence causes harm that affects multiple aspects of the health and well-
being of women and their families. Compared to women who have not experienced abuse, those
with a history of IPV are more likely to report mental health disorders such as depression,
anxiety, and post-traumatic stress disorder (PTSD). Other health-related effects of IPV include
substance abuse, unplanned pregnancy, abortion, miscarriage, and sexually transmitted
infections, such as HIV. The most severe health outcomes associated with IPV are homicide,
suicide, or premature mortality due to HIV (Dahlberg & Krug, 2002). Violence can affect a
woman’s ability to work and earn an income, make decisions about her family or children, or
participate in her community (Watts, 2005). In addition, children in a family with IPV tend to be
at increased risk of child mortality, failure to immunize, and abuse and neglect (Asling-Monemi,

Tabassum Naved, & Persson, 2008; Holt, Buckley, & Whelan, 2008; McGuigan & Pratt, 2001,



Silverman, et al., 2009). Children who are exposed to intimate partner violence may also be
more likely to face difficulty with social, emotional, behavioral, cognitive and general health
functioning (Kitzmann, Gaylord, Holt, & Kenny, 2003).

The majority of literature on intimate partner violence against women focuses on high
income countries. A need exists to expand the knowledge base on IPV against women in low-
and middle-income countries, particularly in countries with high prevalence rates, such as
Uganda. Furthermore, much of the previous research on IPV against women focuses on the kinds
of women who experience violence and to a lesser degree, the kind of men who perpetrate
violence. A large gap in the literature exists on the “kinds of places” which either foster or
prevent IPV against women (Kubrin & Weitzer, 2003).

Theoretical Framework

Although much research on the community factors of IPV lacks a theoretical framework,
studies which do draw upon a framework typically utilize social disorganization and collective
efficacy theory. According to social disorganization and collective efficacy theory (Kornhauser,
1978; Shaw & McKay, 1969), structural factors such as poverty, ethnic heterogeneity,
community violence, and residential instability contribute to negative health and wellbeing
outcomes, including violence (Sampson, 2003). Collective efficacy (a multi-dimensional
construct representing social cohesion and informal social control) is proposed to partially
mediate the relationship between structural factors and community well-being. For example,
communities with concentrated disadvantage are pre-occupied with meeting basic needs and thus
unable to develop the social cohesion, or trust, necessary to regulate undesirable behaviors
among their neighbors (informal social control). Studies drawing from social disorganization

theory as an explanation for intimate partner violence have typically focused on populations in



the United States.
IPV in Uganda

Uganda served as an appropriate country for the focus of this dissertation for several reasons.
First, national prevalence rates of intimate partner violence rank Uganda on the higher end of
regional and global rates (Claudia Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2006; Gass,
Stein, Williams, & Seedat, 2011; Rico, Fenn, Abramsky, & Watts, 2011). A population-based
survey found that 68 percent of ever-married women in Uganda have experienced at least one
kind of violence (physical, sexual or emotional) by an intimate partner (Speizer, 2010). Similar
to other countries, the majority of prior IPV studies from Uganda focused on individual and
relationship-level factors, with a dearth of research on community-level factors. Furthermore,
my previous and ongoing work in the area of violence against women prevention in Uganda
allowed for additional insight into the cultural, political, and social context of the country, as
well as enormously beneficial connections with colleagues from two Ugandan-based violence
prevention agencies (Raising VVoices and the Center for Domestic Violence Prevention).

The overall aim of the proposed dissertation is to enhance understanding of the impact of the
community and neighborhood in preventing violence against women, and how women who have
been displaced from their communities may be at increased risk of violence. This 3-paper
dissertation utilized secondary data sources from two studies of IPV against women in Uganda:
the SASA! Study and the Ugandan Demographic and Health Study (UDHS). The first paper used
quantitative data from the baseline of the SASA! study (a cluster randomized controlled trial of a
community-based intervention to prevent violence against women and HIV/AIDS, called SASA!),
a representative sample of community members in two districts in Kampala. The second paper

utilized secondary analyses of the impact of displacement on IPV against women from the



Demographic and Health Survey, a representative community sample of women throughout
Uganda. The third paper is an in-depth qualitative study using secondary analysis of focus groups
with community leaders in Kampala Uganda, also from the baseline of the SASA! study. Below |
present the research questions, aims, and hypotheses for each of the three papers.

Paper 1: Quantitative Data from the SASA! Baseline Study

Research questions:

Using a probability sample of 1,582 community members drawn from 8 neighborhoods in
Kampala, Uganda, to:

Aim 1: examine the reliability of a newly developed 6-item scale to measure perceived collective
efficacy to prevent and respond to IPV.

Aim 2: examine how perceived collective efficacy of efforts to prevent and respond to violence
against women at the neighborhood level influences individual women’s experiences of IPV.
Hypothesis 1: The aggregated individual social efficacy of efforts to prevent and respond to
violence against women is inversely and significantly associated with women’s experiences of
IPV, all other relevant variables being held constant.

Paper 2: Quantitative Data from the Demographic and Health Survey

Research Questions:

Using a nationally representative sample of 1,749 reproductive-aged women in Uganda, to
Aim 1: determine the causal effect of living in an internally displaced village on women’s
experiences of IPV.

Hypothesis 1: Women who live in an internally displaced village will be more likely to

experience IPV in the last 12 months than if they had never been displaced.



Paper 3: Qualitative Data from the SASA! Baseline Study

Research Question:

Using framework analysis of secondary data from focus groups with community leaders in
Kampala, Uganda to understand 1) the perspectives of community leaders on the IPV against
women in their communities and 2) what, if any, role they see for community leaders in

responding to and preventing this issue.



Dissertation Paper 1:
The Effect of Collective Efficacy on

Intimate Partner Violence against Women in Kampala, Uganda



Introduction

Intimate Partner Violence in Uganda

Violence against women in Uganda remains widespread and largely condoned by social
norms. For example, studies have found that 73% to 90% of women and 57% to 70% of men in
Uganda believe intimate partner violence (IPV) is justified (Koenig, et al., 2003; Speizer, 2010)
and there are no national laws protecting women from violence within marriage (Amnesty
International, 2010). A population-based survey found that 57% of currently or formerly
married women of reproductive age in Uganda report having experienced at least one kind of
violence (physical or sexual) by an intimate partner (Speizer, 2010), ranking Uganda on the
higher end of both global and regional prevalence rates (Claudia Garcia-Moreno, et al., 2006;
Gass, et al., 2011; Rico, et al., 2011). The same population-based survey found that nearly one in
four women reported that their first sexual intercourse was forced, the majority by an intimate
partner (Uganda Bureau of Statistics (UBOS) and Macro International Inc., 2007). While much
of the existing literature on IPV, including that on Uganda, focuses on individual and
relationship factors that put women at risk of experiencing IPV, a gap exists on neighborhood or
community-level phenomena that may protect women from violence and promote peaceful,
healthy relationships. A neighborhood or group-level strength that has garnered increased
attention in global public health and IPV literature is collective efficacy.
Collective Efficacy

Collective efficacy is a group-level construct representing a group’s shared belief in its
ability to accomplish a specific goal. Although the roots of collective efficacy are in social
learning theory, the IPV literature most commonly references collective efficacy as a tenet of

social disorganization theory. Originally developed by Shaw and McKay (1969) and extended



by Kornhauser (1978), social disorganization theory suggests that crime results from structural
factors such as collective disadvantage (poverty), residential instability, community violence,
and ethnic heterogeneity. Communities with these structural features are less equipped to
regulate crime due to a lack of collective efficacy, a multidimensional construct referring to a
group’s “linkage of mutual trust and the[ir] willingness to intervene for the common
good”’(Sampson, Raudenbush, & Earls, 1997, p. 919). The “linkage of mutual trust” is
commonly referred to as social cohesion, and the “willingness to intervene for the common
good” is defined as informal social control. Collective efficacy, commonly defined as social
cohesion and informal social control, is considered the mechanism through which communities
either allow or prevent criminal activity, including violence.

While Sampson, Raudenbush and Earls (1997) are credited in the sociology and criminology
literature for coining the term collective efficacy, authors in social psychology typically
reference Bandura’s social learning theory (1997). Indeed, social disorganization theorists
adopted the term collective efficacy from the concept of self-efficacy, a critical component of
social learning theory (Albert Bandura, 1977). Self-efficacy, or a person’s belief in their ability
to achieve a given goal or task, largely predicts an individual’s attainment of such goals in a
variety of arenas (A. Bandura, 1997). An expansive literature base supports the causal
relationship between situated self-efficacy and the performance of a specific task. As a result,
self-efficacy is as a key concept in the Transtheoretical Model of behavior change (Prochaska &
Velicer, 1997). Bandura (1997) extended the concept of self-efficacy to the group level by
defining collective efficacy as “a group’s shared belief in its conjoint capabilities to organize and

execute the courses of action required to produce given levels of attainment” (p. 477).



Social disorganization theory and social learning theory share important similarities in their
understanding of collective efficacy. Both theories conceptualize collective efficacy as a group-
level phenomenon that draws upon the interdependent, relational nature of human behavior.
Both also agree that collective efficacy — like self-efficacy — is situated toward a specific goal or
desired outcomes and not a global or general characteristic of a group. Finally, neither theory
refers to collective efficacy in terms of actual behavior, but rather as group characteristics that
theoretically precede a specific behavior or action.

In a key, albeit subtle, distinction, social learning theory defines collective efficacy as a
group’s belief in its ability to take collective action while social disorganization theory refers to
collective efficacy as the likelihood a group will take collective action. The term likelihood is a
broader and less specific term than the term ability. Furthermore, social disorganization theory
suggests that collective efficacy represents the group’s social cohesion or mutual trust in addition
to its likelihood of action.

Empirical Evidence on Collective Efficacy and IPV

Literature on the effect of collective efficacy on IPV remains mixed (Wright, 2011), with
some authors finding collective efficacy to be a significant protective factor for IPV (Browning,
2002; Wu, 2009), and others finding no relationship (Dekeseredy, Alvi, & Tomaszewski, 2003;
Frye, et al., 2008; Wright & Benson, 2011). Browning (2002) found that Chicago
neighborhoods with high collective efficacy were less likely to have high rates of either intimate
homicide or nonlethal partner violence against women (any IPV that did not result in murder)
(Browning, 2002). Examining severe IPV against women (their partner had kicked, bit, or hit
them with their fist; hit or tried to hit them with something; beat the up; choked them; threatened

them with a knife or gun; had used a knife or fired a gun), Wright and Benson (2011) found that
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the relationship between collective efficacy and IPV dissolved when including disadvantage in
their model. Both Wright and Benson and Browning used a measure of collective efficacy that
combines measures of social cohesion and informal social control. Wu (2009) reported a
significant relationship between collective efficacy and female homicide in California, however,
using a questionable proxy measure of collective efficacy that comprised of neighborhood
structural factors.

Studies examining the effect of social control and social cohesion on IPV as separate
constructs also reveal mixed findings. Frye (2008) found no relationship between social
cohesion and female homicide, while Caetano and colleagues (2010) reported that social
cohesion protected women against IPV. Studies isolating the effect of informal social control on
IPV reported insignificant results (Caetano, et al., 2010; Dekeseredy, et al., 2003).

Some evidence suggests that collective efficacy may be modified by the level of social norms
or attitudes supportive of IPV. Raghavan and colleagues (2006) found that living in a
community with strong social ties or networks may fail to protect women from experiencing IPV
or even put them at greater risk if the community has social norms which support IPV.

Similarly, Frye (2007) reported that attitudes supportive of IPV decreased the likelihood that an
individual would exert informal social control to prevent IPV in his or her neighborhood.

The limited number, measurement inconsistencies, and mixed results of studies on collective
efficacy and IPV indicate a significant need for additional research in this area. While some
studies have considered the effect of social cohesion and informal social control as separate
constructs, others aggregate the two constructs to represent collective efficacy. Given the
potentially different effects of social cohesion and informal social control on IPV, studies which

do not consider collective efficacy as an aggregate of these two concepts may better clarify the
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role that a community can have on IPV. Furthermore, most studies, with the exception of Frye
(2008), use a general measure of collective efficacy and/or informal social control. As both
social disorganization and social learning theory note, collective efficacy is not a global
phenomenon and it thus should be measured in its relation to a specific outcome such as IPV
prevention. Finally, nearly all studies on the effect of collective efficacy or social control and
IPV utilize samples from urban cities in the United States. Given the highly contextualized
nature of neighborhoods, additional research examining the relationship between these two
variables in different cultural, political, economic, and social environments may contribute to the
understanding of collective efficacy and IPV.

Using a probability sample of 1,582 community members drawn from eight neighborhoods
in peri-urban Kampala, Uganda, this study aims to examine how collective efficacy to prevent
violence against women at the neighborhood level influences women’s experiences of physical

and sexual IPV in the last 12 months prior to the survey.

Methods

Data Source

The data source for this study comes from peri-urban settlements in Kampala, Uganda.
These settlements lie in the outside areas of the city and are categorized as having high
population density, concentrated poverty, and small scale agriculture (Kulabako, Nalubega,
Wozei, & Thunvik, 2010). Data are from a multistage stratified random sample of 1,532 men
and women from the Rubaga and Makindye Administrative Districts in Kampala, Uganda. The
data are part of the baseline assessment from the SASA! Study, a cluster randomized controlled
trial to evaluate the impact of a community-based intervention to prevent violence against

women and HIV. All elements of the study protocol were reviewed and approved by the
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Institutional Review Boards at both the London School of Hygiene and Tropical Medicine and
Makerere University in Kampala, Uganda.
Background on SASA!

In the early 2000s, global researchers and policy makers began to call for community-based
approaches to preventing violence against women which target social norms accepting violence
and men’s power over women (Dahlberg & Krug, 2002). Furthermore, a growing body of
research began to show the link between HIV and violence against women, resulting in a call for
integrated HIV and VAW prevention efforts (Dunkle, et al., 2004). Despite these
recommendations, many groups struggled to develop appropriate and effective methods of
addressing social norm change through community-based approaches. In addition, a gap in
knowledge existed on the practical aspects of an integrated HIV/VAW approach and most
prevention efforts which incorporate both tended to focus on the individual or couple and not the
community.

In response, Raising Voices—a Ugandan-based violence prevention NGO—developed
SASA! in 2008 as a community mobilization methodology aimed at preventing violence against
women and its linkages to HIV/AIDS (Raising Voices, 2008). The word ‘sasa’ is a Kiswahili
word that means now. The SASA! model uses an approach that follows the Stages of Change
Model (Prochaska & Velicer, 1997) scaled up to the community level, including the promotion
of collective efficacy, through the process of four phases: Start, Awareness, Support, and Action.
The intervention content focuses on power—what it is, who has it, how it is used, how it is
abused—and how men and women can achieve balance in their relationships. SASA! uses
multiple strategies, including local activism with neighbors, media & advocacy campaigns,

communication materials such as posters and advertisements, and training of community leaders.
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Sampling

The sampling frame for the baseline assessment survey was chosen to reflect the population
most likely to have repeated and extensive contact with multiple components of the SASA!
intervention. For example, a large component of SASA! involves the efforts of community
activists to engage their neighbors in discussions and activities. The sampling frame therefore
comprised households situated in all “Enumeration Areas” in which the community activists in
the intervention sites, and passive ‘activists’ in the control areas were living. The SASA! dataset
is unique in its inclusion of questions about individual social efficacy to prevent or respond to
violence against women in one’s own community, the foundational measure of evaluating

collective efficacy, and individuals’ personal history of intimate partner violence.

Data Collection

Trained, local research assistants conducted face to face interviews from December 2007 to
April 2008. Inclusion criteria were: same sex as the community activists, usually lived in the
household selected and shared food, aged 18-49 years, and had lived in the community for at
least one year. Respondents were limited to one per household for safety and confidentiality.
Separate sampling by sex was chosen principally for reasons of safety (to reduce the chance that
men in the immediate locality were aware of the nature of the questions that women are being
asked and thus the experiences that they may disclose). The target sample size was 200
completed questionnaires per each of the 8 sites. Households were oversampled, to account for
potential ineligibility or unwillingness to participate. Household selection procedures were
completed in at least 80% of households sampled. Failures to complete this process were largely
because there was no household at the mapped location, there was no-one home on repeated

visits or language barriers prevented communication. Where the household selection procedure
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was completed, the response rates for the community questionnaire were 97% and 98% in the
intervention and control arms respectively, and 98% and 97% for males and females,
respectively.

Measurements

Intimate partner violence.

The questionnaire contained eight questions, adapted from the Conflict Tactics Scale (Straus,
1990), about specific physical and sexual violent behaviors experienced by women who were in
an intimate relationship within the last 12 months. Six questions asked about experiences of
physical violence (slapped or thrown something that could hurt; pushed or shoved her or pulled
her hair; hit her with a fist or something else that could hurt; kicked her, dragged her or beat her
up; choked or burnt her on purpose; threatened to use or actually used a gun, knife or other
weapon against her) and two questions assessed sexual violence (threatened or intimidated her
into having sexual intercourse even when she did not want to; physically forced her to have
sexual intercourse even when she did not want to). Experience of any type of physical or sexual
violence at least once during previous 12 months was coded as “1” (no experiences of IPV in the
last year were coded as 0).

Collective efficacy.

The measure of collective efficacy was adapted from social learning theory’s definition and
measurement recommendations (Albert Bandura, 2000). Six questions in the SASA! study asked
about participants’ individual self-efficacy, or perceived ability to prevent or respond to violence
against women in his or her community: “In the last 12 months, to what extent (very able = 3,
somewhat able = 2, not very able= 1, not at all able = 0) have you felt able to: a) support a

woman experiencing violence to make her own decisions about her safety; b) tell men that using
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violence that it is not okay; ¢) hold men using violence accountable without blaming and
shaming them; d) get involved with others who are promoting non-violent relationships between
women and men; ) move out of social roles that society expects of you as a man or woman; f)
take action to prevent violence against women and girls in your community”.

Exploratory factor analysis of all six items resulted in one robust factor or construct with an
Eigen value of 3.5, well above the standard cutoff of 1.0. Five out of the six items resulted in
sufficient factor loadings of 0.7 or above. The item on respondent’s ability to “move out of
social roles society expects of you as a man or woman,” resulted in a factor loading of .490. Due
to this relatively low loading, and the theoretical plausibility of this item as representing a
different - albeit related - construct, this item was dropped from the final social efficacy scale
used in subsequent analyses. The final iteration of the collective efficacy measurement resulted
in a five-item scale ranging from 0 to 15, with higher numbers representing higher levels of
collective efficacy to prevent violence against women in one’s community. The scale for
collective efficacy reported strong internal consistency (a = .90). As supported by previous
literature(Albert Bandura, 2000), collective efficacy was treated as an aggregate measure,
averaged across all individuals living in a given neighborhood.

Additional Women’s Variables.

Women’s age, number of children and age at sexual debut were all modeled as continuous
variables. Dichotomous variables included: currently in an intimate relationship, belonging to
the Muganda ethnic tribe, earning money, partner drinks everyday or nearly everyday, self
reporting as HIV positive, and partner having more than one wife or woman with whom he lives
with as married (polygamous). Education and religious affiliation were measured as categorical

variables. Participants were asked the highest level of education attended: no formal education
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(reference category), attended or completed primary education, attended or completed secondary
education or higher. Religious affiliation categories included: Catholic (reference category),
Muslim, Born Again Christian, Protestant, or no religious affiliation.

Six questions asked about the acceptability of physical violence: “In your opinion, does a
man have a good reason to hit his partner if: 1) she disobeys him; 2) he suspects that she is
unfaithful; 3) he finds out that she has been unfaithful; 4) she spends her time gossiping with
neighbors instead of taking care of the children; 5) she does not complete her household work to
his satisfaction 6) she refuses to have sexual relations with him.” In response to each of these
questions “yes”=1 and “no”=0. Eight questions asked about the acceptability of sexual violence:
“In your opinion, can a woman refuse to have sex with her partner if: 1) she doesn’t want to; 2)
he is drunk; 3) she is sick; 4) he mistreats her; 5) she suspects he is unfaithful; 6) she knows that
he is unfaithful; 7) she knows/suspects he is HIV positive; 8) he refuses to use a condom.” In
response to each of these questions “no”=1 and “yes”=0. Each of these items from both sets of
questions were added together to create a scale ranging from 0-14, with higher numbers
indicating more acceptance of intimate partner violence.

Data Analyses

Descriptive statistics of individual characteristics were conducted by obtaining percentages,
means, standard deviations, and range. Bivariate analysis of collective efficacy across
neighborhood sites will be assessed using the nonparametric Kruskal-Wallis analysis of variance
test. Additionally, bivariate analysis of the variation in neighborhood IPV will be conducted
using chi-square tests of association. This study utilized a multilevel logistic regression model
that represents the odds that a given woman or man living in a given neighborhood will report

having experienced/perpetrated IPV in the last 12 months. This strategy accounts for the
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hierarchical structure of the data with 1,569 individuals (level 1) nested within eight
neighborhoods (level 2) to differentiate true contextual effects. Individual-level covariates that
were theoretically and/or empirically significant in the IPV literature on Uganda were chosen
and held in the model, regardless of their significance in bivariate and multivariate analyses. In
one exception, the variable for being in a polygamous marriage was dropped from the analysis.
Sixteen percent of women (n=116) in the sample reported that they were currently in a
relationship with a regular partner but not living together. None of these women were asked
whether or not their male partner has more than one partner with whom they live with as married
resulting in a large number of missing data and reducing the sample size and power of the model.
When included in the model, polygamy was not significantly associated with IPV and was thus

dropped from subsequent analyses.
In the equation:

log [IPVi;/(1 — IPV;)] = Bo; + B1;COLLECTIVEEFFICACY; + B;;COVARIATES;; + {; +
gij )

the i™ individual in the ] neighborhood has outcome of the probability of IPVj; (Intimate partner
violence), predictor given by COLLECTIVEEFFICACY;, controlling for k individual-level
characteristics, with random effects at the neighborhood level {;, and residual error ¢;;. The
specified model was analyzed separately for each dependent variable: women’s reports of
experiencing physical intimate partner violence and women’s reports of experiencing sexual

intimate partner violence. Analyses were conducted using STATA 12.0.
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Results

Table 1 describes the demographic and risk factors of the sample. As a whole, the sample
was 45% female, 36% Catholic, and had a mean age of 28; over 78% had at least attended
secondary school. Sixty-eight percent of respondents affiliated with the Muganda tribe and
around 12% reported that they or their partner had multiple wives (polygamy). Over half (56%)
of the sample claimed to accept IPV against women for at least one reason and the average score
on the collective efficacy scale to prevent violence against women was 9.35 (SD = 4.25);
possible range = 0-15).

Table 1. Demographic and Risk Factors

Variables Mean (SD) or % Range
Female 45.30 0-1
Age 27.77 (1.3) 18-49
In relationship 74.35 0-1
Education
None 15.73 0-1
Primary 27.86 0-1
Secondary + 78.20 0-1
Religion
Catholic 35.90 0-1
Muslim 25.28 0-1
Protestant 23.39 0-1
Born again 11.69 0-1

Other/No religion 3.73 0-1
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Muganda Tribe 68.04 0-1
Number of children 1.76 (2.23) 0-16
Earns Money 66.69 0-1
Electricity 76.94

Polygamous 12.17 0-1
Accepts violence 56.76 0-1
HIV positive 6.44 0-1
Male partner drinks everyday 8.91 0-1
Age at sexual debut 17.10 (2.96) 3-36
Polygamous 12.07 0-1
Collective Efficacy 9.35 (4.25) 0-15

Descriptive statistics show relatively homogenous neighborhoods. The only neighborhood
characteristic that varies greatly is whether or not participants belong to the Muganda tribe. Site
six contains the highest percentage of Mugandans (80%), compared to site two which reported
the lowest percentage of Mugandans (53%). Table 2 presents descriptive data on experiencing
physical and sexual intimate partner violence across neighborhoods. The neighborhood with the
lowest mean score of collective efficacy of 8.50 (SD = 4.1) was site six, while the neighborhood
with the highest mean score of 10.39 (SD = 3.6) in Site 2. A nonparametric analysis of variance
shows significant differences i