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Background  
Intimate partner violence (IPV) is an important public health and human rights issue 
with high prevalence in Nigeria. Understanding the link between IPV and 
breastfeeding—an important intervention to reduce child morbidity and mortality—is 
critical and could inform strategies to promote breastfeeding and reduce IPV. This study 
examines the association between recent maternal experience of IPV and optimal 
breastfeeding of children aged 0 to 23 months in Nigeria. 

Methods  
This secondary analysis of the 2018 Nigeria Demographic and Health Survey included a 
sample of 3,749 women aged 15 – 49 years who had singleton live birth in the two years 
preceding the survey. The outcome variable was optimal breastfeeding for age (exclusive 
breastfeeding in the first six months of life and any breastfeeding from 6-23 months). We 
defined recent IPV as exposure to any IPV in the 12 months preceding the survey; we also 
included the number of forms of IPV experienced (0, 1, 2 or 3: physical, emotional, and 
sexual) as an additional categorical independent variable. We used frequencies and 
proportions to describe key variables. We then conducted two multivariable logistic 
regression models—with any IPV and number of forms of IPV to determine the crude and 
adjusted odds ratios between IPV and optimal breastfeeding for age. 

Results  
Among all women, 31% experienced any IPV and 2.6% all three forms. Nearly one-third 
(31.7%) of babies <6 months of age and 70.4% of 6–23-month-olds were optimally 
breastfed. We found no significant association between any IPV and optimal 
breastfeeding for age (adjusted odds ratio, aOR=0.92; 95% confidence interval, 
CI=0.76–1.14). However, women who experienced all three forms of IPV were 
significantly less likely to optimally breastfeed their children (aOR=0.58; 95% CI 
=0.36–0.93) than those with no IPV experience. 

Conclusions  
Policies and strategies to promote breastfeeding should include measures to identify and 
mitigate IPV against pregnant and breastfeeding women and provide optimal 
psychological and breastfeeding support for those who are victims of IPV. 

Breastfeeding has many benefits for women and their 
children. Breastfeeding enables infants to experience nu-
tritional and developmental advantages that enhance their 
health and developmental milestones.1 Breastfed babies 
have stronger immune systems, less diarrhoea and consti-
pation, and fewer respiratory and ear infections.2,3 Breast-
feeding is also associated with improved cognitive out-

comes and children’s social and emotional development.4,5 

Regarding long-term benefits, breastfeeding has also been 
shown to be protective against mental health problems that 
children may experience in adolescence.6,7 Additionally, 
breastfed babies grow into adolescence and adulthood with 
fewer risks of allergies, type I and II diabetes, and obesity. 
Pertaining to maternal benefits, breastfeeding aids in post-

Olubodun T, Asefa A, Banke-Thomas A, et al. Maternal exposure to intimate partner
violence and breastfeeding practices of children 0–23 months: findings from the 2018
Nigeria Demographic and Health Survey. Journal of Global Health Reports.
2023;7:e2023020. doi:10.29392/001c.75338

https://orcid.org/0000-0002-6274-5468
https://orcid.org/0000-0003-4470-1848
https://orcid.org/0000-0002-4449-0131
https://orcid.org/0000-0001-8147-2111
https://orcid.org/0000-0003-3664-2825
https://orcid.org/0000-0001-8595-365X
https://doi.org/10.29392/001c.75338
https://my.clevelandclinic.org/health/articles/diarrhea
https://my.clevelandclinic.org/health/articles/constipation
https://my.clevelandclinic.org/health/articles/constipation
https://my.clevelandclinic.org/health/articles/ear-infections
https://my.clevelandclinic.org/health/diseases/8610-allergy-overview
https://doi.org/10.29392/001c.75338


partum involution of the uterus and returning to pre-preg-
nancy weight and lowers lifetime risks of breast and ovarian 
cancers and cardiovascular disease.3 The World Health Or-
ganization (WHO) and the United Nations Children’s Fund 
(UNICEF) recommend exclusive breastfeeding for the first 
six months of life and then, introduction of nutritionally 
adequate and safe complementary foods at six months, to-
gether with continued breastfeeding up to two years of age 
or beyond.8 

Despite evidence on the proven benefits of breastfeeding 
and international recommendations, suboptimal breast-
feeding practices continually undermine achievement of 
maternal and child health goals globally.9 Notwithstanding 
breastfeeding of infants is commonly acceptable in sub-Sa-
haran Africa10 and three decades of promotional efforts, 
exclusive breastfeeding rate in the region remains low (37% 
in 2017).11 In Nigeria, which has one of the highest rates of 
malnutrition among children in the world,12 the rate of ex-
clusive breastfeeding of infants <6 months of age was 29% 
in 2018; the rates of continued breastfeeding at 12 and 24 
months were 83% and 28%, respectively.13 

There is consensus in the literature that factors such as 
maternal age, gestational age at childbirth, parity, educa-
tion level, socioeconomic status of the mother and house-
hold, mode of childbirth, age of the child, skilled antenatal 
and childbirth care, and traditional beliefs influence a 
woman’s decision to initiate and continue breastfeed-
ing.14–16 However, there is inconclusive evidence on the 
association between IPV and breastfeeding; some studies 
identified statistically significant associations,17–19 while 
others did not.20–22 A study conducted in twenty-six states 
in the United States of America reported that initiation of 
breastfeeding was less likely among women who experi-
enced IPV in the year prior to pregnancy, during pregnancy, 
and during both periods. Women who reported IPV during 
pregnancy were more likely to stop breastfeeding by four 
weeks postpartum.17 A study from Brazil also showed that 
women exposed to severe physical violence by an intimate 
partner were more likely to cease exclusively breastfeeding 
than their counterparts.19 

On the contrary, a study from the United States reported 
that there was no difference between the proportion of 
breastfeeding among women who experienced IPV and 
women who did not.20 A study among Swedish women 
showed that IPV did not influence breastfeeding prevalence 
or duration of breastfeeding up to twelve months.22 Other 
available studies examined the association between IPV 
and exclusive breastfeeding in the first six months of 
life19,23–26 and one study up to the age of twelve months.22 

These, however, did not account for complementary infant 
feeding practices beyond six months of age. The first two 
years of a child’s life are very significant, as optimal nutri-
tion at this period lowers morbidity and mortality, reduces 
chronic disease risk, and fosters better development over-
all.8 

IPV can take various forms as physical, sexual, and emo-
tional violence. If women are exposed to IPV while breast-
feeding, the physical, mental and emotional consequences 
may impair childcare practices, including breastfeeding.27 

In Nigeria, one in three ever-married women was reported 
to have ever experienced physical, sexual, or emotional 
IPV.13 In a study in Nigeria that assessed the relationship 
between experience of IPV and exclusive breastfeeding us-
ing data from the 2018 Nigeria Demographic and Health 
Survey (NDHS), IPV was found to be a risk factor for sub-
optimal exclusive breastfeeding.28 Our study aims to ex-
plore the relationship beyond the first six months of life. 
In our study, we examine the association between recent 
maternal experience of IPV and optimal infant and young 
child breastfeeding practice of children 0 to 23 months in 
Nigeria. The findings of this study will add to the existing 
knowledge base on the link between IPV and breastfeeding 
practice. 

METHODS 
DATA SOURCE 

We used data from the Nigeria Demographic and Health 
Survey (NDHS) 2018. Demographic and Health Surveys 
(DHS) are nationally representative household surveys that 
provide data on a wide range of key indicators in popu-
lation, health, and nutrition.29 Standard DHSs have large 
sample sizes of 5,000-30,000 households and are typically 
collected every five years.29 The 2018 NDHS is the sixth and 
most recent DHS conducted in Nigeria.30 Data were col-
lected between 14 August 2018 and 29 December 2018.13 

SAMPLING DESIGN 

The 2018 NDHS used a two-stage stratified cluster sampling 
method. Before sampling, the country was stratified into 
36 states and the Federal Capital Territory, each catego-
rized into urban and rural areas making a total of 74 strata. 
In each stratum, samples were selected via a two-stage 
process. First, clusters (enumeration areas) from the 1996 
household and population census were selected from each 
stratum, with probability proportional to the size of the 
enumeration area. Then, in the second stage, a fixed num-
ber of households were systematically selected from every 
cluster through equal probability. All women aged 15-49 
years in the sampled households were included in the sur-
vey. In the domestic violence module, one eligible woman 
in each sampled household was randomly selected.13 

STUDY POPULATION 

This study sample included all women aged 15-49 years 
who were interviewed in the domestic violence module, 
who had a singleton live birth in the two years preceding 
the survey and whose baby was alive at the time of the 
survey. We only included the most recent live birth in the 
preceding two years as data on breastfeeding were only 
collected for the most recent birth in the NDHS13 and to 
take into account the recommended duration of continued 
breastfeeding for at least two years.8 We excluded women 
with multiple gestations because these women usually 
breastfeed less in Nigeria, and this may not be related to 
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IPV experience or other factors but just the burden of 
breastfeeding more than one child.28 

OUTCOME VARIABLE 

The outcome variable was ‘optimal breastfeeding for age’. 
Children under six months of age were optimally breastfed 
when the child was still being breastfed and had not had 
water or any complementary food on the previous day, dur-
ing the day or at night. Children aged between six and 23 
months were optimally breastfed if they received breastmilk 
(continued breastfeeding). 

EXPOSURE VARIABLES 

The forms of IPV described in this study are emotional, 
physical, and sexual, from which the two outcome variables 
– any IPV and the number of IPV forms experienced - were 
derived. In this study, a woman was deemed to have expe-
rienced emotional violence if she reported any of the fol-
lowing acts by her husband/partner in the 12 months pre-
ceding the survey: (i) humiliated her in front of others, (ii) 
threatened to hurt or harm her or someone she cared about, 
or (iii) insulted her or made her feel bad about herself. A 
woman was classified as having experienced physical vi-
olence when she had reported any of the following from 
her most recent husband/partner in the past year: (i) was 
pushed, shaken, or something was thrown at her, (ii) 
twisted her arm or pulled her hair (iii) was slapped, (iv) 
kicked or dragged her or beat her up, (v) tried to choke or 
burn her on purpose, (vi) punched her with a fist or some-
thing that could hurt her, or (vii) threatened her with a 
knife, gun, or any other weapon. A woman was classified as 
having experienced sexual violence when she had reported 
any of the following from her most recent husband/part-
ner in the past year: (i) was physically forced to have sex-
ual intercourse when she did not want to, (ii) was physi-
cally forced to perform other unwanted sexual acts, or (iii) 
was forced with threats or in any other way to perform un-
wanted sexual acts. We defined any IPV as the experience 
of at least one of the three forms of IPV in the past 12 
months. The number of IPV forms experienced is defined 
as the number of forms of IPV a woman experienced in the 
past 12 months, i.e., zero, one, two, or all three. 

COVARIATES 

Covariates in this study included the woman’s age at the 
time of the survey, educational level, and employment sta-
tus, household wealth index, sex of the child, number of an-
tenatal visits during the pregnancy with the child, child’s 
age, place of childbirth, mode of childbirth, parity, section, 
type of place of residence (urban and rural), and region. All 
covariates had been identified as factors associated with in-
fant breastfeeding in previous studies.14–16,31–33 

The woman’s age was categorised as 15–19 years, 20-29 
years, 30-39 years and 40–49 years. We categorised 
woman’s educational level as no formal education, primary 
education, secondary education, and higher than secondary 
education. We categorised women’s employment status at 

the time of the survey as unemployed and employed. The 
relative household wealth quintile was used as provided in 
the DHS dataset (poorest, poorer, middle, rich and richest). 
We recoded the number of antenatal visits in the index 

pregnancy as 0 visits, 1-3 visits, and ≥4 visits. We recoded 
the child’s age in months as 0-5 months, 6-11 months, and 
12-23 months and categorized the sex of the child as male 
and female. We recoded the place of delivery as health facil-
ity or domestic setting. We expressed the mode of delivery 
as vaginal or caesarean delivery (15 women had a missing 
response to the mode of delivery, and we recoded them as 
vaginal births) and recoded parity as 1, 2-3, 4-5, >5. Place of 
residence was dichotomized as urban or rural, and the re-
gions were North-Central, North-East, North-West, South-
East, South-South, and South-West. 

DATA ANALYSIS 

We conducted data analysis using Stata (17, StataCorp LLC, 
College Station, TX, USA). Individual women’s survey 
weights are needed in DHS analysis to adjust for multi-
level cluster sampling survey design and non-response.34 

As such, we adjusted for sampling weights, clustering, and 
stratification. We conducted a descriptive analysis of the 
sample, estimating the percentage of women reporting 
each form of IPV and the percentage of women with op-
timal breastfeeding practice by age of child. We then con-
ducted a bivariate analysis using the Chi-square test to test 
the association between all covariates and optimal breast-
feeding for age. We ran two multivariable logistic regres-
sion models to estimate the association between the expe-
rience of IPV and optimal breastfeeding for age. The first 
model tested the association of any IPV experience with op-
timal breastfeeding for age, adjusted for other covariates; 
the second model estimated the association between the 
number of forms of IPV experienced and optimal breast-
feeding for age, adjusted for other covariates. All the vari-
ables associated at p≤0.25 level in bivariate analysis were 
included in the multivariable logistic regression models. 
Statistical significance of the multivariable analysis was set 
at a p≤0.05 and 95% CI. There were 66 participants with 
missing data in the variable - number of antenatal visits 
- and they were excluded from the multivariable analysis. 
There were no missing values for IPV-related variables and 
optimal breastfeeding for age. 

RESULTS 

Among the 10,678 women interviewed in the domestic vi-
olence module, 3,749 had singleton births in the two years 
preceding the survey and were included in this study sam-
ple. Of the women included in this study’s sample, nearly 
half (48.4%) were in the 20-29 years age group.,40.1% had 
no formal education, and 35.7% had secondary education. 
Two-thirds (66.5%) of all the women were employed. Over 
half (57.3%) of all the women had more than four antenatal 
visits during their index pregnancy, and 43.3% had their 
index childbirth in a health facility. Of the women in the 
study sample, the majority (97.1%) had vaginal birth in the 
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index pregnancy. Two-thirds (34.3%) of all the women had 
2-3 children, and 17.8% had one child. More than half of all 
the women resided in rural areas (56.5%) (Table 1). 
Overall, 31.1% experienced any form of intimate partner 

violence in the 12 months preceding the survey, and 2.7% 
experienced all three forms of IPV. Twenty-eight percent 
of women reported having experienced recent emotional 
violence, 13.4% physical violence, and 5% sexual violence 
(Table 2). Among the women in the sample, 31.7% of those 
with children under six months of age reported optimal 
breastfeeding (i.e., exclusive breastfeeding), 70.4% among 
mothers of children 6–23 months reported optimal breast-
feeding, and 60.6% among all women reported optimal 
breastfeeding (Figure 1). 

BIVARIATE ANALYSIS 

Table 3 shows that for the age range 6-23 months, 65% of 
women who experienced physical IPV optimally breastfed 
their children, compared to 71.2% of women who did not 
(p=0.050). There were no statistically significant differences 
between reporting emotional violence, sexual violence, and 
the prevalence of optimal breastfeeding for age in both 
age groups, 0-6months and 6-23months. For the age range 
6-23 months and all children 0-23 months, as women’s 
level of education increased, the proportion of children 
who were optimally breastfed reduced (p<0.001). Similarly, 
with increasing household wealth index, the percentage 
of children optimally breastfed declined. Sixty-five percent 
of children of women residing in rural areas were opti-
mally breastfed compared to 54.1% in urban areas (p<0.001) 
(Table 3). 

MULTIVARIABLE MODELS 

In multivariable analysis, women who reported having ex-
perienced any IPV had 8% lower odds of optimal breast-
feeding for age (aOR 0.92; 95% CI 0.76 – 1.14, p = 0.471), 
but this association was not significant. However, there was 
a statistically significant association between the number 
of IPV forms a woman experienced optimal breastfeeding 
for age. Women who experienced all three forms of IPV 
had 42% lower odds of optimally breastfeeding their chil-
dren compared to those who did not experience any IPV 
(aOR 0.58; 95% CI 0.36 – 0.93, p=0.023). Women who ex-
perienced two forms of IPV also had lower odds of opti-
mally breastfeeding their children, but the association was 
not statistically significant (aOR 0.79; 95% CI 0.53 – 1.17, 
p=0.238) (Table 4). 

DISCUSSION 

In this study, we set out to test the association between ma-
ternal experience of IPV and optimal breastfeeding for age 
of children 0 to 23 months old in Nigeria. We found that 
one in three women with children <2 years reported experi-
encing IPV in the 12 months preceding the survey, and less 
than one-third of children under the age of six months and 
two-thirds of children aged 6-23 months were optimally 

breastfed. We found no significant association between ex-
perience of any form of IPV and optimal breastfeeding for 
age. However, compared to women who had no experience 
of IPV, the 3% of women who reported all three types of IPV 
were 42% less likely to be optimally breastfeeding, and this 
association was highly significant. 
In Nigeria, the most prevalent form of IPV is emotional 

IPV, followed by physical IPV and sexual IPV.13 In our study, 
31.1% of women experienced any form of intimate partner 
violence in the 12 months preceding the survey, 28.1% of 
women experienced recent emotional violence, 13.4% 
physical violence, and 5% sexual violence. At bivariate 
analysis, for all the children, there was no association be-
tween either emotional IPV, physical IPV, sexual IPV and 
optimal breastfeeding for age, except for a significant asso-
ciation between physical IPV and optimal breastfeeding for 
age for children aged 6 months to 23 months. 
Our findings support those from a similar study from 

Tanzania, which also showed that women who experienced 
all three forms of IPV had twice the odds of early termina-
tion of exclusive breastfeeding, indicating a cumulative ef-
fect of IPV on child breastfeeding practices.35 Women with 
more severe experiences of IPV, experiencing all forms of 
IPV – physical, emotional, and sexual – might be more 
negatively impacted by their experiences, which may neg-
atively affect their breastfeeding practices. In addition, our 
study shows that this relationship extends beyond the 
child’s first six months of life. 
In our study, we found no association between experi-

ence of any IPV and optimal breastfeeding for age. On the 
contrary, in Nepal and Timor Leste, women with experience 
of any form of IPV were less likely to breastfeed36 and in 
an Indian study, experiencing any IPV was associated with 
suboptimal breastfeeding practices.37 Similar to our study, 
a survey conducted in Midwestern United States, showed no 
association between previous experience of abuse or pre-
sent experience of abuse (at the time of the survey) and 
breastfeeding.20 Furthermore, a study from Australia found 
that breastfeeding rates did not significantly differ between 
women who experienced IPV and women who did not,21 

and in a study among Swedish women, mothers exposed 
to IPV during pregnancy or postpartum were just as likely 
to breastfeed as mothers who had not reported exposure 
to IPV.22 In our study, only a small proportion of women 
(2.7%) had experienced all three forms of IPV, and about 
9% experienced two forms of IPV. This probably suggests 
that most women’s experience of IPV was not severe and, 
as such, did not affect their breastfeeding practice. 
Policies aimed at promoting breastfeeding should in-

clude measures to combat IPV against women. Healthcare 
workers should screen pregnant and nursing mothers for 
evidence of IPV, as this can negatively impact the child’s 
nutrition. In terms of future research, there is a need to fur-
ther explore the pathway by which IPV influences breast-
feeding practice considering a possible cumulative effect. 
Future studies are needed to unravel whether women who 
have more severe experiences of IPV experience more emo-
tional, psychosocial, or physical barriers to breastfeeding 
(deficit hypothesis)27 compared with women with fewer ex-
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Table 1. Distribution of study sample by socio-demographic characteristics (n=3,749), stratified by infant age at              
the time of the survey      

Variable Women with children aged 
<6 months 
(n=946), % 

Women with children aged 
6-23 months 
(n=2,803), % 

Total 
(n =3,749), % 

Woman’s age 

15 -19 years 84 (8.5) 157 (5.2) 241 (6.0) 

20 – 29 years 493 (47.1) 1447 (48.8) 1940 (48.4) 

30 – 39 years 321 (39.0) 1026 (38.4) 1347 (38.6) 

40 – 49 years 48 (5.4) 173 (7.6) 221 (7.0) 

Woman’s educational level 

No education 348 (40.2) 988 (40.1) 1336 (40.1) 

Primary 135 (13.7) 459 (15.0) 594 (14.7) 

Secondary 346 (33.4) 1104 (36.5) 1450 (35.7) 

Higher 117 (12.7) 252 (8.4) 369 (9.5) 

Woman’s employment status 

Currently unemployed 350 (36.7) 902 (32.5) 1252 (33.5) 

Currently employed 596 (63.3) 1901 (67.5) 2497 (66.5) 

Household wealth quintile 

Poorest 188 (18.5) 576 (19.4) 764 (19.1) 

Poorer 194 (20.7) 546 (19.6) 740 (19.9) 

Middle 191 (18.3) 612 (21.3) 803 (20.6) 

Richer 199 (21.1) 568 (20.2) 767 (19.5) 

Richest 174 (21.4) 501 (19.5) 675 (20.0) 

Sex of child 

Male 479 (51.0) 1463 (52.9) 1942 (52.4) 

Female 467 (49.0) 1340 (47.1) 1807 (47.6) 

Number of antenatal visits* 

0 visits 199 (22.0) 553 (20.9) 752 (21.2) 

1 – 3 visits 170 (20.7) 464 (16.6) 634 (17.64) 

≥ 4 visits 564 (57. 3) 1733 (62.5) 2297 (61.2) 

Place of childbirth 

Domestic setting 508 (56.6) 1477 (55.4) 1985 (55.7) 

Health facility 438 (43.4) 1326 (44.6) 1764 (44.3) 

Mode of childbirth 

Vaginal 920 (96.8) 2718 (97.3) 3638 (97.1) 

Caesarean delivery 26 (3.2) 85 (2.7) 111 (2.9) 

Parity 

1 164 (16.4) 532 (18.3) 696 (17.8) 

2-3 361 (35.5) 1020 (33.9) 1381 (34.3) 

4-5 244 (25.5) 698 (24.2) 942 4.5) 

>5 177 (22.6) 553 (23.6) 730 (23.4) 

Type of place of residence 

Urban 366 (42.6) 1129 (43.7) 1495 (43.5) 

Rural 580 (57.4) 1674 (56.3) 2254 (56.5) 

Region 

North-Central 176 (13.7) 501 (14.0) 677 (13.9) 

North-East 166 (14.9) 493 (15.9) 659 (15.7) 

North-West 217 (31.2) 631 (30.0) 848 (30.3) 

South-East 128 (13.6) 404 (12.2) 532 (12.6) 
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Variable Women with children aged 
<6 months 
(n=946), % 

Women with children aged 
6-23 months 
(n=2,803), % 

Total 
(n =3,749), % 

South-South 102 (10.4) 336 (11.0) 438 (10.8) 

South-West 157 (16.2) 438 (16.9) 595 (16.7) 

* Number of Antenatal Visits* - 66 missing values 

Table 2. Experience of intimate partner violence (IPV) among respondents in the 12 months before the survey                

Variable Women with children aged 
<6 months 
(n=946), % 

Women with children aged 
6-23 months 
(n=2,803), % 

Total 
(n =3,749), % 

Emotional IPV 

No 682 (73.2) 1967 (71.5) 2649 (71.9) 

Yes 264 (26.8) 836 (28.5) 1100 (28.1) 

Physical IPV 

No 814 (85.8) 2388 (86.8) 3202 (86.6) 

Yes 132 (14.2) 415 (13.2) 547 (13.4) 

Sexual IPV 

No 892 (94.7) 2656 (95.3) 3548 (95.1) 

Yes 54 (5.3) 147 (4.7) 201 (4.9) 

Experience any IPV 

No 643 (70.1) 1875 (68.4) 2518 (68.9) 

Yes 303 (29.9) 928 (31.6) 1231 (31.1) 

Number of forms of IPV 

None 653 (70.1) 1875 (68.5) 2518 (68.9) 

1 187 (16.7) 542 (19.3) 729 (18.6) 

2 85 (10.0) 302 (9.7) 387 (9.8) 

3 31 (3.2) 84 (2.5) 115 (2.7) 

periences of IPV, who may be more able to compensate for 
their experiences of IPV and thus breastfeed their babies as 
equal as unabused women (compensatory hypothesis).38 

To the best of our knowledge, this study is the first to 
examine the relationship between IPV and optimal breast-
feeding for up to two years of age in Nigeria; most previous 
studies only examined the relationship between IPV and 
exclusive breastfeeding.19,23–26,28,35 This study is, how-
ever, not without limitations. Due to the cross-sectional 
nature of the survey, causal inferences cannot be drawn be-
tween the experience of IPV and breastfeeding practices of 
the mother. Secondly, there may be an underreporting of 
IPV as women could be prone to give socially desirable an-
swers. Additionally, women whose privacy could not be en-
sured were not surveyed; these might include women with 
the most severe exposure to IPV and controlling behav-
iour of male partners. Thirdly, due to the nature of the 
DHS, children younger than six months were categorized 
as being optimally breastfed for age if they were exclu-
sively breastfed and children aged 6 to 23 months if they 
were currently being breastfed. This categorization did not 
consider other elements of optimal feeding, e.g., frequency 
and adequacy of breastfeeding, including feeding on de-
mand (among <6-month-olds) and supplementary feeding 

practices among 6-23-month-olds. In addition, exclusive 
breastfeeding was assessed based on 24-hour recall. This 
may have introduced some bias as children may have been 
fed non-recommended foods before this 24-hour period. 

CONCLUSIONS 

The prevalence of any IPV among Nigerian women with in-
fants younger than two years of age is very high. Efforts 
must be instituted to ensure that these women can be iden-
tified and helped. Concerning influence on breastfeeding, 
we see a cumulative effect of multiple forms of IPV, mean-
ing that women most severely affected should be a priority. 
Policymakers, government and non-governmental organi-
zations and health workers need to step up efforts to mit-
igate the adverse effects maternal experience of IPV can 
have on child nutrition and development. Community en-
gagement with religious organisations, the civil society and 
trade unions can help address the high prevalence and 
severity of IPV, which, among other negative consequences, 
impacts breastfeeding practices. 
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Figure 1. Breastfeeding status of children (n=3,749)      
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Table 3. Association between participant’s characteristics and optimal breastfeeding for age (n=3,749)           

Variable Optimally 
breastfed for 
age (children < 
6 months; n = 
946 (%)) 

P-value Optimally 
breastfed for 
age (children 6- 
23 months; n = 
2803 (%)) 

P-value Optimally 
breastfed for 
age (children 
0-23 months; n 
= 3749 (%)) 

p-value 

Emotional IPV 

No 236 (32.1) 0.827 1372 (70.5) 0.821 1608 (60.62) 0.986 

Yes 85 (30.9) 574 (70.1) 659 (60.58) 

Physical IPV 

No 280 (31.2) 0.651 1672 (71.2) 0.050 1952 (61.1) 0.186 

Yes 41 (34.8) 274 (65.4) 315 (57.2) 

Sexual IPV 

No 306 (32.3) 0.176 1841(70.3) 0.6244 2147 (60.7) 0.627 

Yes 15 (22.5) 105 (72.5) 120 (58.6) 

Any IPV 

No 221 (31.7) 0.967 1306 (70.3) 0.885 1527 (60.3) 0.683 

Yes 100 (31.9) 640 (70.6) 740 (61.2) 

Number of forms of IPV 

0 221 (31.7) 0.148 1306 (70.3) 0.017 1527 (60.4) 0.090 

1 64 (29.9) 388 (74.7) 452 (64.5) 

2 31 (41.9) 191 (62.2) 222 (56.9) 

3 5 (10.6) 61 (71.9) 66 (53.7) 

Woman’s age in years 

15 - 19 17 (24.4) 0.644 133 (86.2) <0.001 150 (64.1) 0.093 

20 – 29 185 (32.6) 1016 (70.5) 1194 (61.1) 

30 – 39 112 (32.9) 667 (66.7) 779 (58.1) 

40 – 49 14 (27.6) 130 (77.7) 144 (67.9) 

Woman’s educational 
level 

No education 89 (24.5) 0.012 832 (86.3) <0.001 919 (70.6) <0.001 

Primary 42 (25.4) 319 (68.6) 359 (58.4) 

Secondary 148 (39.5) 670 (59.0) 813 (54.4) 

Higher 51 (41.1) 125 (47.2) 176 (45.2) 

Woman’s employment 
status 

Currently unemployed 96 (28.4) 0.253 665 (77.1) <0.001 761 (63.6) 0.053 

Currently employed 225 (33.7) 1281 (67.2) 1506 (59.1) 

Household wealth index 

Poorest 50 (22.4) 0.008 488 (85.6) <0.001 538 (70.2) <0.001 

Poorer 55 (25.0) 426 (82.3) 481 (67.2) 

Middle 60 (29.5) 417 (69.0) 477 (60.1) 

Richer 76 (39.8) 360 (64.4) 436 (58.0) 

Richest 80 (40.36) 255 (50.9) 335 (48.1) 

Sex of child 

Male 155 (29.6) 0.338 995 (68.0) 0.0175 1150 (58.5) 0.040 

Female 166 (33.9) 951 (73.1) 1117 (62.9) 

Number of antenatal 
visits* 

No ANC (0 visits) 44 (19.6) 0.090 435 (82.5) <0.001 479 (65.9) <0.001 

1 - 3 visits 40 (30.7) 364 (82.3) 404 (66.9) 

Maternal exposure to intimate partner violence and breastfeeding practices of children 0–23 months: findings from the 2018...

Journal of Global Health Reports 8



Variable Optimally 
breastfed for 
age (children < 
6 months; n = 
946 (%)) 

P-value Optimally 
breastfed for 
age (children 6- 
23 months; n = 
2803 (%)) 

P-value Optimally 
breastfed for 
age (children 
0-23 months; n 
= 3749 (%)) 

p-value 

≥ 4 visits 228 (35.3) 1118 (63.8) 1346 (57.1) 

Place of delivery 

Domestic setting 132 (24.2) <0.001 1131 (77.8) <0.001 1260 (64.0) <0.001 

Health facility delivery 192 (41.6) 815 (61.2) 1007 (56.3) 

Mode of childbirth 

Vaginal 307 (31.4) 0.320 1896 (71.1) <0.001 2203 (61.1) 0.004 

Caesarean section 14 (41.0) 50 (46.8) 64 (45.1) 

Parity 

1 50 (28.37) 0.001 344 (62.51) <0.001 394 (54.55) 0.005 

2-3 156 (40.5) 675 (65.87) 831 (59.22) 

4-5 79 (33.99) 488 (72.26) 567 (62.21) 

>5 36 (17.95) 439 (81.08) 475 (65.58) 

Type of place of 
residence 

Urban 148 (35.3) 0.179 675 (60.3) <0.001 823 (54.1) <0.001 

Rural 173 (29.1) 1271 (78.3) 1444 (65.6) 

Region 

North central 71 (36.6) 0.001 348 (70.3) <0.001 419 (61.9) <0.001 

North East 38 (18.1) 408 (84.8) 446 (68.7) 

North West 45 (25.0) 522 (84.3) 567 (68.8) 

South East 42 (30.8) 221 (51.2) 253 (45.6) 

South South 34 (35.9) 180 (50.4) 214 (46.9) 

South West 91 (51.4) 277 (59.1) 368 (57.2) 

Number of Antenatal Visits* - 66 missing values, IPV – intimate partner violence 

Table 4. Multivariable logistic regressions showing     
association between intimate partner violence (any       
and number of forms) and optimal breastfeeding for         
age  

Optimal breastfeeding for age 

aOR (95% CI) p-value 

Any IPV 1 

No IPV 0.92 (0.76 – 1.14) 0.471 

Experienced IPV 

Number of IPV forms 
experienced 

No IPV 1 

One form of IPV 1.07 (0.85 – 1.36) 0.536 

Two forms of IPV 0.79 (0.53 – 1.17) 0.238 

Three forms of IPV 0.58 (0.36 – 0.93) 0.023 

Woman’s age, Woman’s educational level, employment status, household wealth quin-
tile, number of antenatal care visits, parity, child’s age group, sex of the child, place of 
childbirth, mode of childbirth, type of place of residence, and region were included as 
covariates in the model. aOR – adjusted odds ratio, IPV – Intimate partner violence 
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