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Abstract
A growing number of studies have tested the association between intimate partner violence (IPV) and the
unintendedness of pregnancy or birth, and most have suggested that unintendedness of pregnancy is a
cause of IPV. However, about nine in every ten women face violence after delivering their first baby.
This study examined the effects of the intendedness of births on physical IPV using data from the
National Family Health Survey (2015–16). The multivariate logistic regression model analysis found that,
compared with women with no unwanted births (2.9%), physical IPV was higher among those women who
had unwanted births (6.9%, p<0.001), followed by those who had mistimed births (4.4 %, p<0.001), even
after adjusting for several women’s individual and socioeconomic characteristics. Thus, the reduction of
women with mistimed and unwanted births could reduce physical IPV in India. The study highlights the
unfinished agenda of family planning in the country and argues for the need to integrate family planning
and Reproductive, Maternal and Child Health Care (RMNCH) services to yield multi-sectoral outcomes,
including the elimination of IPV.
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Introduction
In many societies, domestic violence against women across their life-course is considered to be
normal behaviour, not only by men but also by women (Cook & Bewley, 2008; Devries et al., 2013;
García-Moreno et al., 2015). Domestic violence by an intimate partner is one of the worst forms of
abuse, with women having to face it from the person whom they should otherwise trust above all.
According to the World Health Organization, intimate partner violence (IPV) is ‘ : : : any behaviour
within an intimate relationship that causes physical, psychological or sexual harm to those in the
relationship, including acts of physical aggression, sexual coercion, psychological abuse, and
controlling behaviours’ (WHO, 2002).

The World Health Organization, based on 48 surveys around the world, has reported that
between 10% and 69% of women face IPV at some point in their lives. Globally, on average,
30% of women experience IPV, but the rate is considerably higher in South Asia (38%) (Bates
et al., 2004; García-Moreno et al., 2006; Naved et al., 2006; WHO, 2013). In India, a substantial
proportion of women face violence in both rural (43%) and urban (33%) settings (Jeyaseelan et al.,
2004, 2007; Peedicayil et al., 2004). Physical IPV is the most common form of violence in
the country, with one in every five women experiencing physical IPV – double and quadruple
the number facing emotional and sexual IPV, respectively (IIPS & ICF, 2017).
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IPV has primarily been attributed to gender inequity norms and traditional beliefs about
gender roles and labour (WHO, 2009; Taylor et al., 2013). The socioeconomic transition in gender
roles from traditional to modern societies gives rise to women’s agency and fosters resistance
towards undesired and risky behaviours of husbands and partners (Jewkes et al., 2002; Wendt,
2009; Cardoso et al., 2016). Other key factors that disempower women and lead to IPV are lower
age at marriage, family composition, lower education, type of occupation, lower economic
bargaining power and unintended pregnancy or unintended birth (Moore, 1999; Bacchus et
al., 2004; ICRW, 2006; Koenig et al., 2006; Hines, 2007; Cripe et al., 2008; WHO, 2009; Barber
et al., 2010; Babu & Kar, 2010; Krishnan et al., 2010; Babu & Kar, 2012; VanderEnde et al., 2012;
Dixit et al., 2012; Das et al., 2013; Walker et al., 2013; Bessa et al., 2014; Shorey et al., 2014; Goli,
2016; Johnson-Mallard et al., 2017). The prevalence of unintended births is considerably higher
in India than in other developed and many developing countries. This study aims to examine the
question of how far unintended births affect physical IPV in India.

Unintended births and IPV

Unintended birth is defined as any birth to a mother identified as either mistimed (the birth
occurred earlier than the time they desired) or unwanted (at the time of pregnancy, the woman
did not want to have any more births) (National Research Council, 1995; Mosher et al., 2012).
An estimated 80 million unintended pregnancies take place each year all over the world (Bradley
et al., 2011). Almost half of all unintended pregnancies result in unintended births. The unin-
tended pregnancy rates in developing and developed countries are 59 and 44 per thousand, respec-
tively, among women aged 15–44 years (Sedgh et al., 2014). A recent study from India estimated
that 48.1 million pregnancies occur at the rate of 145 per thousand women in the reproductive age
group (15–49 years); the rate of unintended birth is 70 per thousand women in the same age group
(Singh et al., 2018). In the context of India and some other developing countries, the reporting
of the unwantedness of a child depends upon the sibling sex composition, which might lead to
post-birth rationalization. A female child is more likely to be reported as unwanted than a male
child due to a high preference for sons (Clark, 2000; Khattak, 2014).

Unintended pregnancies and births are important public health issues, especially in developing
countries, and play a major role as both causes and consequences of IPV. Most contemporary
studies that deal with the issue of unintended births in the context of IPV consider IPV as
the cause of unintended pregnancies and births (Cripe et al., 2008; Stephenson et al., 2008;
Rahman et al., 2012; Kamal, 2013; Anand et al. 2017), while a few studies have also drawn
attention to the effect of unintended pregnancy and births on IPV (Barber et al., 2010). With
the exception of sexual violence, IPV does not have a direct correlation with unintended
pregnancy. Moreover, existing evidence clearly suggests that unintended births and IPV have
negative effects on the mental and physical health of women and newborn children (Moore,
1999; Cripe et al., 2008; Bacchus et al., 2004; Babu & Kar, 2012; Das et al., 2013; Bessa et al., 2014).

In general, the transition to parenthood promotes several changes in mental health and the
sharing of household and childcare responsibilities between the couple, which leads to tensions
and conflicts in the relationship between spouses. Transformation starts from the advent of
pregnancy and continues in later life (after giving birth to the child), and the situation becomes
worse when the pregnancy is unintended (Barber et al., 2017). The social and economic burden of
unintended children can lead to conflict post-partum, especially if the mother suffers from post-
partum depression (Kung, 2000; Lilja et al., 2012), including conflicts about care-taking respon-
sibility. Such conflicts manifest themselves as tension and disagreements due to new parental roles
(St John et al., 2005). Changes in lifestyle (for instance, partners having difficulty finding time for
each other, fathers having difficulty finding time for childcare, returning to work and accepting
their spouse as the primary caregivers) (Deave & Johnson, 2008; Chin et al., 2011)
accelerate the issues of depression, stress, conflict among couples and poorer quality marital
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relationships, often leading to IPV (Johnson-Mallard et al., 2017). It is obvious that the propensity
for conflict and violence will be greater for unintended pregnancies and births than for intended
pregnancies and births. Evidence based on the latest National Family Health Survey (NFHS) in
India suggests that in 90% of cases, the timing of the first event of physical IPV against women
starts after giving birth to a child (Fig. 1). However, in the existing literature, there is no detailed
empirical evidence showing physical violence to be a consequence of unintended birth. Thus, this study
examines the links between physical IPV and unintended births by taking the later as a predictor.

Methods
Data

The data for the study were taken from the fourth round of the NFHS conducted during 2015–16.
The primary objective of the NFHS is to provide essential data on health and family welfare,
as well as data on emerging issues, such as IPVs. The NFHS-4 sample was derived from
multi-stage stratified systematic sampling. A total of 699,686 women aged 15–49 years were
interviewed during the survey. The questions relating to IPV were included in the state module,
where about 15% of the total sample were selected for interview. A total of 66,013 women
responded to the questions on violence. Sexual violence may lead to unintended birth, so to avoid
any reverse causation, those cases (n=4372) who ‘have faced any sexual violence by husband/
partner’ and ‘ever been physically forced to perform sexual acts which the respondent did not
want to’ were excluded from the study.

Furthermore, an important point to be noted is the exclusion of emotional violence in this
study. Given the educational standards of women in India, women’s consequent knowledge about
the nature of violence and its recognition has been a problem, so under-reporting of it in typical
multi-topic cross-sectional surveys like NFHS has been identified as a very common problem.
Women’s attitude towards violence, especially less-severe violence, is quite different in developing
compared with developed countries. Most often, women failed to report it (García-Moreno
et al., 2006). This is the case in India. Examination of the prevalence of the reporting of
emotional violence by Indian state shows it to be greater in the more socioeconomically
and demographically better-off states (for instance 21% in Tamil Nadu against 14% in
Uttar Pradesh), while unintended births are more frequent among their counterparts. This
doesn’t mean that emotional violence is less prevalent in socioeconomically and demographically
disadvantaged states, but that they are reported less because of women’s attitude towards such
violence is different. However, such anomalies are relatively fewer in the case of physical violence
(IIPS & ICF, 2017, p. 591). Thus, this analysis of the link between IPV and unintended births was
restricted to physical violence.

Total valid cases for physical
IPV 

Sample size after excluding those cases with sexual violence
(61,641)

Sample only included women
who reported their last child was

intended
(25,203 for Model 1)

Sample only included women who
reported their actual and ideal

number of children in numeric form
and those who were sterilized (or

their partner) or were declared
infecund

(23,174 for Model 2)

Figure 1. Flow chart showing the breakdown
of sample sizes for the analysis of the effect
of unintended births on physical IPV.
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The main study predictor was the intendedness of births. Two sets of samples were used for
statistical analyses because the predictor (i.e. intendedness of births) was measured in two ways.
The first definition (Model 1) was based on women who reported that their last child was ‘wanted
then', ‘wanted later’ or ‘wanted no more’. Here, women whose last birth was ‘wanted later’ were
considered as having ‘mistimed’ births and those with ‘wanted no more’ were identified as having
‘unwanted’ births. The second definition of intendedness of births (Model 2) was ‘unwantedness
of births’, and was derived from two questions addressing the respondents’ actual and desired
number of children. The difference between the actual number of children and the desired number
of children was calculated, and the women who had more children than desired were considered
to have ‘unwanted’ births. Thus the sample sizes for the statistical analysis using predictor
variables for the two different definitions were different: the sample size for the predictor variable
intendedness of last birth in Model 1 was 25,302; and the sample size for the predictor variable
unwanted births in Model 2 was 23,174 (Fig. 1). A woman having a higher ideal number of
children than actual number of children in the younger age group might yet have more children
in the future, which would also change her categorization as having wanted and unwanted births.
Therefore, inclusion of such women in the calculation of ‘unwanted births’ would have a truncated
bias by the second definition. To avoid this, the analysis was restricted to women who were
sterilized (or whose partners were sterilized) or declared as infecund at the time of interview.

Outcome variables

Physical IPV was defined as any type of physical violence experienced by a woman at the hands of
husband/partner, including: (i) ever having been pushed, shaken or had something thrown at
them; (ii) ever having been slapped; (iii) ever having been punched with fist or hit by something
harmful; (iv) ever having been kicked or dragged; (v) ever having been strangled or burnt; (vi) ever
having been threatened with knife/gun or other weapon; and (vii) ever having had arm twisted or
hair pulled by husband/partner. Another question was posed to the respondents about violence
during pregnancy. Compiling these two variables (physical IPV during pregnancy and the non-
pregnancy period), the outcome variable was categorized into three groups: ‘no physical IPV’
(n=17,974), ‘physical IPV during only non-pregnancy state’ (n=6,419), and ‘physical IPV during
both pregnancy and non-pregnancy periods’ (n=810), which also included a small sample size of
the category of ‘physical IPV during only pregnancy period’ (n=77). Physical IPV was categorized
into two groups (‘physical IPV during only non-pregnancy state’ and ‘physical IPV during both
pregnancy and non-pregnancy period’) because the women might face a higher risk to life and
negative pregnancy outcomes if they face physical IPV during pregnancy as compared with the
non-pregnancy period. The situation becomes more dangerous if they face physical IPV during
both the ‘pregnancy’ and ‘non-pregnancy’ periods (Barber et al., 2017). Thus, women who
reported physical IPV during both pregnancy, and the non-pregnancy period, were combined
into a single category.

Predictors

The intendedness of birth was measured from two definitions that were used in two separate
models with different sample sizes. First, the intendedness of the last child was categorized accord-
ing to whether the women having the last child thought it ‘wanted’, ‘mistimed’ or ‘unwanted’.
Second, women with an ‘unwanted’ child were derived from the difference between their actual
number of children and their desired number of children. This difference was grouped into two: a
higher actual number of children than the desired number of children (considered as unwanted)
and a lower or equal actual number of children than the desired number of children (considered as
wanted). Also, some socioeconomic and demographic variables were controlled in each of
the multivariate regression models, such as parity, age at marriage, current age, place of residence,
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religion, caste, educational level of women and their partner, working status, wealth quintiles,
exposure to mass media and household size. These confounders were grouped into convenient
categories for statistical analyses (see Table 1).

Statistical analyses

Univariate, bivariate and multivariate statistical analyses were carried out. To understand the
robustness of the sample size and nature of the sample distribution, the univariate descriptive
statistics of the study variables by different categories were estimated and presented. Bivariate
analysis was performed for the bivariate distributions of physical IPV by the independent
socioeconomic and demographic factors. Multinomial logistic regression models were applied
to assess the relationship between delivering unintended births and physical IPV. The predicted
probability was estimated from the multinomial logistic regression models using Multiple
Classification Analysis (MCA). For ease of interpretation, the predicted probability was converted
into an adjusted percentage by multiplying by 100 (Retherford & Choe, 2011).

Results
Sample characteristics

To understand the characteristics of the study population, univariate descriptive statistics are
presented in Table 1. Among the sample women who reported the intendedness of their last birth,
about 3% and 25% reported that they faced physical IPV during both the pregnancy and
non-pregnancy periods and during the non-pregnancy period only, respectively (Model 1).
The data in the second sample (Model 2) followed a similar distribution. The proportions of
women whose last child was mistimed and unwanted at the time when they were born were
4% and 5% respectively (Model 1). About 33% of the women reported that their actual number
of children was higher than desired.

Prevalence of physical IPV by intendedness of births

Table 2 presents the adjusted percentage of women who had faced physical IPV by the intended-
ness of births after controlling for socioeconomic and demographic background factors in a
multinomial logistic regression estimate. The results from Model 1 show that the risk of physical
IPV during both pregnancy and non-pregnancy was higher among women with mistimed
(4%, p<0.001) and unwanted (7%; p<0.001) births compared with those with wanted births
(3%). Similarly, physical IPV during the non-pregnancy period was higher among those with
mistimed (29%, p<0.001) and unwanted (34%, p<0.001) births in comparison with those
with wanted births (24%).

Model 2 demonstrates the adjusted relationship between unwanted births and physical
IPV after controlling for socioeconomic and demographic confounders. The results show that
among the women who faced physical violence during pregnancy, the likelihood of physical
IPV was higher among those with unwanted births (27%, p<0.05) compared with those with
wanted births (25%).

Several other socioeconomic factors were found to be associated with physical IPV, e.g. age at
marriage, religion, caste, women and partner’s education level, wealth status and exposure to mass
media. Physical IPV during both pregnancy and non-pregnancy was greatest among Hindus,
followed by Muslims and Christians, whereas there was a significantly higher risk of physical
IPV among Christian women during the non-pregnancy state only. Compared with other castes,
the prevalence of physical IPV against women was consistently high for Scheduled Castes (SCs),
Scheduled Tribes (STs) and Other Backward Class (OBCs). The results validate the fact that, with
an increase in the education level of both women and their partners, the prevalence of physical
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Table 1. Univariate descriptive statistics of the sample women who responded to the NFHS-4 questions on IPV

Model 1 Model 2

Variable n % CI n % CI

Suffered physical IPV

No 17,974 71.3 (70.8–71.9) 16,554 71.4 (70.8–72.0)

In both pregnancy and non-pregnancy period 810 3.2 (3.0–3.4) 603 2.6 (2.4–2.8)

Only in non-pregnancy period 6419 25.5 (24.9–26.0) 6017 26.0 (25.4–26.5)

Intendedness of births

Wanted 22,998 91.3 (90.9–91.6) — — —

Mistimed 1014 4.0 (3.8–4.3) — — —

Unwanted 1191 4.7 (4.5–5.0) — — —

Desired status of births

Wanted — — — 15,635 67.5 (66.9–68.1)

Unwanted — — — 7539 32.5 (31.9–33.1)

Parity

1 7432 29.5 (28.9–30.1) 1125 4.9 (4.6–5.1)

2 8389 33.3 (32.7–33.9) 8976 38.7 (38.1–39.4)

3 4755 18.9 (18.4–19.4) 6768 29.2 (28.6–29.8)

>3 4627 18.4 (17.9–18.8) 5766 24.9 (24.3–25.4)

Age at marriage (years)

<15 1788 7.1 (6.8–7.4) 3429 14.8 (14.3–15.3)

15–19 12,714 50.4 (49.8–51.1) 12,200 52.6 (52.0–53.3)

20–24 8019 31.8 (31.2–32.4) 5189 22.4 (21.9–22.9)

>24 2358 9.4 (9.0–9.7) 1051 4.5 (4.3–4.8)

Not reported 324 1.3 (1.2–1.4) 1305 5.6 (5.3–5.9)

Current age (years)

15–19 574 2.3 (2.1–2.5) — — —

20–24a 6485 25.7 (25.2–26.3) 880 3.8 (3.6–4.1)

25–29 9658 38.3 (37.7–38.9) 3278 14.1 (13.7–14.6)

30–34 5544 22.0 (21.5–22.5) 5042 21.8 (21.2–22.3)

35–39 2220 8.8 (8.5–9.2) 5180 22.4 (21.8–22.9)

>39 722 2.9 (2.7–3.1) 8794 37.9 (37.3–38.6)

Sex of child

Male 13,645 41.6 (40.2–43.0) 14,377 62.0 (61.4–62.6)

Female 11,558 58.4 (57.0–59.8) 8558 35.6 (35.0–36.3)

Place of residence

Urban 6653 26.4 (25.9–26.9) 6531 28.2 (27.6–28.8)

Rural 18,550 73.6 (73.1–74.1) 16,643 71.8 (71.2–72.4)
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Table 1. (Continued )

Model 1 Model 2

Variable n % CI n % CI

Religion

Hindu 18,107 71.8 (71.3–72.4) 19,189 82.8 (82.3–83.3)

Muslim 4008 15.9 (15.5–16.4) 1819 7.8 (7.5–8.2)

Christian 2013 8.0 (7.7–8.3) 1118 4.8 (4.6–5.1)

Other 1075 4.3 (4.0–4.5) 1048 4.5 (4.3–4.8)

Caste

Other 4617 18.3 (17.8–18.8) 4508 19.5 (18.9–20.0)

SC 4599 18.2 (17.8–18.7) 4420 19.1 (18.6–19.6)

ST 5129 20.4 (19.9–20.9) 3597 15.5 (15.1–16.0)

OBC 9560 37.9 (37.3–38.5) 9893 42.7 (42.1–43.3)

Don’t know/not reported 1298 5.2 (4.9–5.4) 756 3.3 (3.0–3.5)

Woman’s education

Illiterate 7248 28.8 (28.2–29.3) 9233 39.8 (39.2–40.5)

Primary 3501 13.9 (13.5–14.3) 3950 17.0 (16.6–17.5)

Secondary 11,713 46.5 (45.9–47.1) 8817 38.0 (37.4–38.7)

Higher 2741 10.9 (10.5–11.3) 1174 5.1 (4.8–5.4)

Partner’s education

Illiterate 4425 17.6 (17.1–18.0) 5022 21.7 (21.1–22.2)

Primary 3633 14.4 (14.0–14.9) 3959 17.1 (16.6–17.6)

Secondary 13,679 54.3 (53.7–54.9) 11,911 51.4 (50.8–52.0)

Higher 3398 13.5 (13.1–13.9) 2221 9.6 (9.2–10.0)

Not reported 68 0.3 (0.2–0.3) 61 0.3 (0.2–0.3)

Women’s occupation

Not working 18,905 75.0 (74.5–75.5) 13,836 59.7 (59.1–60.3)

White collar 858 3.4 (3.2–3.6) 934 4.0 (3.8–4.3)

Agricultural 3356 13.3 (12.9–13.7) 5454 23.5 (23.0–24.1)

Service sector/manual 1884 7.5 (7.2–7.8) 2670 11.5 (11.1–11.9)

Don’t know/not reported 200 0.8 (0.7–0.9) 280 1.2 (1.1–1.4)

Wealth status

Poorest 6155 24.4 (23.9–25.0) 4001 17.3 (16.8–17.8)

Poorer 5713 22.7 (22.2–23.2) 4875 21.0 (20.5–21.6)

Middle 5119 20.3 (19.8–20.8) 5164 22.3 (21.8–22.8)

Richer 4388 17.4 (16.9–17.9) 5057 21.8 (21.3–22.4)

Richest 3828 15.2 (14.8–15.6) 4077 17.6 (17.1–18.1)

(Continued)
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IPV against women decreases significantly. In particular, physical IPV is usually greater for
women engaged in agricultural activities than among those involved in the service sector and
in white-collar jobs. The analysis found that physical IPV decreased with increasing wealth status.
Furthermore, physical IPV was less prevalent among women who had exposure to mass media
than their counterparts who had no exposure.

Discussion
This study makes a comprehensive fresh assessment of the relationship between physical IPV and
unintended births in India by presenting unintended births as a driving factor behind physical
IPV. This is against a background of prior studies which have suggested that IPV is a cause of
unintended births. The evidence from data from the fourth round of the NFHS suggests that
the majority of women (89%) experienced the first physical violence event from their partner after
childbirth. Furthermore, the estimate based on the first parity sample also suggests that about 90%
of all women with a single child faced physical IPV after childbirth (Fig. 2). The comparison of
probability of first event of physical IPV before child birth between single and multiple parity
women shown in Figure 2 suggests hardly any difference, so analyses were carried out on the
complete sample of women who reported to the question on physical IPV irrespective of parity.
Furthermore, the findings show a chronology of the incidence of physical IPV and its association
with unintended pregnancy and births that has not been reported in previous studies. It was found
that the prevalence of physical IPV was highest among women who had unwanted births, followed
by those who had mistimed births, during both pregnancy and non-pregnancy periods.

The links between unintended births and the occurrence of physical IPV can be explained
through existing demographic theories and evidence from previous studies. Three possible explan-
ations for the links between unintended births and physical IPV are proposed. First, according to
conventional theories, as long as wealth flows from children to parents, children are considered as
assets, as security in old age, and as labourers who can contribute and assist in the household and
fields. Under such conditions, children are not treated as burdens (Caldwell 1976). However, when
wealth flows from parents to children, the demand for children is determined by the potential
output of the children. In the present context, demand for children is determined by the potential

Table 1. (Continued )

Model 1 Model 2

Variable n % CI n % CI

Exposure to mass media

No 10,436 41.4 (40.8–42.0) 8790 37.9 (37.3–38.6)

Partial 12,409 49.2 (48.6–49.9) 12,182 52.6 (51.9–53.2)

Full 2358 9.4 (9.0–9.7) 2202 9.5 (9.1–9.9)

Household size

1–4 8527 33.8 (33.3–34.4) 10,728 46.3 (45.7–46.9)

5–6 10,065 39.9 (39.3–40.5) 8737 37.7 (37.1–38.3)

>6 6611 26.2 (25.7–26.8) 3709 16.0 (15.5–16.5)

Total 25,203 100.0 — 23,174 100.0 –

Lower and upper limits of 95% confidence intervals are given in parentheses.
The overlapping samples of violence during pregnancy and non-pregnancy were merged with violence with pregnancy due to their small size.
aThe samples for age groups 15–19 and 20–24 were merged due to the small sample size in Model 2.
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Table 2. Prevalence (in adjusted percentage) of physical IPV by intendedness of births for women by background characteristics, India, 2015–16

Model 1 Model 2

No violence

During both
pregnancy and
non-pregnancy

period
Only during non-
pregnancy period No violence

During both
pregnancy and
non-pregnancy

period
Only during non-
pregnancy period

Variable % CI % CI % CI % CI % CI % CI

Intendedness of births

Wanted (Ref.) 73.1 (72.9–73.3) 2.9 (2.9–2.9) 24 (23.9–24.2) — — — — — —

Mistimed 67 (66.1–67.8) 4.4*** (4.2–4.6) 28.6*** (27.9–29.4) — — — — — —

Unwanted 59.5 (58.8–60.3) 6.9*** (6.7–7.1) 33.6*** (32.9–34.2) — — — — — —

Desired status of births

Wanted — — — — — — 72.1 (72.0–72.2) 2.5 (2.5–2.5) 25.4 (25.3–25.5)

Unwanted — — — — — — 69.8 (69.6–70.0) 3.0 (3.0–3.0) 27.2* (27.0–27.4)

Parity

1 (Ref.) 79.1 (78.1–80.0) 2.1 (1.8–2.5) 18.8 (17.9–19.7) 77.5 (77.0–77.9) 2.2 (2.2–2.2) 20.4 (20.0–20.8)

2 73.7 (72.6–74.7) 3.1*** (2.8–3.6) 23.2*** (22.2–24.2) 74.1 (74.0–74.3) 2.4 (2.4–2.4) 23.5 (23.4–23.7)

3 67.4 (65.9–68.8) 3.5*** (2.9–4.1) 29.2*** (27.7–30.6) 70.5 (70.3–70.8) 2.8 (2.8–2.8) 26.6* (26.4–26.8)

>3 61.2 (59.6–62.8) 4.7*** (4.1–5.4) 34.1*** (32.6–35.6) 64.8 (64.6–65.1) 3.4 (3.4–3.4) 31.7*** (31.5–31.9)

Age at marriage (years)

<15 (Ref.) 60.8 (60.2–61.3) 5.4 (5.3–5.6) 33.8 (33.3–34.2) 68.1 (67.8–68.3) 3.0 (3.0–3.0) 29.0 (28.7–29.2)

15–19 68.5 (68.2–68.7) 3.4** (3.3–3.4) 28.2 (28.0–28.4) 70.0 (69.9–70.2) 2.6 (2.6–2.6) 27.4 (27.2–27.5)

20–24 78.7 (78.5–79.0) 2.2*** (2.2–2.2) 19.1*** (18.9–19.3) 75.9 (75.6–76.1) 2.2 (2.2–2.2) 21.9 (21.7–22.1)

>24 81.9 (81.5–82.4) 2.2 (2.1–2.3) 15.9** (15.5–16.2) 79.6 (79.1–80.1) 1.3 (1.3–1.3) 19.1 (18.6–19.6)

Not reported 55.4 (53.7–57.0) 10.2*** (9.6–10.8) 34.4** (33.2–35.6) 70.7 (70.2–71.2) 4.8** (4.8–4.8) 24.4* (24.1–24.8)

Current age (years)

15–19 (Ref.) 77.1 (76.4–77.8) 2.4 (2.3–2.6) 20.4 (19.8–21.0) — — — — — —

20–24/15–24a(Ref.) 72.0 (71.8–72.3) 3.4 (3.4–3.5) 24.5** (24.3–24.8) 68.9 (68.3–69.4) 2.6 (2.6–2.6) 28.5 (28.0–29.0)
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Table 2. (Continued )

Model 1 Model 2

No violence

During both
pregnancy and
non-pregnancy

period
Only during non-
pregnancy period No violence

During both
pregnancy and
non-pregnancy

period
Only during non-
pregnancy period

Variable % CI % CI % CI % CI % CI % CI

25–29 72.7 (72.4–73.0) 2.9 (2.8–2.9) 24.4* (24.2–24.7) 69.7 (69.5–70.0) 2.6 (2.6–2.6) 27.6 (27.4–27.9)

30–34 72.3 (71.9–72.7) 3.1 (3.0–3.2) 24.6 (24.3–25.0) 70.6 (70.4–70.9) 2.8 (2.8–2.8) 26.6* (26.3–26.8)

35–39 70.3 (69.6–71.0) 3.4 (3.3–3.5) 26.3 (25.8–26.9) 71.5 (71.2–71.8) 2.5 (2.5–2.5) 26.0** (25.8–26.3)

>39 67.2 (66.2–68.3) 4.2 (3.9–4.4) 28.6 (27.7–29.5) 72.8 (72.6–73.0) 2.7 (2.7–2.7) 24.5*** (24.4–24.7)

Sex of child

Male (Ref.) 72.0 (71.7–72.2) 3.3 (3.3–3.4) 24.7 (24.5–24.9) 71.7 (71.5–71.8) 2.8 (2.8–2.8) 25.5 (25.4–25.6)

Female 72.5 (72.2–72.7) 2.9* (2.9–2.9) 24.6 (24.4–24.9) 70.8 (70.6–71.0) 2.6 (2.5–2.6) 26.6 (26.5–26.8)

Place of residence

Urban (Ref.) 78.2 (77.9–78.5) 2.8 (2.8–2.9) 19 (18.7–19.2) 74.8 (74.6–75.0) 2.5 (2.5–2.5) 22.7 (22.6–22.9)

Rural 69.7 (69.5–69.9) 3.3*** (3.2–3.3) 27.0** (26.9–27.2) 69.6 (69.5–69.8) 2.8* (2.8–2.8) 27.6*** (27.5–27.7)

Religion

Hindu (Ref.) 70.8 (70.6–71.0) 3.3 (3.2–3.3) 25.9 (25.7–26.1) 70.6 (70.5–70.7) 2.7 (2.7–2.7) 26.7 (26.6–26.8)

Muslim 74.9 (74.5–75.3) 2.9 (2.8 – 3.0) 22.2** (21.8–22.5) 76.4 (76.0–76.7) 2.4 (2.4–2.4) 21.3* (21.0–21.6)

Christian 76.9 (76.4–77.4) 2.6 (2.5–2.8) 20.5*** (20.0–20.9) 78.7 (78.1–79.3) 3.0 (3.0–3.0) 18.3*** (17.8–18.9)

Other 77.6 (76.8–78.4) 2.5 (2.3–2.6) 19.9 (19.2–20.6) 75.9 (75.2–76.6) 2.1 (2.1–2.1) 22.1* (21.4–22.7)

Caste

Other (Ref.) 81.2 (80.9–81.5) 2.4 (2.3–2.4) 16.4 (16.2–16.7) 78.8 (78.6–79.0) 1.8 (1.8–1.8) 19.4 (19.2–19.5)

SC 64.3 (63.9–64.7) 4.6*** (4.5–4.7) 31.1*** (30.8–31.4) 65.1 (64.8–65.3) 4.2*** (4.2–4.2) 30.8* (30.6–31.0)

ST 70.8 (70.5–71.2) 3.2 (3.1–3.3) 25.9** (25.6–26.3) 70.0 (69.7–70.3) 2.1 (2.1–2.1) 27.9 (27.6–28.2)

OBC 70.6 (70.4–70.9) 2.9 (2.8–2.9) 26.5*** (26.3–26.7) 70.4 (70.3–70.6) 2.5 (2.5–2.5) 27.1*** (26.9–27.2)

Don’t know/not reported 80.8 (80.3–81.3) 2.7 (2.6–2.8) 16.5** (16.0–16.9) 81.3 (80.9–81.8) 2.0 (2.0–2.0) 16.7* (16.3–17.1)
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Table 2. (Continued )

Model 1 Model 2

No violence

During both
pregnancy and
non-pregnancy

period
Only during non-
pregnancy period No violence

During both
pregnancy and
non-pregnancy

period
Only during non-
pregnancy period

Variable % CI % CI % CI % CI % CI % CI

Women’s education

Illiterate (Ref.) 61.1 (60.8–61.3) 4.2 (4.1–4.3) 34.8 (34.5 – 35.0) 65.2 (65.0–65.4) 3.1 (3.1–3.1) 31.6 (31.5–31.8)

Primary 64.6 (64.2–65.0) 4.5 (4.4–4.6) 30.9 (30.6–31.2) 70.3 (70.0–70.5) 2.9 (2.9–2.9) 26.8* (26.6–27.1)

Secondary 77 (76.8–77.2) 2.4 (2.4–2.5) 20.6*** (20.4–20.7) 75.4 (75.3–75.6) 2.3 (2.3–2.3) 22.2*** (22.1–22.4)

Higher 86.8 (86.6–87.1) 2.1 (2.0–2.1) 11.1*** (10.9–11.3) 85.4 (85.2–85.6) 1.1 (1.1–1.1) 13.5*** (13.3–13.7)

Partner’s education

Illiterate (Ref.) 59 (58.7–59.3) 4.4 (4.3–4.5) 36.6 (36.3–36.9) 64.4 (64.2–64.6) 3.5 (3.5–3.5) 32.1 (32.0–32.3)

Primary 65.7 (65.3–66.0) 4.4 (4.3–4.5) 30.0** (29.6–30.3) 66.0 (65.7–66.2) 3.5 (3.5–3.5) 30.5 (30.3–30.7)

Secondary 74.3 (74.1–74.5) 2.9 (2.9–2.9) 22.8*** (22.6–22.9) 73.9 (73.8–74.0) 2.3* (2.3–2.3) 23.8*** (23.7–23.9)

Higher 85 (84.8–85.3) 1.4*** (1.3–1.4) 13.6*** (13.3–13.8) 82.9 (82.7–83.1) 1.2* (1.2–1.2) 15.9*** (15.7–16.1)

Not reported 63.9 (61.4–66.3) 7.4 (6.3–8.4) 28.8 (26.8–30.7) 72.4 (70.0–74.8) 0.0 (0.0–0.0) 27.6 (25.2–30.0)

Women’s occupation

Not working (Ref.) 74.6 (74.5–74.8) 2.7 (2.7–2.7) 22.7 (22.5–22.8) 75.8 (75.6–75.9) 2.0 (2.0–2.0) 22.2 (22.1–22.3)

White collar 76.1 (75.2–77.1) 4.8*** (4.5 – 5.0) 19.1*** (18.4–19.9) 76.8 (76.4–77.3) 2.5 (2.5–2.5) 20.6 (20.2–21.1)

Agricultural 60.4 (60.0–60.8) 4.8*** (4.7–4.9) 34.8*** (34.4–35.1) 63.8 (63.6–64.0) 3.2*** (3.2–3.2) 33.0*** (32.8–33.2)

Service sector/manual 65.9 (65.3–66.6) 4.0* (3.8–4.1) 30.1*** (29.5–30.6) 63.9 (63.6–64.2) 4.3*** (4.3–4.3) 31.8*** (31.6–32.1)

Don’t know/not reported 58.9 (56.9–60.8) 4.2 (3.8–4.6) 36.9*** (35.2–38.6) 61.9 (61.0–62.9) 5.4*** (5.4–5.4) 32.7*** (31.9–33.5)

Wealth status

Poorest (Ref.) 58.8 (58.5–59.0) 5 (4.9–5.0) 36.3 (36.1–36.5) 60.4 (60.2–60.7) 4.1 (4.1–4.1) 35.4*** (35.2–35.6)

Poorer 66.6 (66.3–66.8) 3.6*** (3.6–3.7) 29.8*** (29.6–30.0) 66.1 (65.9–66.3) 2.9*** (2.9–2.9) 31.0*** (30.8–31.2)
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Table 2. (Continued )

Model 1 Model 2

No violence

During both
pregnancy and
non-pregnancy

period
Only during non-
pregnancy period No violence

During both
pregnancy and
non-pregnancy

period
Only during non-
pregnancy period

Variable % CI % CI % CI % CI % CI % CI

Middle 73.2 (73.0–73.5) 2.9*** (2.8–2.9) 23.9*** (23.7–24.1) 70.1 (69.9–70.3) 2.9*** (2.9–2.9) 27.0*** (26.9–27.2)

Richer 78.4 (78.2–78.6) 2.1*** (2.1–2.2) 19.5*** (19.3–19.7) 74.3 (74.1–74.4) 2.2*** (2.2–2.2) 23.5*** (23.3–23.6)

Richest 88.1 (88.0–88.3) 1.6*** (1.6–1.7) 10.2*** (10.1–10.3) 82.2 (82.0–82.3) 1.6*** (1.6–1.6) 16.2*** (16.1–16.3)

Exposure to mass media

No (Ref.) 67.4 (67.1–67.6) 3.4 (3.3–3.4) 29.3 (29.0–29.5) 69.1 (68.9–69.3) 2.9 (2.9–2.9) 28.0 (27.8–28.2)

Partial 74.1 (73.9–74.4) 3.0*** (3.0–3.1) 22.8*** (22.6–23.0) 71.9 (71.7–72.1) 2.5 (2.5–2.5) 25.6*** (25.4–25.7)

Full 81.1 (80.7–81.5) 2.8*** (2.7–2.9) 16.1 (15.7–16.4) 76.2 (75.9–76.5) 2.4 (2.4–2.4) 21.3 (21.1–21.6)

Household size

1–4 (Ref.) 72 (71.7–72.3) 3.3 (3.2–3.3) 24.8 (24.5–25.0) 71.9 (71.7–72.0) 2.7 (2.7–2.7) 25.5 (25.3–25.6)

5–6 71.6 (71.3–71.9) 3.0** (2.9–3.0) 25.4** (25.2–25.7) 70.3 (70.1–70.5) 2.7 (2.7–2.7) 27.0 (26.8–27.2)

>6 73.0 (72.7–73.2) 3.2 (3.1–3.2) 23.8*** (23.6–24.1) 72.7 (72.4–73.0) 2.5 (2.5–2.5) 24.9*** (24.6–25.1)

Total 72.2 (72.0–72.4) 3.1 (3.1–3.2) 24.7 (24.5–24.8) 71.4 (71.3–71.5) 2.7 (2.6–2.7) 25.9 (25.8–26.0)

No. observations 25,203 23,174

Log-likelihood –139,68.494 –152,66.553

LR χ2 1942.66*** 1232.22***

Lower and upper limits of the 95% confidence intervals are given in parentheses.
The estimates are weighted with national violence weight; Ref.: Reference group.
*p<0.05; **p<0.01; ***p<0.001.
aApplicable to Model 2 only; the samples for age groups 15–19 and 20–24 were merged due to the small sample size.
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purchasing power of the parents, which leads to purposeful investment for highest return and
maximizing utility, considering family as the productive unit. The increasing economic cost of
the bringing up of children regarding expenditure in health and education is advancing the idea
of considering a greater number of children as a burden, and the situation becomes worse when
the child is undesired (Becker, 1965; Leibenstein, 1974; Easterlin, 1975; Caldwell, 1976). The bur-
den of undesired children is often put on women, who are vulnerable to a patriarchal setup. In the
socio-cultural traditions of India, any additional children are considered burdens not only for
women but also to their natal family, as most women go to their mother’s houses for delivery.
Often, the natal family is obligated to provide additional resources or dowry to support the bring-
ing up of children. If women refuse to take the responsibility and fail to fetch additional resources
from their natal family, this might become a matter of conflict between the couple.

Second, India has a high son preference. In the process of achieving the desired sex composi-
tion in the family, couples often end up producing more than they can afford, which increases the
burden on household resources. Anomalies in the sharing of responsibility for children increase
with additional children and the demand for additional resources for sustainability leads to
trauma and conflict between spouses. Moreover, the unfulfillment of the desired sex composition
in a family is also linked with increasing birth parity and violence, where the female child is con-
sidered unwanted and an additional burden for the family under existing socio-cultural practices.
It is the women who are often blamed for an undesired sex composition in a family and who are
often forced to go for sex-selective abortions, and who thus face both mental and physical abuse
from the husband/partner (Clark, 2000; Diamond-Smith et al., 2008; Babu & Kar, 2012;
Khattak, 2014).

Third, failure of contraceptives could be a major reason for unwanted pregnancy and unin-
tended births. When a couple realize there is an unwanted pregnancy, husbands often force
women to go for abortion. Any reasonable resistance to unsafe abortion from women often leads
to violent reactions from their husbands, and this might continue in later life (Bradley et al., 2011;
Salazar & San Sebastian, 2014).

Although this study used cross-sectional data, which created difficulty in searching for the trail
of life-course events, and the reporting of unintended births also suffered from the post-birth
rationalization by women, this study makes some genuine contributions to the demographic
and public health literature and public policy. It advances and empirically supports the hypothesis
that unintended birth leads to physical IPV in India. Furthermore, IPV has adverse effects not
only on maternal, physical and mental health but also on fathers’ mental health, and as a conse-
quence has negative repercussion for child development and family well-being as a whole
(Bacchus et al., 2004; Mavranezouli, 2009; WHO, 2012; Lindberg et al., 2015; Bahk et al.,
2015; Herd et al., 2016). Therefore, avoiding unintended pregnancy and IPV is critical for child
development and family well-being. As unintended pregnancies can be the outcome of non-use or
failure of contraceptive methods, they can be avoided by providing reproductive health knowl-
edge, access to effective family planning services and avoiding socio-cultural barriers to access
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Figure 2. Timing of first event of physical IPV
against women (before and after first birth)
for all sample women and those with a single
child.
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contraception. The use of contraception has been declining or stalling in India and in several
states, and as a result unintended pregnancies continue to occur (Dixit et al., 2012; IIPS &
ICF, 2017). This study promotes the unfinished agenda of family planning in India and the
necessity of the implementation of the integration of family planning with RMNCH services,
which can have multiple benefits, such as the elimination of IPV.
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