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Intimate partner violence (IPV) is a major global health concern, 
with more than one-third of women worldwide reporting lifetime 
experience of physical or sexual IPV.[1] Defined as ‘any behaviour 
within an intimate relationship that causes physical, psychological 
or sexual harm to those in the relationship’,[1] IPV includes acts of 
physical and sexual violence, emotional/psychological abuse, and 
controlling behaviours or coercive control. While this definition 
does not delineate any age-related exclusions, the broader IPV 
discourse, research, policy and support services have so far focused 
on IPV in women of reproductive age (15  - 49 years).[2,3] This 
limitation has not adequately recognised the long-term effects 
on the health and wellbeing of older women who experience IPV 
earlier or later in life. [3,4] It is important to distinguish between IPV 
perpetrated against an elder and elder abuse, the latter being defined 
as ‘a single, or repeated act, or lack of appropriate action, occurring 
within any relationship where there is an expectation of trust, which 
causes harm or distress to an older person’.[5] This means that elder 
abuse can be perpetrated by non-intimate individuals as well as those 
who are in an intimate relationship with the victim.

Recent work has begun to include IPV experiences of older 
women, although it has almost universally taken place in developed-
country contexts.[6] Data from the USA suggest that the prevalence 
of physical IPV declines as women get older, but non-physical 
types of IPV are similar across the lifespan,[6,7] supporting findings 
from the USA and Canada that the prevalence of emotional/
psychological abuse is higher than that of physical or sexual abuse 
for older women (defined as age >50).[8,9] A recent narrative review 

of IPV among older women reported that IPV is common but that 
their age and life transitions may beget experiences dissimilar 
to those of younger women.[6] A  systematic review of risk and 
protective factors for IPV among older women, largely in North 
America and East Asia, identified social support, help-seeking 
behaviour, and the availability of services to address IPV as primary 
protective factors. [10] Factors perpetuating risk included economic 
circumstances, ethnic minority status, cognitive or physical 
impairment, relational dynamics and other conditions associated 
with cultural background.[10] Older women appear less inclined 
to seek external (sometimes referred to as formal) support to deal 
with IPV and less likely to leave their abusive partners than younger 
women.[11,12] Failure to seek external support has been linked to a 
lack of awareness of support,[6] finances, employment, housing and 
healthcare,[13] as well as traditional gender roles, cultural norms 
and women’s emotions and perceptions.[14] Considering that only 
one study from both these reviews came from outside developed-
country contexts and none was from Africa, additional inquiry into 
how IPV is manifested, and how IPV experienced earlier in life is 
associated with health outcomes as an elder, is warranted, especially 
in low- to middle-income countries (LMICs).

South Africa (SA) has one of the world’s highest rates of IPV, 
with 20 - 50% of adult women reporting experiencing IPV in their 
lifetime.[15,16] The macrosocial forces driving violence – gender 
inequality chief among them[17] – affect women of all ages. Recent 
highly publicised and alarming incidents of gender-based violence 
(GBV), which includes IPV, and femicide in SA resulted in President 
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Cyril Ramaphosa’s announcement of a five-point emergency plan to 
address GBV in the country.[18,19]

SA is also in the midst of a demographic and epidemiological 
transition, with decreases in fertility rates reducing the number of 
young people relative to the general population and the advent of 
public health policies and medical advances, such as highly active 
antiretroviral therapy for HIV, improving life expectancy.[5,20] By 
2025, the proportion of South Africans aged >60 is expected to grow 
by 189% over 1985 levels,[20] and the overall number of older South 
Africans is expected to double by 2050.[5] Coupled with the high rates 
of IPV and a national priority to address it, analysis of how IPV is 
experienced by this growing population is sorely needed.

Objectives
To our knowledge, the present analysis is the first attempt at exploring 
IPV in older women in SA, and it aims to begin filling the void in 
the literature regarding IPV among older women in LMICs. Using 
data from a nationally representative SA survey[21] to explore the 
prevalence and risk factors of different forms of IPV among women 
aged ≥50 years, we sought to capitalise on the first representative 
sample of IPV among older women in the country. Understanding 
the experience of IPV for older women in SA is a critical precursor to 
designing interventions and policies that align with the government’s 
plan to break the cycle of violence and reduce the negative health and 
social implications of IPV.

Methods
Data for this analysis were drawn from the women’s questionnaire 
of the 2016 South African Demographic and Health Survey (DHS) 
(N=11  497).[21] Using a two-stage sampling design, the DHS 
utilises the sampling frame from the most recent census data to 
create geographical demarcations called primary sampling units 
(PSUs) consisting of 100 - 300 households. DHS interviewers then 
collect data from eligible women in a random sample of 20  - 30 of 
these households.[22] Of these, ~60% are also selected to complete 
the Domestic Violence Module.[23] Historically, only women of 
reproductive age (15 - 49 years) were interviewed for both the main 
survey and the Domestic Violence Module. In the 2016 survey, 
however, all women aged ≥18 were eligible for completion of the 
Domestic Violence Module. While the main survey contains data 
from women of reproductive age only (N=9 235), the 2016 South 
Africa DHS Domestic Violence Module is therefore the first of its 
kind to include responses from women aged 50 - 95 (N=2 265). This 
subsample of women aged ≥50 constitutes the analysis sample for 
this study.

Outcomes
Three outcome variables measured reported lifetime prevalence of 
three types of IPV and were coded 1 if the respondent indicated that 
her husband or male partner had ever committed physical violence 
(pushed, shook, or threw something; slapped, punched, or kicked; 
attempted to strangle or burn her; twisted her arm or pulled her 
hair; or threatened her with a knife or gun), sexual violence (partner 
physically forced sex when not wanted; ever forced other sexual 
acts when not wanted) or emotional violence (humiliated in public, 
threatened harm, insulted her or made her feel bad) against her 
after the age of 15 years. A continuous measure of coercive control 
was created via a summative scale (range 0 - 4) of the number of 
controlling behaviours (e.g. ‘Does your husband/partner get jealous 
if you talk to other men?’, ‘Does your husband/partner prevent 
you from meeting with your female friends?’) reported by women. 

Although the questions are phrased in present tense, all women were 
asked these questions, regardless of current marital status. A fifth 
outcome measured whether a respondent had experienced physical, 
sexual or emotional IPV in the past 12 months.

Key covariates
Owing to the lack of published data on IPV in older women residing 
in LMICs, demographic variables are considered key covariates in 
this descriptive study. Age: The respondent’s age was collapsed into 
5-year increments (50 - 55, 56 - 60, 61 - 65, 66 - 70, 71 - 75 and 
≥76). Race: Self-identified ethnicity was coded using the original SA 
census options and collapsed into three categories: black African, 
white, and coloured/Indian/other. Level of education: Respondents’ 
level of education was captured in a three-level ordinal variable: less 
than primary school, completion of primary school, or completion 
of secondary school or more advanced education. Marital status: 
Women were coded as never married, currently married/cohabiting 
with a male partner, widowed, or divorced/separated. Wealth quintile: 
Respondents were categorised into wealth quintiles from 1 (poorest) 
to 5 (richest), using the DHS asset-based algorithm.[24] Controlling 
behaviour: The IPV literature has consistently shown that coercive 
control is a separate form of IPV[1] that commonly precedes and 
co-occurs with other forms of IPV.[25,26] To understand older women’s 
experiences with controlling behaviour and its association with 
other forms of violence, a dichotomous variable was created if a 
respondent reported experiencing one or more forms of coercive 
control. This variable was included in all models except for the one 
in which controlling behaviour is the outcome variable. Information 
and communication: Previous studies have found links between 
younger women’s use of information and communication devices 
(i.e. television, radio, newspaper, mobile phone) and attitudes toward 
IPV, independent of household wealth and other sociodemographic 
factors.[27,28] To better understand whether the benefits of information 
and communication use extend to older women (who may use them 
less often), respondents were coded 1 if they reported television, 
radio, or internet use at least weekly and also if they owned a 
mobile phone. Responses were combined into a summative scale 
(range 0 - 4) to gauge information and communication connectivity. 
Finally, social learning theory posits that witnessing IPV as a child 
leads to an internalisation of strict gender norms and violence as an 
acceptable way to manage conflict.[29,30] However, nearly all literature 
on this theory concerns younger women, whose experiences of 
IPV may be more proximal to witnessing the parental violence. To 
understand whether experiences of witnessing their father perpetrate 
physical violence against their mother as a child is associated with 
older women’s lifetime and recent experiences of IPV as adults, a 
dichotomous variable was created and coded 1 if women reported 
witnessing parental IPV.

Analyses
The nesting of respondents within communities (PSUs) necessitates 
the use of multilevel modelling in these analyses.[31-33] Compared 
with standard logistic regression analyses, multilevel modelling 
corrects for the downward bias in standard errors created by the 
non-independent nature of nested data and introduces an error term 
that captures the effects of unobserved covariates.[31,34] A total of five 
multilevel logistic regression models were fit using this approach, 
with PSU as a random intercept. Models included one each for 
lifetime exposure to physical, sexual or emotional IPV, a fourth for 
coercive control, and a fifth for experience of physical, sexual or 
emotional IPV in the past 12 months.
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Results
Respondents were more or less evenly distributed across SA, with the 
largest proportion (16.6%; n=376) living in Limpopo Province and 
40.7% (n=1 124) living in rural areas. The mean (standard deviation) 
age was 63.91 (10.27) years, and 78.0% (n=1 174) identified as black 
African, roughly reflecting the country’s racial demography. More 
than 15% of respondents (n=299) reported experiencing physical IPV 
in their lifetime, while 4.6% (n=89) reported sexual IPV and nearly 
one in five (19.7%; n=379) reported emotional IPV. More than one in 
three (35.2%; n=679) reported at least one form of coercive control 
and 9.0% (n=173) reported physical, sexual or emotional IPV in the 
past 12 months. Nearly 12% (11.5%; n=259) reported witnessing their 
father perpetrate physical IPV against their mother as a child, on par 
with women of reproductive age in the same sample (14.1%). Full 
descriptive statistics are shown in Table 1.

Results of the multilevel logistic and linear regression analyses 
depart from the conventional wisdom surrounding correlates of 
IPV in women of reproductive age. With the exception of coercive 
control, age was not significantly associated with lifetime experience 
of IPV. Compared with women aged 50 - 55 years, those aged 71 - 
75 (β=–0.27 (95% confidence interval (CI) –0.50 - –0.04); p<0.05) 
and ≥76 (β=–0.22 (95% CI –0.44 - –0.01); p<0.05) were less likely 
to report experiencing coercive control. Age was associated with 
recent IPV, however, with women aged 56 - 60 (odds ratio (OR) 0.52 
(95% CI 0.32 - 0.85); p<0.01), 66 - 70 (OR 0.51 (95% CI 0.28 - 0.93); 
p<0.05), and ≥76 (OR 0.32 (95% CI 0.15 - 0.69); p<0.01) all having 
a significantly lower odds of experiencing IPV than those aged 50 - 
55. Level of education was associated with lifetime experience of 
coercive control, with women who had completed primary (β=0.25 
(95% CI 0.08 - 0.42); p<0.01) and secondary (β=0.22 (95% CI 0.03 - 
0.41); p<0.05) school significantly more likely to report controlling 
behaviour than women who had not completed primary school. 
Interestingly, race was also significantly associated with lifetime 
report of coercive control only. Compared with black women, white 
women (β=–0.62 (95% CI –0.88  - 0.37); p<0.01) and coloured/
Indian/other women (β=–0.30 (95% CI –0.51  - –0.08); p<0.01) 
were significantly less likely to report controlling behaviour. While 
currently married women were significantly less likely to report 
lifetime experience of coercive control than women who had never 
been married (β=–0.31 (95% CI –0.53 - –0.09); p<0.01), they had 
nearly twice the odds of reporting physical, sexual or emotional 
IPV in the past 12 months (OR 1.92 (95% CI 1.07  - 3.45); p<0.05). 
Divorced or separated women had much greater odds of reporting 
lifetime physical (OR  3.00 (95% CI 1.67  - 5.38); p<0.001), sexual 
(OR 2.69 (95% CI 1.07  - 6.74); p<0.05) and emotional (OR 3.26 (95% 
CI 1.89 - 5.64); p<0.001) IPV, as well as controlling behaviour (β=0.45 
(95% CI 0.18 - 0.72); p<0.001), but not recent IPV. Wealth was not 
a major correlate of IPV in this sample, but women in the richest 
quintile reported significantly less coercive control over their lifetimes 
than women in the poorest quintile (β=–0.40 (95% CI –0.70  - –0.10); 
p<0.01). Greater connectivity through mobile phones, internet, 
telephone or radio was significantly associated with reporting more 
coercive control (β=0.13 (95% CI 0.06 - 0.20); p<0.001). Witnessing 
parental physical IPV was associated with significantly greater odds 
of lifetime physical (OR 1.66 (95% CI  1.15  - 2.39); p<0.01), sexual 
(OR 2.06 (95% CI 1.24 - 3.42); p<0.01) and emotional (OR 1.82 (95% 
CI 1.30 - 2.56); p<0.001) IPV, as well as more coercive control (β=0.69 
(95% CI 0.51 - 0.88); p<0.001). The presence of controlling behaviour 
in a relationship was significantly associated with much greater 
odds of reporting lifetime (physical OR 10.36 (95% CI 7.40 - 14.50); 

p<0.001, sexual OR 16.60 (95% CI 7.84 - 35.15); p<0.001, emotional 
OR 10.42 (95% CI 7.81 - 13.89); p<0.001) and recent IPV (OR 8.18 
(95% CI 5.42 - 12.35); p<0.001). Results are shown in Table 2.

Discussion
The results of this study offer the first national-level insights into 
IPV in SA women aged ≥50 years. Respondents reported a lifetime 
prevalence of IPV that is on par with women of reproductive age in 
SA. Compared with women aged 15 - 49 in the same DHS survey, 

Table 1. Sample characteristics and prevalence of IPV (N=2 265)
Indicator 
Age (years), mean SD 63.91 (10.27)
Province of residence, n (%)

Western Cape 184 (8.1)
Eastern Cape 370 (16.4)
Northern Cape 224 (9.9)
Free State 251 (11.1)
KwaZulu-Natal 328 (14.5)
North West 207 (9.2)
Gauteng 136 (6.0)
Mpumalanga 186 (8.2)
Limpopo 376 (16.6)

Rural, n (%) 1 124 (40.7)
Education, n (%) 

No education 567 (25.1)
Primary education 722 (31.9)
Secondary or higher education 973 (43.0)

Race, n (%) 
Black African 1 764 (78.0)
White 229 (10.1)
Coloured/Indian/other 269 (11.9)

Wealth quintile, n (%) 
Poorest 474 (21.0)
Poorer 451 (19.9)
Middle 424 (18.7)
Higher 428 (18.9)
Highest 485 (21.4)

Marital status, n (%) 
Never in union 513 (22.7)
Married/cohabiting 862 (38.1)
Widowed 695 (30.7)
Divorced/separated 192 (8.5)

Currently employed, n (%) 495 (21.9)
Connectivity, n (%)

Internet – access at least weekly 218 (9.6)
Radio – listens at least weekly 1 146 (50.7)
Television – watches at least weekly 1 452 (64.2)
Owns mobile phone 1 832 (81.0)

Lifetime experience of IPV, n (%)
Emotional violence 379 (19.7)
Sexual violence 89 (4.6)
Physical violence 299 (15.5)
Controlling behaviours 679 (35.2)
Any IPV in past 12 months 173 (9.0)
Witnessed parents’ IPV 259 (11.5)

IPV = intimate partner violence; SD = standard deviation.
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older women reported slightly more physical IPV (15.5% v. 13.8%), 
sexual IPV (4.6% v. 3.8%) and emotional IPV (19.7% v. 18.7%). 
None of these differences was statistically significant, however, 
meaning that the increased prevalence in older women is likely to 
be an artefact of age. However, nearly 1 in 10 older women (9.0%) 
also reported experiencing IPV at least once in the past 12 months, 
suggesting that IPV continues beyond reproductive age and is a 
concern in this population.

Results of the multilevel models indicate that while age beyond the 
reproductive years is not a strong predictor of lifetime experience of 
IPV, it is associated with recent IPV. Women aged 56 - 60, 66 - 70, 
and >75 had significantly lower odds of reporting IPV in the past 
12  months, and those in the top two age cohorts were significantly less 
likely to report controlling behaviour. This supports existing data from 
the USA[10] and Europe[12] showing that recent IPV decreases in old age. 
Other correlates of IPV departed from those found throughout the SA 
literature on women of reproductive age. Level of education was not 
found to be associated with lifetime or recent IPV, but was associated 
with an increased likelihood of reporting controlling behaviour, as was 
increased connectivity in the form of television, radio, mobile phone use 
and internet access. These results may be due to formal schooling[35,36] 
and greater access to forms of communication[37,38] providing an entree 
to more progressive norms regarding gender equality and gender roles. 
Formal education may also lead to more knowledge of what constitutes 
controlling behaviour and thus increase rates of reporting (not to be 
conflated with experiencing) coercive control. Women who do not 
finish primary school or have low connectivity may therefore indeed 
experience controlling behaviour, but do not view their partner’s 
behaviour as outside the norm (i.e. ‘controlling’). White and coloured/
Indian women reported less controlling behaviour than black African 
women. Considering the racial divide in educational attainment 
(especially considering that all women in this sample completed their 
schooling before the formal end of apartheid in 1994), this finding 
seems to counter the notion that access to more progressive cultural 
norms leads to higher reporting of coercive control. Rates of lifetime 
and recent abuse were not significantly different by race, which departs 
significantly from the literature on women of reproductive age.[15,39,40] 
More research is warranted to elucidate the drivers of IPV and coercive 
control in these different facets of SA society.

Women who were divorced or separated from their partner had 
about three times the odds of reporting all types of IPV than women 
who had never been married. While this finding suggests that women 
in SA may be empowered to leave abusive relationships, it may also 
indicate that dating violence and other types of IPV experienced 
outside of formal marriage are under-reported. In another departure 
from the existing literature on IPV in low- and middle-income 
contexts, wealth quintile was not a strong predictor of past or recent 
IPV. While those in the richest quintile reported significantly fewer 
controlling behaviours than those in the poorest quintile, the inverse 
dose-response relationship between household wealth and IPV seen 
in previous studies of women of reproductive age[41-43] is absent in this 
sample. This finding may reflect the especially high level of income 
inequality present in SA, with relatively few people in the middle 
two quintiles. Given our relatively small sample, this finding could 
represent a type II error.

Even when interviewed at age ≥50, 11.5% of women in this 
sample recalled childhood experiences of witnessing their father 
physically abuse their mother. The finding that witnessing parental 
IPV was significantly associated with about twice the odds of lifetime 
experience of all three types of IPV studied, as well as with reporting 
significantly more controlling behaviours, underscores the power 
of this experience on violence throughout the life course and the 

necessity of primary prevention interventions aimed at families with 
young children. Finally, a strong relationship between the presence 
of controlling behaviours and lifetime and recent reports of physical, 
sexual and emotional IPV is consistent with the broader theoretical 
and empirical literature on violence against women. Men who feel 
tied to patriarchal gender roles and norms, or feel insecure in their 
masculinity, often constrain the autonomy of their partners.[25,44-46] 
Violence often results when these constraints are challenged either by 
the female partner or by others in the community.[47,48]

Study limitations
This study has several limitations, and its results should be viewed 
as a first step towards understanding IPV in older women better 
across low- and middle-income contexts. First, the DHS is a cross-
sectional survey, which precludes any causal inference. Longitudinal 
studies are needed to better understand: (i) how IPV manifests from 
reproductive age through older age; (ii) how the negative health 
outcomes of violence experienced at any time in life are experienced 
beyond the reproductive years; and (iii) how witnessing IPV as a 
child affects both the experience and perpetration of IPV across the 
lifespan. Second, the types of IPV studied in the DHS may not be as 
relevant to older women as they are to women of reproductive age. 
A pan-European report on IPV in older women found that types of 
violence not included in the DHS, such as intentional neglect, may be 
more prevalent in this population.[12] The absence of DHS questions 
on types of IPV outside the kinds of physical, sexual and emotional 
violence most often reported by younger women is likely to have led to 
an underestimate of the prevalence of IPV in older women. Formative, 
qualitative work should be done to elucidate the types of IPV that are 
experienced by older South Africans, and these should be included in 
future quantitative studies. Third, the analysis collapsed categories of 
some demographic variables such as race and education to improve 
statistical power. Doing so not only increases the chance of type I and 
type II error,[49] but obscures important information. Future studies 
should include purposeful sampling to ensure adequate representation 
from across the racial, ethnic and class groupings in SA.

Conclusions
This study provides the first glimpse into IPV among older women 
in SA and demonstrates that it is an important public health 
concern. Building on this foundation, qualitative studies should 
focus on the manifestations of IPV in older women, while large-scale 
quantitative studies such as the DHS should more routinely include 
women beyond reproductive age. It is also important to ensure that 
women aged >50 years are meaningfully included in the design 
and implementation of the presidential response to GBV, ensuring 
that the plan addresses the specific vulnerabilities faced by ageing 
women. As the country continues its rapid demographic transition, 
more women will be subject to the confluence of elder abuse and IPV, 
making it important to continue studying violence and its negative 
health and social implications in this context.
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