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Background: Supportive attitudes toward wife-beating and the experience of

controlling behavior from husbands have been known to increase the risks

of intimate partner violence (IPV). The aim of this study was to determine

the e�ects of couple-based violence prevention education in addressing

IPV-related knowledge, attitudes, and controlling behavior amongmale partners

in rural Ethiopia.

Method: A cluster randomized controlled trial was conducted using a

two-arm parallel group design. The 16 clusters were randomly allocated into

8 intervention groups and 8 control groups. A total of 432 couples (432

male partners and 432 pregnant wives) participated in the trial. Couple-based

violence prevention education (CBVPE) was provided to the participants in the

intervention group, while the control group received routine or standard care.

Di�erence-in-di�erence analysis and the Generalized Estimating Equation (GEE)

model were used to assess the e�ectiveness of the intervention.

Result: At the endline, 94.4% of male partners in the intervention group and

94.9% in the control group were available for the intention-to-treat analysis.

Male partners in the intervention group were 3.7 times more likely to have

good knowledge about IPV compared to male partners in the control group

(AOR = 3.7; 95% CI 2.6–5.4). Male partners in the intervention group were 67.6%

less likely to report supportive attitudes toward wife–beating compared to those

in the control group (AOR = 0.324; 95% CI 0.229–0.459). Also, the proportion

of controlling behavior exhibited by male partners in the intervention group was

56.4% less compared to the control group (AOR = 0.436; 95% CI 0.317–0.600).

Conclusion: The intervention proved e�ective in enhancing knowledge

about IPV, reducing supportive attitudes toward wife-beating, and curbing

controlling behaviors among male partners in the study setting. This approach

holds promise for scaling up and adapting to similar contexts in Ethiopia.
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Trial registration: The trial was registered on ClinicalTrials.gov with the identifier

NCT05856214 on May 4, 2023.
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Introduction

Intimate partner violence (IPV) remains one of the major

challenges in many countries in the world, especially Sub-Saharan

Africa, including Ethiopia (1). Globally, one in three women has

experienced physical or sexual violence by an intimate partner (2).

Intimate partner violence not only violates human rights, but it also

raises serious public health issues (3, 4). It is linked with significant

health (5–9), social (10), and economic risks (11–13). In many

African societies, including Ethiopia, men use violence as a means

of inducing fear, control, and dominance over women (14).

Studies have shown that a considerable proportion of women

in Ethiopia, ranging from 26% to 65%, experience some form of

IPV during pregnancy (15–20). Furthermore, a systematic review

and meta-analysis conducted in Ethiopia has revealed that the

prevalence of IPV during pregnancy is 26.1% (21).

Violence results from the complex interplay of individual,

relationship, community, and societal factors (22, 23). Research

has shown that younger age of women, low educational status,

being a housewife, jealousy, financial constraints, provocations by

women, rigidity in gender roles, partner alcohol use, women’s lower

autonomy in household decision-making, deficiency in socio-

emotional skills, gender inequality and living in a rural setting are

contributing factors to IPV (16, 19–21, 24–27).

One of the significant risk factors for IPV is the attitude

toward wife beating held by male perpetrators, as evidenced by

the available body of literature (28–30). These attitudes are often

shaped by deep-rooted cultural norms and societal expectations

that view the subordination of women as acceptable or even

necessary for maintaining social order (31, 32). According to

the Ethiopian Demographic and Health Survey (EDHS) 2016

report, a considerable proportion of men (27.7%) and women

(63.0%) believe that under certain circumstances, such as neglecting

children, arguing with the husband, going out without telling the

husband, burning food, and refusing to have sexual intercourse

with the husband, wife-beating is justified (33). Controlling

behavior includes a variety of actions used to create a sense

of power and dependency, such as cutting someone off from

their support networks, taking advantage of their skills and

resources for one’s own gain, denying them the ability to be

self-sufficient, and controlling their day-to-day activities (34).

Controlling behavior exhibited by husbands against their wives in

at least one circumstance is 57.0%, according to the EDHS 2016

report (33).

Abbreviations: AOR, Adjusted Odds Ratio; IPV, Intimate Partner Violence;

CBVPE, Couple-Based Violence Prevention Education; SRS, Simple Random

Sampling; HEWs, Health Extension Workers; GBV, Gender-Based Violence.

Moreover, gender socialization reinforces gender inequalities

and influences the behavior of men by reinforcing male dominance

and female submissiveness (35). The hegemonic masculinity

proposed by (36) provides a theoretical framework to understand

how the dominant ideals of manhood centered on power, control,

and emotional stoicism contribute to IPV perpetrations. Men

adhering to the masculinity norms may use violence as a means

to assert authority or respond to perceived threats to masculinity

(36). Empirical studies have demonstrated that men endorsing

traditional masculinity norms are more likely to justify IPV and

engage in controlling behaviors (37, 38).

Poor knowledge about IPV, supportive attitudes toward wife-

beating, and experiencing controlling behavior from the husbands

are known to increase the risks of IPV (28, 29, 34, 39–43).

Studies have found that involving men in efforts to prevent

IPV is one of the effective strategies (44, 45). Couple-based

interventions that raise awareness about IPV during pregnancy

and its consequences, address effective communication and

conflict resolution skills, gender norms, and power dynamics

have demonstrated effectiveness in reducing IPV (46, 47).

However, there is limited evidence on interventions that effectively

address IPV-related knowledge, attitudes, and controlling behavior

exhibited by husbands toward their wives in Ethiopia.

The trial’s findings help in achieving Sustainable Development

Goal (SDG) 5.2—eliminating all kinds of violence against women

and girls by 2030 (48). It also offers insightful information

to policymakers, emphasizing the significance of including

couple-based violence prevention in Ethiopia’s Health Extension

Program (HEP) and the Health Sector Development Plan

(HSDP). In this study, we examined the effectiveness of couple-

based violence prevention education in improving IPV-related

knowledge, attitudes, and controlling behavior among male

partners in rural Ethiopia.

Methods

Study design, setting, period, and
participants

The study design was a cluster-randomized controlled trial

with two parallel arms. The study was conducted in rural districts

of Hadiya Zone, Central Ethiopia. Additional details about the

study setting can be found in our published study protocol (49).

The recruitment and enrollment of the participants, including

baseline assessment, were conducted in June and July, 2023. The

intervention was implemented from August 1, 2023, to February

30, 2024. The endline assessment was conducted after 2 months of
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the completion of the intervention in April 2024. The trial included

couples (male partners and their pregnant wives).

Eligibility of participants, clusters, and
health extension workers

The Health Extension Workers (HEWs) logbook review and

pre-survey were performed in July 2023 to identify eligible couples.

The trial included male partners living with their wives and couples

who had at least one live childbirth. The couples, or either of them

planned to move out of the study setting during the intervention

implementation period, were excluded from the study.

This study considered kebeles, the lowest administrative units

in Ethiopia, as clusters. To minimize information contamination

between the control and intervention clusters, we implemented

separation and buffer zone techniques. This involved selecting

non-adjacent kebeles for the intervention and control groups.

Health extension workers from the selected kebeles were chosen as

implementers of the intervention. Their ability to speak the local

language (Hadiyisa) was also used as an inclusion criterion for their

selection as implementers of the intervention.

Sample size determination

The trial’s sample size was determined using Stata version 16.0,

taking into account the following assumptions: an effect size of

20%, an IPV prevalence of 37.5% (22), an intra-cluster correlation

coefficient (ρ) of 0.05 (44), a power of 80%, and an alpha of 5%

for a two-tailed test. To account for the lack of independence

within clusters and improve study power, a design effect of 2.3 was

applied using the formula 1+ρ (m-1), where ρ is the intra-cluster

correlation coefficient and m is the cluster size of 27. Considering a

20% loss to follow-up, the trial included a total of 432 couples (432

pregnant women and 432 male partners/husbands).

Sampling procedure

Four rural districts, namely, Soro, Lemo, Analemo, and Duna,

were selected out of 13 districts in Hadiya Zone. We identified

49 non-adjacent kebeles from a total of 116 rural kebeles in these

districts. Then, out of the 49 kebeles, 16 kebeles were selected

through simple random sampling. These 16 kebeles were then

randomly assigned into two groups-−8 intervention clusters and

8 control clusters. Within each of the 16 clusters, 27 eligible couples

were selected, resulting in a total of 216 couples in both the

intervention and control groups, and a total of 432 couples were

included in the study (Figure 1).

Randomization of clusters and blinding

The randomization process involved creating four blocks

within each district, each containing four clusters, resulting in a

total of 16 clusters. A statistician, blinded to the study groups,

divided the four clusters in each stratum into blocks of size 2. From

the two possible permutations within each block, the statistician

determined the randomized sequence of clusters using sealed lots.

Based on the selected permutation for each stratum, clusters within

each block were allocated to either the intervention or control

FIGURE 1

Schematic representation of sampling procedures for study participants in the rural districts of Hadiya Zone, Central Ethiopia, 2023/2024.

Frontiers in PublicHealth 03 frontiersin.org

https://doi.org/10.3389/fpubh.2025.1506459
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Agde et al. 10.3389/fpubh.2025.1506459

arms. This process was repeated for each stratum, resulting in the

selection of two clusters from each district, totaling 8 clusters for

the intervention arm and 8 clusters for the control arm, with a

1:1 allocation ratio. Neither the HEWs (interventionists) nor the

data collectors were informed about the intervention hypothesis.

The overall recruitment, randomization, and allocation of clusters

are illustrated in the Consolidated Standards of Reporting Trials

(CONSORT) flow diagram (Figure 2).

Intervention description

In this study, CBVPE was implemented as an intervention

for the intervention group. The intervention package was

developed by reviewing various studies (44, 46). The intervention

package consists of six educational topics: (i) overview of

gender-based violence, violence against women, and IPV; (ii)

common triggers of IPV and consequences; (iii) inequitable

gender norms related to IPV; (iv) understanding of unhealthy and

healthy marital relationship dynamics; (v) power and control in

relationships and the importance of joint decision-making and

its application; and (vi) effective communication and conflict

resolution. Each educational topic had session objectives and a set

of preventive messages.

The intervention was provided for couples (pregnant women

and their male partners) for six consecutive months. All six

education sessions were conducted from 13 through 36 weeks

of gestational age. A group health education was provided to

HEWs in a health post found in each selected cluster. An average

FIGURE 2

Consolidated standards of reporting trials flow diagram of participant recruitment, randomization, and cluster allocation in rural districts of Hadiya

Zone, Central Ethiopia, 2023/2024.
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TABLE 1 The intervention description summary for the e�ectiveness of couple-based violence prevention education on male partner knowledge,

attitude, and controlling behavior, rural districts of Hadiya Zone, Central Ethiopia, 2023/2024.

Content of intervention Dosage Frequency Duration Compliance results

Couples-based health education+ distribution of

posters with key messages

55–60min 6 6 month 1. 97.2% of women and 96.0% of men attended the

education session

2. 100% of the participants received the posters

of 60min was spent for each session. Brainstorming, interactive

lectures, questions and answers, role play, take-home exercises,

and reflections were an integral part of all educational sessions.

Flip charts and parkers were used during sessions. Posters that

consist of an image and key message of the session were posted

on the walls during each educational session and distributed to

the participants. Neither the interventionists nor the outcome

assessors were informed about the intervention hypothesis. The

attendance sheet was used to assess the participants’ adherence to

the intervention package (Table 1).

Usual standard of care

In this study, the control group did not receive any component

outline in the intervention package (CBVPE). Participants in this

group received the usual standard of care provided by rural

HEWs. The usual standard of care included preventive and

promotional services, which are categorized under four main

topic areas: family health services, disease prevention and control,

hygiene and environmental sanitation, health education, and

communication (50).

Intervention fidelity

To maintain intervention fidelity, several measures were

implemented. First, a clear trainer manual was developed to guide

the interventionists. Additionally, the interventionists underwent

extensive training provided by the principal investigator. Pre-

and post-tests were administered to evaluate the interventionists’

knowledge, and those who scored 75% and above were deemed

eligible to deliver the intervention (51). During the sessions, on-site

checks were conducted to ensure adherence, and feedbackmeetings

with the interventionists were held at the end of each session.

Furthermore, a fidelity checklist was used at the end of each session

to assess the adherence and intensity of the intervention (52).

Instrument translation, validity, and
reliability

Translation of the questionnaire from the original English

version into the local language is an important step in ensuring

the instrument’s validity (53). The methodological approach

outlined by Beaton et al. (54) was adhered to in order to

maintain conceptual, experiential, and idiomatic equivalence. The

questionnaire was translated from English into the local language,

Hadiyisa, by bilingual translators. Subsequently, it was translated

back into English by bilingual translators from the Department

of Hadiyisa at Wachemo University in Ethiopia. These translators

were also blind to the original version. Back-translation is essential

to achieve semantic equivalence. An expert committee meeting

was convened to consolidate all language versions and finalize the

pre-test questionnaire for field testing (55).

The original and back-translated English versions of the

instruments were compared to ascertain the translation’s accuracy.

To validate the translated instrument, a method developed by

Skperber et al. (56) was used to assess each item in the

original and back-translated versions, ranking them based on

language comparability and interpretive similarity. Experts fluent

in English from the Department of Foreign Languages and

Literatures evaluated the comparisons using Likert scales ranging

from 1 (highly comparable/extremely similar) to 7 (not at all

comparable/not at all similar). A formal review of the translation

was conducted for any item with a mean score above 3.

The translated instrument was pilot-tested among 27 eligible

couples (27 male partners and their wives) who were excluded

from the main study to evaluate its clarity, comprehension,

and appropriateness. Subject experts reviewed the content, and

necessary revisions were made. Internal consistency was assessed

using Cronbach’s alpha, with a value of ≥ 0.7 indicating the

instrument was reliable (57). The finalized questionnaires were then

administered at the study’s baseline and endline assessments.

Timeline of the study

The study was conducted over a 10-month period. The

participants’ enrollment, intervention implementation, and

assessment schedule were summarized in Table 2.

Outcomes of interest and measurement

The outcomes of the study were knowledge of IPV, attitudes

toward wife beating, and controlling behavior.

Knowledge of IPV was measured by asking the male partners

about nine items of IPV knowledge questions. Respondents

scoring approximately 50% and above of the correct answers were

considered to have “good knowledge,” while those scoring <50%

were classified as having “poor knowledge” (58).

Attitude toward IPV (wife beating) was measured by asking

the male partners whether or not a husband is justified in hitting

or beating his spouse in five scenarios: (a) “If she is going out

without telling him?” (b) “If the wife neglects the children?” (c)

“If the wife argues with the husband?” (d) “If the wife refuses

to have sex with the husband?” (e) “If the wife burns the food?”
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TABLE 2 Participants’ timeline of enrolment, intervention, and assessment schedule in rural districts of Hadiya Zone, Central Ethiopia, 2023/2024.

Activity Study period

Enrolment Allocation Intervention Close-out

t(−1) t(−2) t1 t2 t3 t4 t5 t6 t+2

Enrolment Eligibility screen

Informed consent

Allocation

Baseline assessments

Intervention

Endline assessments

The colors highlight different study activities at each time point. For example, yellow indicates enrolment-related tasks, light green represents intervention implementation, Orange represents

allocation, and Blue marks assessment periods.

Responses of “supportive attitudes toward IPV” to one or more

of the scenarios were coded as 1; “not supportive attitudes toward

IPV” to all scenarios were coded as 0 (59).

Controlling behavior was assessed by asking the male partners

whether the husband is justified in controlling the wife in the

following situations: (i) being jealous if she talked with other men,

(ii) accusing her of unfaithfulness, (iii) not permitting her to meet

her friends, (iv) trying to limit her contact with family, (v) insisting

on knowing her whereabouts, and (vi) not trusting her with money.

If the participant responded “yes” to one or more of the control

questions, it was coded as 1. Otherwise, it was coded as “no”

(0) (42).

Data collection

Pre-tested, structured interviewer-administered questionnaires

were used to collect data. The tool was adapted from the WHO

multicounty study on women’s health and domestic violence

against women (60). Diploma-holder female nurses were used

to collect data. The principal investigator provided two days

of training to data collectors and supervisors. Baseline data

were collected immediately after recruitment of the participants,

while endline data was collected 2 months after completion

of the intervention. Data was collected using the mobile-based

application, KoBo Collect (61). Data was collected through

home visits. Data were collected on various variables, such

as sociodemographic and economic characteristics, lifestyle,

knowledge, attitudes, and controlling behavior. Baseline and

endline assessments were monitored and audited by field

supervisors. Unique codes were assigned to participants and

clusters for a complete questionnaire and securely stored on a

password-protected data server, specifically the KoBo Toolbox to

maintain confidentiality.

Statistical analysis

The data analysis was performed using SPSS version 25.

Descriptive statistics, such as proportions, percentages, means, and

standard deviations, were computed to describe the characteristics

of the participants in the intervention and control groups. The

proportion of study participants who had good knowledge of IPV,

supportive attitudes toward wife beating, and controlling behavior

were computed at baseline and endline for the intervention and

control groups. The Pearson’s chi-square test was used to compare

the characteristics of participants, including the outcomes of

interest, in the intervention and control groups for categorical

variables. Meanwhile, the independent sample t-test was used for

continuous variables. The McNemar test was used to compare the

outcomes of interest between the intervention and control groups

before and after the intervention.

Data analysis was performed using an intention-to-treat (ITT)

analysis approach. Multiple imputation techniques were applied

to the handle missing data. A difference-in-difference analysis was

conducted to determine the net effect of the intervention. We used

a Generalized Estimating Equation (GEE) model to compare the

odds of the outcomes between the intervention and control groups.

In order to account for intra-cluster correlation, we used the

autoregressive (AR-1) working correlation structure. We assessed

the fit of the model using the value of Quasi-Likelihood under the

Independence Model Criterion (QIC). Additionally, we performed

sensitivity analyses to investigate the impact of missing data and

different working correlation structures on the outcome of interest.

Ethical approval

This study was approved by the Ethics Committee of the

Institutional Review Board at Jimma University on November 8,

2022 (JUIH/IRB/222/2022). The protocol of the trial was registered

on ClinicalTrials.gov as NCT 05856214 on May 4, 2023. The data

collectors provided a clear explanation of the study’s purpose and

nature, emphasizing the participant’s right to decline participation

and choose not to answer certain questions as described in

the information sheet. Participants were assured of the strict

confidentiality of the information they provided. Data collection

was conducted in a private setting to ensure their privacy and

minimize the risk of disclosure. Written informed consent was

obtained from participants prior to the interview. The study result

will be disseminated to the study participants through community

meetings organized by HEWs residing in the study clusters. The

results were reported according to the CONSORT checklist for

cluster randomized trials (62) (Supplementary Table S1).
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Result

Sociodemographic, economic, and lifestyle
characteristics of participants

The study enrolled a total of 432 couples, consisting of 432

male partners/husbands and 432 pregnant women, assigning 216

couples to the intervention group and 216 to the control group.

At the endline, 94.4% of male partners in the intervention group

and 94.9% of those in the control group were available for the

intention-to-treat analysis. The study participants were all married

men, aged between 15 and 55 years. In the intervention group,

56.9% of participants were between 25 and 34 years old, while

52.0% in the control group were within this age range. The

mean age and standard deviation were 30.8 ± 6.2 years for

the intervention group and 32.0 ± 6.8 years for the control

group, with a p-value of 0.06. The majority of participants

in both groups (60.2%) were Protestant Christians, with no

statistically significant difference in religious affiliation between the

intervention and control groups (p = 0.31). Additionally, there

were no statistically significant differences between the intervention

and control groups concerning other sociodemographic, economic,

and lifestyle characteristics, including education, occupation,

autonomy, socioeconomic status, cigarette smoking, and alcohol

consumption, except for ethnicity at baseline (p= 0.02) (Table 3).

Male partners’ knowledge and attitudes
toward intimate partner violence and
controlling behavior at baseline

At baseline, a significant proportion of participants (42.6% of

male partners in the intervention group and 41.2% in the control

group) had poor knowledge of IPV, and the difference between the

two groups was not statistically significant (p= 0.77). The majority

of respondents −87.5% of husbands in the intervention group and

89.4% in the control group—had heard of what IPV is (p = 0.55).

However, less than half of the husbands in both groups (46.3%

in the intervention group and 48.1% in the control group) were

unaware that IPV is a violation of human rights (p= 0.70).

About 67.0% of male partners in the intervention group and

64.0% in the control group had a supportive attitude toward

wife beating in at least one specific condition (p = 0.48).

The most commonly mentioned justifications for wife-beating

were “neglecting the children” (38.4% of male partners in the

intervention group and 38.9% in the control group) and “going out

without informing the husband” (27.3% in the intervention group

and 29.6% in the control group).

Furthermore, at baseline, 59.0% of male partners in the

intervention group and around 57.0% in the control group reported

engaging in at least one controlling behavior. There was no

statistically significant difference between the two groups (p =

0.62). The most frequently reported controlling behavior was being

“jealous if the wife talked to other men,” with 39.4% in the

intervention group and 43.1% in the control group. Again, there

was no statistically significant difference between the two groups (p

= 0.43) (Table 4).

Intervention e�ectiveness

Male partners’ knowledge, attitude toward
intimate partner violence, and controlling
behavior at the end line

At the endline, the knowledge of IPV among male partners

significantly improved in the intervention group. In the

intervention group, 84.7% of male partners had good knowledge,

while 61.1% of male partners in the control group had good

knowledge of IPV, with a statistically significant difference between

the groups (p < 0.001). The intervention significantly reduced the

male partners’ attitudes toward wife beating. Eighty-three (38.4%)

of participants in the intervention group had supportive attitudes

toward wife beating in certain circumstances, while the attitude

remained high (62.5%) in the control group (p < 0.001) (Table 5).

Moreover, partners’ controlling behavior was significantly reduced

in the intervention group (37.5%) compared to the control group

(55.6%), with a p-value of <0.001.

The intervention group showed a significant improvement in

participants’ knowledge of IPV, increasing from 57.4% at baseline

to 84.7% at the endline (p < 0.001). On the other hand, the control

group only experienced a minimal improvement, with knowledge

increasing from 58.8% at baseline to 61.1% at the endline, and

this difference was not statistically significant. The intervention

had a net effect of 25.0% in improving male partners’ knowledge

of IPV. Additionally, the intervention had a significant impact

on male partners’ attitudes toward wife beating, reducing from

67.1% at baseline to 38.4% at the endline (p < 0.001). In contrast,

the control group showed no significant change, with attitudes

changing from 63.9% at baseline to 62.5% at the endline (p =

0.69). The intervention had a net effect of reducing attitudes toward

wife beating by 27.3%. Additionally, controlling behavior by male

partners in the intervention group was significantly reduced from

59.3% at the beginning to 37.5% at the end (p < 0.001). In contrast,

the control group showed a slight, insignificant reduction from

56.9% to 55.6% (p = 0.70). As a result, the intervention led to a net

reduction of 20.5% in male partners controlling behavior (Table 6).

The analysis using the generalized estimating equation (GEE)

model revealed that male partners in the intervention group were

3.7 times more likely to have good knowledge about IPV compared

to male partners in the control group (AOR = 3.7; 95% CI 2.6–

5.4). Moreover, male partners in the intervention group were 67.6%

less likely to report a supportive attitude toward wife beating

compared to male partners in the control group (AOR = 0.324;

95% CI 0.229–0.459). Also, the proportion of controlling behavior

reported among male partners in the intervention group was

56.4% less compared to the control group (AOR = 0.436; 95% CI

0.317–0.600) (Table 7).

Sensitivity analysis

We tested the GEEmodel using a variety of working correlation

structures in our sensitivity analysis. The QIC values were constant

across all tested correlation structures, and no variability in the

parameter estimates was noted. Furthermore, we considered the

presence of missing data in our sensitivity analysis. We observed

that the parameter estimates remained unchanged whether the
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TABLE 3 Sociodemographic, economic, and lifestyle characteristics of the respondents at baseline, Hadiya Zone, Central Ethiopia, 2023/2024.

Participants’ characteristics Categories Intervention group
(n = 216)
n (%)

Control group
(n =216)
n (%)

P-value

Age group 15–24 30 (13.9%) 24 (11.1%) 0.20

25–34 123 (56.9%) 112 (51.9%)

35–49 63 (29.2%) 80 (37.0%)

Mean± SD 30.8±6.2 32.0± 6.8 0.06

Age at marriage <20 34(15.7%) 29 (13.4%) 0.49

≥20 182 (84.3%) 187 (86.6%)

Mean± SD 21.9± 3.0 22.3± 2.9 0.16

Ethnicity Hadiya 168 (77.8) 156 (72.2) 0.02

Kembata 19 (8.8) 38 (17.6)

Silte 14 (6.5) 14 (6.5)

Othersb 15 (6.9) 8 (3.7)

Religion Protestant Christian 130 (60.2) 130 (60.2) 0.31

Orthodox Christian 41 (19.0) 52 (24.1)

Othersa 45 (20.8) 34 (15.7)

Education No education 81 (37.5) 76 (35.2) 0.51

Elementary school 72 (33.3) 65 (30.1)

Junior or high school 39 (18.1) 41 (19.0)

College/higher 24 (11.1) 34 (15.7)

Occupation Farmer 127 (58.8) 126 (58.3) 0.67

Merchant 61 (28.2) 56 (25.9)

Employed 28 (13.0) 34 (15.7)

No of children alive 0–1 38 (17.6) 28 (13.0) 0.40

2–4 90 (41.7) 97 (44.9)

5+ 88 (40.7) 90 (42.1)

Mean± SD 4.0± 2.1 4.2± 2.0 0.29

Household wealth index Low 77 (35.5) 67 (31.0) 0.59

Medium 70 (32.4) 74 (34.3)

High 69 (31.9) 75 (34.7)

Marriage type Monogamy 185 (85.6) 173 (82.9) 0.12

Polygamy 31 (14.4) 43 (17.1)

Smoking cigarrette Yes 44 (20.4) 37 (17.1) 0.34

No 172 (79.6) 179 (82.9)

Alcohol consumption Yes 59 (27.3) 58 (26.9) 0.91

No 157 (73.7) 158 (73.1)

aAmhara, Gurage, Oromo, Wolayita.
bMuslim, Catholic, Adventist, Apostolic; SD, Standard Deviation.

Pearson chi-square test, significant at P value <0.05.

missing data were included (imputed cases) or excluded (complete

cases) from the model analysis.

Discussion

The trial revealed that the CBVPE was successful in improving

themale partners’ knowledge of IPV. Additionally, the intervention

was effective in reducing the male partners’ attitudes toward wife

beating and their controlling behavior. At baseline, approximately

57.0% of the participants in the intervention group and about 59.0%

of the participants in the control group had good knowledge of IPV.

Moreover, a sizable percentage of male partners (67.1% and 59.3%

in the intervention group, and 63.9% and 56.9% in the control

group) endorsed wife beating and controlling behavior for at least

one reason. However, the intervention group showed significant
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TABLE 4 Knowledge and attitudes toward intimate partner violence and controlling behavior at baseline, Hadiya Zone, Central Ethiopia, 2023/2024.

Variables Categories Intervention (n = 216)
n (%)

Control (n = 216)
n (%)

P-value

Knowledge Good 124 (57.4) 127 (58.8) 0.77

Poor 92 (42.6) 89 (41.2)

Attitude Supportive 145 (67.1) 138 (63.9) 0.48

Not supportive 71 (32.9) 78 (36.1)

Controlling behavior Yes 128 (59.3) 123 (56.9) 0.62

No 88 (40.7) 93 (43.1)

TABLE 5 Male partners’ knowledge, attitude, and controlling behavior at the end line, Hadiya Zone, Central Ethiopia, 2023/2024.

Variables Categories Intervention (n = 216)
n (%)

Control (n = 216)
n (%)

P-value

Knowledge Good 183 (84.7) 132 (61.1) <0.001

Poor 33 (15.3) 84 (38.9)

Attitude Supportive 83 (38.4) 135 (62.5) <0.001

Not supportive 133 (61.6) 81 (37.5)

Controlling behavior Yes 81 (37.5) 120 (55.6) <0.001

No 135 (62.5) 96 (44.4)

TABLE 6 The e�ect of couple-based violence prevention on male partners’ knowledge, attitude, and controlling behavior, Hadiya Zone, Central

Ethiopia, 2023/2024.

Variables Intervention group (n = 216) Control group (n = 216) DiD

Base-line
(n = 216)

End-line
(n = 216)

Di�erence
(EL-BL)

P-value Base- line
(n = 216)

End-line
(n = 216)

Di�erence
(EL-BL)

P-value

Knowledge 0.574 0.847 0.273 <0.001 0.588 0.611 0.023 0.30 0.25

Attitude 0.671 0.384 −0.287 <0.001 0.639 0.625 −0.014 0.69 −0.273

Controlling

behavior

0.593 0.375 −0.218 <0.001 0.569 0.556 −0.013 0.70 −0.205

BL, Baseline; EL, Endline; Difference-in-Difference analysis, – (negative sign), decrease.

improvement in the male partners’ knowledge and in reducing

attitudes toward wife beating and controlling behavior.

The male partners’ knowledge about IPV was significantly

improved in the intervention group compared to those in the

control group. The net increment of the knowledge of IPV due

to the intervention was 25.0%. Moreover, male partners in the

intervention group were nearly four times more likely to have good

knowledge about IPV compared to those in the control group.

This implies the significance of targeted educational interventions

in addressing IPV and suggests that engaging men in prevention

efforts can result in meaningful enhancements in knowledge about

IPV and potentially lead to a decrease in IPV against women (43).

Hence, creating awareness programs through engaging men can

help them to have a better understanding of IPV, its forms, causes,

and consequences.

Moreover, in this study, male partners’ supportive attitudes

toward wife beating were significantly reduced in the intervention

group as compared to the control group. The net effect of the

intervention in reducingmale partners’ supportive attitudes toward

wife beating at certain circumstances was about 27.0%. Also,

male partners in the intervention group were 67.6% less likely

to report supportive attitudes toward wife beating compared to

those in the control group. This underscores that giving health

education on violence prevention changes the male partners’

attitudes toward wife beating. In observational studies, attitudes

toward wife-beating have consistently been identified as a key

predictor of the prevalence of IPV (28, 29, 39, 40). Therefore,

providing couple-based violence prevention education can play a

vital role in reshaping male partners’ attitudes toward IPV and

potentially reducing its occurrence (41, 63).

A sizable percentage of male partners-−59.3% in the

intervention group and about 57.0% in the control group—

endorsed the controlling behavior for at least one condition. The

most frequently cited justification for controlling wives in both

the intervention group (39.4%) and the control group (43.1%) was

“jealousy or anger if the wives talk with other men”. This finding

is consistent with the Ethiopian Demographic and Health Survey

(2016), where 39.0% of participants similarly reported that jealousy

arising from wives talking with other men was a precondition for

husbands controlling (33). However, the male partners controlling

behavior significantly reduced in the intervention group compared

to those in the control group. The net reduction in controlling
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TABLE 7 Parameter estimates from a generalized estimating equation model demonstrating the e�ect of couple-based violence prevention education

on male partners’ knowledge and attitude toward intimate partner violence and controlling behavior, Central Ethiopia, 2023/2024.

Variables Arm N Adjusted odds ratio (AOR) 95%CI P-value

Knowledge Control 216 Ref <0.001

Intervention 216 3.7 2.6, 5.4

Attitude Control 216 Ref <0.001

Intervention 216 0.324 0.229, 0.459

Controlling behavior Control 216 Ref <0.001

Intervention 216 0.436 0.317, 0.600

The model included time points, study group, and time points× study group; Ref, Reference category.

behavior due to the intervention was 20.5%. In addition, male

partners in the intervention group were 56.4% less likely to report

controlling behavior compared to male partners in the intervention

group. This finding suggests that educating couples on violence

prevention can effectively decrease controlling behaviors in male

partners. Controlling behaviors are known to be significant

factors contributing to intimate partner violence (30, 34, 42, 64).

Therefore, this education can play a crucial role in preventing

such violence.

Our findings indicate that while a proportion of participants

approve of IPV, approval alone does not fully explain IPV

perpetration or victimization. Beyond the attitudinal acceptance

and controlling behavior, studies also highlight that economic

dependence, substance use; gender norms, poor communication

skills, power imbalance, and lack of support systems contribute

to both the perpetration and experience of IPV. These structural

and behavioral factors interact in complex ways, reinforcing

cycles of violence. Our study intervention addressing the male

partners’ knowledge, attitude, and controlling behavior may not

be sufficient in preventing or reducing IPV. Programs such as

counseling interventions (65), women empowerment (66), couples-

focused training (46), and community mobilization and group-

based interventions have shown promise in reducing IPV (67).

This study had strengths. We employed a gold standard

design—a cluster-randomized controlled trial. This design was used

to properly determine the intervention effect and account for any

confounders, ensuring the validity of the results. The study was

carried out in compliance with the published study protocol (49).

Nevertheless, this study has a few limitations. Due to the nature

of the study, we were unable to blindly assign the intervention

to the participants, although the intervention hypothesis was not

disclosed to the interventionists or outcome assessors. Additionally,

there was no evaluation of attitudes regarding gender equity and

variables associated with socio-emotional skills that have also been

shown to intervene in IPV were not evaluated. Finally, the sensitive

nature of the topic may have introduced social desirability bias.

Conclusion

The intervention proved effective in enhancing knowledge

about IPV, reducing supportive attitudes toward wife beating, and

curbing controlling behaviors among male partners. This approach

holds promise for scaling up and adapting to similar contexts

in Ethiopia, offering a viable strategy to address male partners’

knowledge, attitudes, and controlling behaviors.
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