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Abstract: To assess the association between women’s autonomy and intimate partner violence (IPV)
against women of childbearing age. Secondary analysis of the 2019 Demographic and Family Health
Survey (ENDES-acronym in Spanish) was carried out. The study population was women aged
15–49 years who are currently married or living with a partner. A Poisson family generalized linear
regression model was estimated to calculate adjusted prevalence ratios (aPR) for the association
between women’s autonomy and IPV with their respective 95% confidence intervals (CI). Data from
18,621 women were analyzed. The highest proportion of women had low autonomy (low: 42%;
moderate: 39.2%; high: 18.8%). A prevalence of IPV of 40.1% was found (psychological/verbal:
38.8%; physical: 8.8%; sexual: 2.3%). The adjusted model found that women with a low level of
autonomy (aPR: 1.15, 95%CI: 1.01–1.31) had a higher prevalence of IPV compared to women with
high autonomy. This association was also found for the specific case of psychological/verbal violence
(aPR: 1.15, 95%CI: 1.01–1.31). No association was found between women’s level of autonomy and
physical or sexual violence by a partner. Four out of 10 women of childbearing age have experienced
IPV in the last 12 months. In general, women with lower levels of autonomy are more likely to
present IPV compared to women with high autonomy.

Keywords: domestic violence; personal autonomy; health surveys; Peru

1. Introduction

Intimate partner violence (IPV) is a public health problem that has negative conse-
quences on women’s health and violates human rights [1]. The type and nature of the
violent acts vary, ranging from psychological, physical, sexual, and controlling behaviors
inflicted on women and occurring within an environment of marriage or cohabitation with
a partner [1]. Although the United Nations Sustainable Development Goal 5.2 seeks to
eliminate all forms of violence against women and girls in public and private spheres [2],
it is estimated that more than 10% of women aged 15–49 years suffered physical and/or
sexual violence by an intimate partner in 2018 [3]. Likewise, it is estimated that IPV gener-
ated more than eight million disability-adjusted life years (DALYs) due to mental health
disorders and the human immunodeficiency virus (HIV); more than 4 million years of
life lost (YLL), and years lost due to disability (YLD), and more than 80 thousand deaths
in 2019, being the nineteenth leading cause of death in the world [4]. However, low and
middle-income countries could be more affected by the consequences of IPV because of
the higher prevalence of this type of violence in these countries compared to high-income
countries [3].

In Latin America and the Caribbean (LAC), it is estimated that between 25.5% and
46.4% of women have experienced IPV in the last 12 months [5,6]. LAC lifetime prevalence
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of IPV is one of the highest in the world (29.8%), after other regions such as Africa (36.6%),
Eastern Mediterranean (37.0%) or Asia (37.7%) [7]. Peru is one of the countries with
the highest prevalence of IPV in the LAC region, estimating that 57.7% of married or
cohabiting women have experienced IPV at some point in their lives in 2019 [8]. In LAC,
women possess sociodemographic and cultural characteristics that increase the likelihood
of experiencing attitudes of violence by their partner, including a greater tolerance to
violence due to an upbringing that generates submissive and dependent behavior towards
their spouses and preferences centered on the home and family. In addition, many often
consider that if they do not act this way, they may suffer violent acts by their partner [9,10].
Likewise, socioeconomic disadvantages and a low educational level compared to their
partner generate a greater attitude of submission and male dominance [10]. Moreover,
cultural aspects place men in a dominant role over women and idealize masculine behavior
that is associated with aggressiveness, power, and strength, with IPV being a way of
demonstrating their authority [10,11]. However, capabilities such as autonomy that allow
women to make decisions freely about various aspects of their lives would help to reduce
attitudes towards violence by their partners [12].

Biomedical literature describes women’s autonomy as a factor associated with the
presence of IPV [13,14]. Regarding the operational definition of autonomy, several studies
have described differences in its composition and methods of measurement. However,
there are common components that would help to delimit the necessary aspects of women
to be autonomous, such as their participation in economic decision-making in the home,
free transit, and health, as well as negative attitudes towards violence [13,15,16]. While the
terms autonomy and women’s empowerment may be interchangeable, there are differences
between their definitions [17]. On the one hand, autonomy refers to the ability to make
decisions and exercise control over one’s own economic, material and social resources or in
collaboration with one’s spouse or partner, while empowerment is characterized by the
ability to resist controls over one’s own life and the denial of one’s rights [17]. Demographic
studies conducted in African countries, in which there is a high prevalence of IPV, describe
how low autonomy in economic decision-making increases the risk of all types of violence
(physical, psychological and sexual), while at the community level, sexual autonomy was
seen to be a positive factor in preventing physical and psychological violence [13,14]. In
this sense, women’s exercise of autonomy is a necessary intervention that could promote
women’s health and other sociocultural aspects.

Despite the high prevalence of IPV and the structural factors that predispose women
to this social problem in LAC, there is little evidence of the association between women’s
autonomy and IPV in Peru. Therefore, the objective of this study was to determine the
association between Peruvian women’s autonomy and IPV using a nationally representative
database to provide an overview of this association in the Peruvian territory.

2. Materials and Methods
2.1. Study Design and Data Sources

An observational, cross-sectional, and analytical study was conducted using the 2019
Demographic and Family Health Survey (ENDES-acronym in Spanish) database. The
ENDES is a nationally representative survey, by urban/rural area and of the 25 depart-
ments of Peru, which is conducted by the National Institute of Statistics and Informatics
of Peru (INEI-acronym in Spanish) [18]. This survey collects information annually on
sociodemographic indicators of the population and is divided into three questionnaires:
household (in which the characteristics of the household, as well as its assets, are observed),
individual (in which information is collected related to the sociodemographic and economic
characteristics of women, fertility, childbirth, sexually transmitted diseases, IPV in women
aged 12 to 49 years and characteristics of children under five years) and health (information
on the sociodemographic and health characteristics of people aged 15 years and older) [18].

The ENDES sampling is two-stage, probabilistic, stratified, and independent at the
departmental level and by urban/rural area. The primary sampling unit of the ENDES is
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composed of clusters selected by probability proportional to their size [18]. The secondary
sampling unit is composed of dwellings selected by balanced sampling using the variables
children under five years of age and women of childbearing age [18]. In ENDES, the
method used to obtain survey information is the direct interview carried out by duly
trained personnel to collect this information during a visit to the selected dwellings [18].
Other methodological details of the ENDES can be consulted in the datasheet [18].

2.2. Population

The present study included Peruvian women of childbearing age between 15 and
49 years who are currently with a partner (married or cohabiting) with complete data and
who were selected and interviewed using the family violence module of the ENDES 2019
women’s questionnaire.

2.3. Dependent Variable

IPV was considered if the woman presented any of the following types of violence
exercised by the partner in the last 12 months: (1) verbal or psychological violence is a
dichotomous variable with values of yes/no, where yes indicates that the woman has
lived/experienced at least one of the following situations: jealousy by the husband, ac-
cusations of being unfaithful, impediment of having friendships, limitation of visits or
contact with family members, control by knowing where she goes, distrust of the money
she handles, things are said or done to humiliate her in front of other people, threats to
harm her or someone close to her, the partner threatens to leave the house and take her
children; (2) physical violence is a dichotomous variable with values of yes/no, where yes
indicates that the woman has lived/experienced at least one of the following situations:
pushing, shaking, throwing of objects, slapping or arm twisting, hitting with a fist or some
object, kicking or dragging, strangling or burning, threats with knives or a gun; (3) sexual
violence is a dichotomous variable with values of yes/no, where yes indicates that the
woman has lived/experienced any of the situations mentioned: forced her to have sexual
relations or perform sexual acts without her consent; and (4) if the woman has experienced
any of the types of violence mentioned above (verbal or psychological, physical or sexual).

2.4. Independent Variable

The independent variable was the index of women’s level of autonomy. The selection
of women’s characteristics that compose this variable was made based on previous stud-
ies [13,19–23] (Table 1). These characteristics are related to four dimensions of women’s
lives: decision-making exercised by women in their economy, health, and free movement
(visiting relatives); attitude towards violence; socioeconomic aspects of women (employ-
ment status in the last 12 months and head of household); and socio-cultural aspects
(women’s education, access to radio, television, and newspaper). The coding of each of the
women’s characteristics that make up this variable was based on the methodology used
in previous studies [13,19–23]. To determine the levels of women’s autonomy, an index
was constructed with the sum of the final scores for each of the women’s characteristics,
where higher scores indicate greater autonomy. This index of women’s autonomy was
categorized into tertiles to delineate its three levels: high, moderate, and low [24].



Int. J. Environ. Res. Public Health 2022, 19, 14373 4 of 13

Table 1. Variables that make up the autonomy of women.

Dimensions Characteristics Questions (ENDES Code) Coding

Decision-making

Economy

Who has the last word in deciding
what to do with the money the

husband earns? (V743F)

It is coded as 1, when the woman had
the last word in spending the husband’s

money, and 0 when she did not.

Who has the last word in making
large household purchases? (V743B)

It was coded as 1, when the woman had
the last word in making large purchases

in the home, and 0 when she did not.

Who has the last word in shopping
for daily necessities? (V743C)

It was coded as 1, when the woman had
the last word in making purchases for
daily needs, and 0 when she did not.

Health Who has the last word in health
care? (V743A)

It was coded as 1, when the woman had
the last word in her health care, and 0

when she did not.

Free movement Who has the last word in visiting
family or relatives? (V743D)

It was coded as 1, when the woman had
the last word in visiting her family, and

0 when she did not.

Attitude towards violence

Justifies that she was beaten
because she didn’t tell husband

she was going out

Beaten wife justifies if she leaves
without telling him (V744A)

It was coded as 1, when the woman
justified the violence, and 0 when she

did not.

Justifies that she was beaten
because she neglected the children

Beaten wife justifies if she neglects
children (V744B)

Justifies that she was beaten
because she argued with him

Beaten wife justifies if she argues
with him (V744C)

Justifies that she was beaten
because she did not have sex

Beaten wife justifies if she refuses to
have sex with him (V744D)

Justifies that she was beaten
because she burned the food

Beaten wife justifies if she burns
food (V744E)

Socio-economic aspects

Employment status in the last
12 months Work in the last 12 months (V731)

It was coded as 1, when she worked in
the last 12 months, and 0 when she

did not.

Head of household Sex of the head of household (V151)
It was coded as 1, when the head of the
household was a woman, and 0 when he

was a man.

Socio-cultural aspects

Educational level Highest level of education (V106)

It was coded as 0, when the woman had
no education or only primary education;

1, when she studied secondary, and 2,
when she had a higher education

Access to television Frequency with which you watch
television (V159)

It was coded as 1, when the woman
watched television at least once a week
or every day, and 0, when she did not

watch television or did so less than once
a week.

Access to radio Frequency with which you listen to
the radio (V158)

It was coded as 1, when the woman
listened to the radio at least once a week

or every day, and 0, when she did not
listen to the radio or did so less than

once a week.

Access to newspaper Frequency with which you read the
newspaper or magazine (V157)

It was coded as 1, when the woman read
the newspaper or magazine at least once

a week or every day, and 0, when she
did not read the newspaper or magazine

or read it less than once a week.

ENDES: Demographic and Family Health Survey.

2.5. Covariates

The inclusion of these variables was based on the biomedical literature using variables
previously described as related to the variables of interest in the study [13,19–23,25–27].
Variables specific to the woman, partner or husband, marriage, and household were
considered. Regarding women’s variables, age (categorized into age groups), educational
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level (no level or primary, secondary, higher), ethnic self-identification (native, non-native),
and contraceptive use (yes, no) were included. As for the spouse or partner variables, the
educational level of the spouse or partner (no level or primary, secondary, higher) and
alcohol consumption (yes, no) were included. Also considered were marriage characteristics
such as duration of marriage (0–9, 10–19, 20 or more) and the number of children (0,1–3,
4–7), and household characteristics such as place of residence (urban, rural), wealth quintile
(Q1 [poorest], Q2, Q3, Q4, Q5 [richest]) and natural region (Coast, Highlands, Jungle).

2.6. Statistical Analysis

All statistical analyses were performed using Stata v.14.2 software (Stata Corporation,
College Station, Texas, USA). The ENDES sampling characteristics, including strata weights,
weighting factor, and design, were specified using the “svy” command. Characterization
of the study population was performed by univariate analyses to report simple frequencies
and weighted relative frequencies. Differences between proportions were evaluated using
the chi-square test.

To identify the association between women’s autonomy and IPV, generalized linear
models of the Poisson family and log link function were estimated. In the first stage, crude
prevalence ratios (PR) were estimated with their respective 95% confidence intervals (CI).
Subsequently, a multivariate model was estimated to obtain adjusted prevalence ratios
(aPR) together with their 95% CI, adjusted for variables that obtained a p-value < 0.05 in
the bivariate regression models. A p < 0.05 was considered statistically significant.

2.7. Ethical Considerations

The Institutional Research Ethics Committee of the Universidad Científica del Sur
(registration code: 497-2021-PRE15) approved the execution of this study than will serve
as a partial requirement for two of the authors to obtain their medical degree (Francisco
A. Barón-Lozada and Gianfranco W. Basualdo-Meléndez). ENDES participants gave their
informed consent before participating in the survey [28].

3. Results

A total of 18,621 women of childbearing age were analyzed. Half were between 15
and 24 years old (50.3%), only 6.6% were of native ethnicity, and 43.2% had a secondary
level of education. Regarding the place of residence, more than two-thirds (76.9%) of the
women lived in an urban area. With respect to the geographical area of origin, the majority
resided in the Coastal region (59.1%). Other characteristics of the women included in the
study are shown in Table 2.

The prevalence of IPV was 40.1%. Specifically, 38.8% had experienced psychologi-
cal/verbal violence, 8.8% physical violence, and 2.3% sexual violence (Table 3). Other
characteristics of the women included in the study according to types of violence are shown
in Table 3.

In relation to women’s autonomy, a low autonomy (42.0%; 95% CI: 40.6–43.4) followed
by moderate autonomy (39.2%; 95% CI: 37.8–40.6) were more frequent (Table 4). There were
differences with respect to the women’s levels of autonomy according to characteristics such
as age group, ethnicity, educational level, duration of the marriage, number of children,
educational level of the couple, alcohol consumption by the couple, place of residence,
wealth quintile and natural region of origin. Women with high autonomy were more
frequently found in the younger age groups, and in women of non-native ethnicity, with a
higher educational level, in more recent marriages, without children, with a partner with a
higher educational level, residing in urban areas and the coastal region.
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Table 2. Characteristics of Peruvian women aged 15 to 49 years included in the study.

Characteristic Absolute Frequency (n = 18,621) Weighted Proportion *

Age group of women
35–49 3201 12.0
25–34 8197 37.7
15–24 7223 50.3

Ethnicity
Non-native 16,690 93.4
Native 1931 6.6

Education level
Higher 5815 35.0
Secondary 8275 43.2
No formal education/Primary 4531 21.8

Contraceptive use
Yes 15,010 76.2
No 3611 23.8

Length of marriage
0 to 9 years 8711 39.6
10 to 19 years 6734 37.7
20 years or more 3176 22.7

Number of children
0 children 5638 35.7
1 to 3 children 12,644 63.0
4 to 7 children 339 1.3

Educational level of the couple
Higher 6217 36.0
Secondary 9064 48.0
No formal education/Primary 3340 16.0

Alcohol use of partner
No 3978 22.9
Yes 14,643 77.1

Place of residence
Urban 12,553 76.9
Rural 6068 23.1

Wealth quintile
Q5 (richest) 1858 16.8
Q4 2628 18.2
Q3 3607 21.2
Q2 5055 22.7
Q1 (poorest) 5473 21.1

Natural region
Coast 7491 59.1
Highlands 6421 25.8
Jungle 4709 15.2

* The weighting factor and sample specifications of the ENDES 2019 were included.
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Table 3. Characteristics of Peruvian women aged 15 to 49 years included in the study according to types of violence.

Characteristic Intimate Partner
Violence % (95% CI) * p-Value ** Psychological/Verbal

Violence % (95% CI) * p-Value ** Physical Violence %
(95% CI) * p-Value ** Sexual Violence %

(95% CI) * p-Value **

Overall prevalence 40.1 (38.7–41.5) 38.8 (37.4–40.2) 8.8 (8.0–9.5) 2.3 (2.0–2.8)
Age group of women

35–49 48.1 (44.8–51.3) <0.001 46.7 (43.4–50.0) <0.001 12.4 (10.4–14.8) <0.001 1.8 (1.3–2.5) 0.415
25–34 39.4 (37.3–41.5) 37.8 (35.8–39.9) 9.7 (8.6–10.9) 2.5 (1.9–3.3)
15–24 38.7 (36.6–40.8) 37.6 (35.5–39.7) 7.2 (6.2–8.3) 2.3 (1.9–2.9)

Ethnicity
Non-native 39.9 (38.4–41.4) 0.195 38.6 (37.1–40.1) 0.165 8.7 (7.9–9.5) 0.190 2.3 (1.9–2.7) 0.008
Native 42.5 (39.0–46.0) 41.3 (37.9–44.8) 9.9 (8.3–11.7) 3.7 (2.7–5.0)

Education level
Higher 35.4 (32.9–38.0) <0.001 33.9 (31.4–36.4) <0.001 7.3 (6.0–8.7) 0.008 1.5 (1.0–2.3) <0.001
Secondary 44.1 (41.9–46.3) 42.9 (40.7–45.1) 9.9 (8.8–11.1) 2.4 (1.9–3.0)
No formal education/Primary 39.6 (37.2–42.1) 38.4 (36.0–40.9) 9.0 (7.8–10.3) 3.6 (2.9–4.5)

Contraceptive use
Yes 39.6 (38.0–41.2) 0.254 38.3 (36.8–39.9) 0.285 8.9 (8.1–9.8) 0.587 2.4 (2.0–2.8) 0.850
No 41.6 (38.5–44.9) 40.2 (37.1–43.5) 8.4 (7.0–10.1) 2.3 (1.5–3.4)

Length of marriage
0 to 9 years 39.1 (37.0–41.3) 0.298 37.8 (35.8–40.0) 0.155 9.2 (8.2–10.3) 0.243 1.7 (1.2–2.3) 0.016
10 to 19 years 39.8 (37.6–42.2) 38.2 (36.0–40.5) 9.0 (7.7–10.4) 2.7 (2.1–3.4)
20 years or more 42.1 (38.9–45.3) 41.3 (38.2–44.5) 7.6 (6.3–9.1) 3.0 (2.2–4.0)

Number of children
0 children 38.3 (35.8–40.8) 0.126 37.3 (34.8–39.8) 0.219 7.8 (6.7–9.1) 0.116 1.8 (1.3–2.6) 0.070
1 to 3 children 41.1 (39.4–42.8) 39.6 (37.9–41.4) 9.2 (8.3–10.2) 2.6 (2.2–3.1)
4 to 7 children 39.5 (30.7–49.0) 38.4 (29.7–47.9) 12.5 (6.7–22.2) 3.0 (1.6–5.8)

Educational level of the couple
Higher 35.8 (33.3–38.3) <0.001 34.3 (31.9–36.8) <0.001 7.4 (6.2–8.8) 0.015 1.3 (0.9–2.1) <0.001
Secondary 43.2 (41.2–45.2) 41.9 (39.9–43.9) 9.3 (8.3–10.4) 2.6 (2.1–3.2)
No formal education/Primary 40.4 (37.8–43.0) 39.5 (36.9–42.1) 10.1 (8.5–11.9) 3.8 (2.9–5.0)

Alcohol use of partner
No 35.8 (32.9–38.9) 0.001 35.2 (32.2–38.2) 0.006 6.5 (5.2–8.1) 0.003 1.3 (0.9–2.0) 0.002
Yes 41.3 (39.8–42.9) 39.8 (38.3–41.4) 9.4 (8.6–10.3) 2.7 (2.2–3.2)

Place of residence
Urban 40.3 (38.6–42.1) 0.384 39.1 (37.4–40.9) 0.268 8.5 (7.6–9.5) 0.106 2.0 (1.6–2.5) <0.001
Rural 39.2 (37.4–41.0) 37.7 (35.9–39.5) 9.6 (8.7–10.6) 3.5 (2.9–4.2)

Wealth quintile
Q5 (richest) 32.8 (28.9–37.0) <0.001 31.1 (27.3–35.2) <0.001 5.6 (3.8–8.2) <0.001 0.8 (0.3–1.9) 0.001
Q4 40.7 (37.0–44.4) 39.9 (36.3–43.6) 7.0 (5.5–8.9) 1.5 (0.8–2.8)
Q3 41.8 (38.5–45.1) 40.4 (37.2–43.7) 8.9 (7.4–10.6) 2.7 (1.8–4.0)
Q2 43.5 (41.0–46.0) 42.5 (40.0–45.0) 11.6 (10.1–13.4) 2.9 (2.3–3.6)
Q1 (poorest) 39.9 (37.9–41.8) 38.3 (36.4–40.3) 9.5 (8.5–10.7) 3.4 (2.8–4.2)

Natural region
Coast 39.0 (36.8–41.2) 0.001 37.8 (35.7–40.0) 0.001 7.9 (6.9–9.1) 0.011 1.9 (1.4–2.5) 0.006
Highlands 43.7 (41.8–45.7) 42.5 (40.6–44.4) 9.9 (8.9–11.1) 2.9 (2.4–3.6)
Jungle 38.0 (35.9–40.2) 36.2 (34.1–38.3) 9.9 (8.7–11.4) 3.2 (2.5–4.1)

95% CI: 95% Confidence Interval. * The weighting factor and sample specifications of the ENDES 2019 were included. ** The p-value was calculated using the Chi-square test.
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Table 4. Characteristics of Peruvian women aged 15 to 49 years included in the study according to
level of autonomy.

Characteristic High Autonomy %
(95% CI) *

Moderate Autonomy
% (95% CI) *

Low Autonomy %
(95% CI) * p-Value **

Overall prevalence 18.8 (17.7–20.0) 39.2 (37.8–40.6) 42.0 (40.6–43.4)
Age group of women

35–49 12.8 (10.9–14.9) 39.6 (36.6–42.8) 47.6 (44.5–50.7) <0.001
25–34 19.6 (17.9–21.4) 42.4 (40.4–44.4) 38.0 (36.0–40.1)
15–24 19.7 (17.9–21.5) 36.7 (34.6–38.9) 43.6 (41.5–45.8)

Ethnicity
Non-native 19.6 (18.4–20.9) 40.5 (39.1–42.0) 39.9 (38.4–41.4) <0.001
Native 7.4 (4.8–11.4) 20.4 (17.5–23.7) 72.1 (68.1–75.8)

Education level
Higher 43.0 (40.3–45.6) 45.0 (42.4–47.6) 12.1 (10.3–14.1) <0.001
Secondary 8.4 (7.2–9.8) 47.7 (45.6–49.9) 43.8 (41.9–45.8)
No formal education/Primary 0.6 (0.4–0.9) 13.0 (11.2–15.1) 86.4 (84.3–88.2)

Contraceptive use
Yes 18.2 (16.9–19.5) 40.2 (38.7–41.7) 41.7 (40.1–43.3) 0.069
No 20.8 (18.1–23.8) 36.2 (33.0–39.4) 43.1 (39.9–46.3)

Length of marriage
0 to 9 years 23.8 (22.0–25.8) 41.9 (39.9–43.9) 34.3 (32.3–36.3) <0.001
10 to 19 years 18.0 (16.2–20.1) 40.1 (37.9–42.5) 41.8 (39.7–44.0)
20 years or more 11.3 (9.2–13.9) 32.9 (29.8–36.2) 55.7 (52.3–59.1)

Number of children
0 children 22.1 (20.1–24.3) 40.8 (38.2–43.4) 37.1 (34.7–39.5) <0.001
1 to 3 children 17.3 (15.9–18.8) 38.6 (36.9–40.3) 44.1 (42.5–45.8)
4 to 7 children 1.9 (0.7–5.5) 25.2 (18.2–33.7) 72.9 (64.2–80.1)

Educational level of the couple
Higher 34.4 (32.0–36.9) 44.8 (42.4–47.3) 20.8 (18.8–22.9) <0.001
Secondary 12.3 (10.9–13.8) 41.4 (39.4–43.4) 46.4 (44.3–48.4)
No formal education/Primary 3.3 (2.3–4.6) 20.1 (17.7–22.7) 76.6 (73.9–79.1)

Alcohol use of partner
No 19.2 (16.5–22.3) 35.0 (31.7–38.4) 45.8 (42.6–49.0) 0.012
Yes 18.7 (17.5–20.0) 40.5 (38.9–42.0) 40.9 (39.3–42.4)

Place of residence
Urban 23.1 (21.7–24.6) 44.0 (42.2–45.7) 33.0 (31.3–34.7) <0.001
Rural 4.5 (3.8–5.3) 23.3 (21.7–25.0) 72.2 (70.3–73.9)

Wealth quintile
Q5 (richest) 40.0 (35.8–44.2) 45.2 (41.0–49.4) 14.9 (12.0–18.3) <0.001
Q4 27.5 (24.4–30.9) 44.4 (40.7–48.2) 28.0 (24.3–32.1)
Q3 18.7 (16.5–21.1) 47.6 (44.4–50.8) 33.7 (30.6–36.9)
Q2 11.0 (9.5–12.7) 41.4 (38.9–43.9) 47.6 (45.2–50.1)
Q1 (poorest) 2.9 (2.4–3.6) 19.2 (17.7–20.8) 77.9 (76.1–79.5)

Natural region
Coast 22.2 (20.4–24.1) 44.1 (42.0–46.3) 33.7 (31.6–35.9) <0.001
Highlands 15.0 (13.6–16.5) 32.8 (31.0–34.8) 52.2 (50.0–54.3)
Jungle 12.1 (10.8–13.5) 30.8 (28.6–33.1) 57.1 (54.8–59.5)

95% CI: 95% Confidence Interval. * The weighting factor and sample specifications of the ENDES 2019 were
included. ** The p-value was calculated using the Chi-square test.

Regarding the association between women’s autonomy and IPV, it was found that
women with low autonomy (aPR = 1.15; 95% CI: 1.01–1.31) had a higher proportion of total
IPV compared to women with high autonomy (adjusted for woman’s age, woman’s ethnic
self-identification, current contraceptive use, relationship duration, number of children,
partner’s age, partner’s education level, partner’s alcohol intake, wealth quintile, place
of residence and natural region of residence). According to the specific type of violence,
psychological/verbal violence was more frequent among women with low autonomy (aPR
= 1.15; 95% CI: 1.01–1.31) than those with high autonomy. There was no association between
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the level of autonomy of women and the types of physical and sexual violence experienced
(Table 5).

Table 5. Association between women’s autonomy and intimate partner violence in the last 12 months.

Total Violence Psycho Verbal Physical Sexual

Characteristic
Crude Model Model 1 * Crude Model Model 2 * Crude Model Model 3 * Crude Model Model 4 *
PR (95% CI) aPR (95% CI) PR (95% CI) aPR (95% CI) PR (95% CI) aPR (95% CI) PR (95% CI) aPR (95% CI)

Women’s
autonomy

High Reference Reference Reference Reference Reference Reference Reference Reference
Moderate 1.13 (1.01–1.27) 1.05 (0.94–1.18) 1.16 (1.03–1.30) 1.07 (0.95–1.20) 1.29 (0.98–1.72) 1.16 (0.86–1.55) 1.06 (0.54–2.11) 0.80 (0.38–1.66)

Low 1.22 (1.09–1.36) 1.15 (1.01–1.31) 1.24 (1.10–1.39) 1.15 (1.01–1.31) 1.54 (1.17–2.03) 1.39 (0.98–1.97) 1.88 (0.99–3.59) 1.09 (0.52–2.30)

PR: prevalence ratio, aPR: adjusted prevalence ratio. * Adjusted for woman’s age, woman’s ethnic self-
identification, current contraceptive use, relationship duration, number of children, partner’s age, partner’s
education level, partner’s alcohol intake, wealth quintile, place of residence and natural region of residence.
Figures in bold had a p < 0.05.

4. Discussion

This study aimed to evaluate the association between the level of autonomy of women
and IPV. Low autonomy in Peruvian women of childbearing age was found to be related to
psychological/verbal violence, but not to sexual or physical violence.

Nearly half of Peruvian women of childbearing age had experienced at least one
episode of IPV at some point in the year prior to the survey, indicating that IPV against
women is a highly prevalent problem in the Peruvian population. These data are directly
influenced by psychological/verbal violence, as shown in the results of the study with
a higher proportion of this type of violence. This type of IPV has been described as the
most prevalent in high-income countries such as the United States and the European
Union [29] as well as medium and low-income economies, including the countries of the
Latin American region [30,31]. In Peru, violence in couple relationships is a reflection of the
power relations established by the gender system, which enables intimidation and exercise
of control by men over women for the preservation of the existing gender system. [32].
Due to the magnitude of the problem, in Peru the care of women has been promoted with
the aim of prevention of IPV. In 2021, the Ministry of Women and Vulnerable Populations
of Peru approved the national strategy of “Women free of violence” for the prevention of
gender-based violence against women. This strategy aims to be a public management tool
that allows articulating projects, programs, and policies of the different sectors and levels
of government to guarantee that women can exercise their rights free of violence in the
public or private sphere [33].

Worldwide, the prevalence of physical and/or sexual IPV in women of childbearing
age who have had a partner at some point is estimated at 27% [3]. The results of the present
study show that the prevalence of physical and sexual IPV in Peru is lower than the world
average for these types of IPV and that it is also lower than the estimate for other South
American countries (25%) [3]. Men exercise physical or sexual violence against a woman
because they consider that they have the right to do so since they are considered socially
superior and can physically discipline a woman for behavior considered incorrect and
physical violence is an acceptable way to resolve conflict in a relationship [34,35]. For this
reason, although sexual and/or physical violence are not the predominant types of IPV
in Peru, programs of sexual education and prevention of sexual violence against women
inside and outside a couple are necessary and must be oriented towards people regardless
of gender.

In the study of the relationship between the level of autonomy of women and IPV,
it was found that a woman with a low level of autonomy had a higher probability of
having suffered IPV. Studies in countries such as Ghana, Zimbabwe, and Pakistan have
reported a similar association [13,14,36]. However, this association was not found in other
countries such as Malawi, which described no relationship between IPV and women’s
autonomy [37]. Cultural differences could explain the discrepancy in the findings between
countries, and thus, the problem of IPV should be studied according to the sociocultural
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context of each country. A previous study on the Peruvian population between 2005 and
2012 identified that women who had greater participation in decision-making at home had
a lower probability of presenting IPV [38]. Likewise, an association was specifically found
between the level of autonomy of women and psychological/verbal IPV, consistent with
reports in the literature regarding some low- and middle-income countries [13]. Since it
has been reported that psychological/emotional IPV precedes other types of IPV, such as
physical or sexual [39,40], and this is the most frequent type of IPV in Peru, awareness
about this type of violence must be raised even during courtship [41,42].

Although no association was found between women’s autonomy and sexual or phys-
ical IPV, this type of violence is not uncommon in Peru or in other LAC countries [31].
Although the prevalence of physical and/or sexual IPV, in general, has shown a downward
trend in LAC in recent decades [31], this type of violence can have serious consequences for
the health and the quality of life of the victimized woman. Characteristics such as financial
autonomy and freedom of movement for women indicate a lower probability of suffering
physical or sexual IPV [43], and thus, the promotion of autonomy in these aspects would
be beneficial for reducing IPV. Paradoxically, in the literature, it is described that women
who present sexual autonomy could have a greater probability of presenting IPV [44]. This
might be explained by the fact that a woman with sexual autonomy could be seen as defiant
by opposing coital relationships or fighting for her rights with her partner, who might react
violently against her [44]. For this reason, programs for the prevention and fight against
IPV must comprehensively address all types of IPV by promoting women’s autonomy and
respect for them by their partners within the framework of a culture of respect and equality
between people of different genders.

IPV not only affects the health of the woman but also the cognitive development of the
children [45,46] and decreases the probability of the woman receiving institutional delivery
care or adequate prenatal care leading to repercussions on maternal and child health out-
comes [47,48]. IPV is a public health problem that deserves attention from decision-makers
and health personnel in order to achieve early identification and implement preventive
programs that improve the health status of women who are victims of this type of violence.
Additionally, the COVID-19 pandemic context conferred a greater risk of violence, with
some women who are victims of violence even having been forced to live with their aggres-
sors (in Peru, the number of calls to call centers for complaints of family and sexual violence
doubled during this period) [49]. Thus, there is an important need for the development of
programs and policies aimed at identifying and caring for women whose vulnerability to
IPV increased due to the pandemic.

Among the limitations of this study, causality could not be assessed due to the lack
of temporality in the measurement of the study variables. Additionally, there could be
memory bias and social desirability bias on the part of the interviewees, as well as errors in
the recording of information by the interviewer. Despite these limitations, the source of
information used (ENDES) is a population-based survey that allows the study of different
development indicators or the health status of the Peruvian population, which is why it
is useful for the study of the IPV and women’s autonomy. In addition, since the ENDES
is a survey based on the DHS model, it has a widely supported methodology that allows
comparison of the population’s health status over time and with respect to other countries
in which surveys with the same methodology are also used.

5. Conclusions

IPV against women is frequent in the Peruvian population. Women with low auton-
omy have a higher probability of suffering IPV compared to those with high autonomy.
This relationship was also specifically found among women experiencing the psychologi-
cal/verbal type of IPV, but not in those describing physical or sexual IPV. Thus, the need
for strategies and programs for the prevention of IPV against women to promote empower-
ment and increase the autonomy of women for decision-making in the different personal,
family, and partner spheres is highlighted. Similarly, programs focused on women’s part-
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ners should be developed to promote respect and eliminate IPV. Additionally, given the
complexity of the approaches to IPV and the influence that the woman’s level of autonomy
may have, complementary studies using mixed approaches are necessary to delve into the
study of the relationships evaluated in this study in the Peruvian population.
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