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Abstract 

Background: Justification of intimate partner violence (IPV) has several implications, including reduced likelihood 
of help‑seeking, increased experiences episodes of partner abuses, and poor health status and outcomes. However, 
in Papua New Guinea (PNG), where IPV is among the highest globally, little is known about factors influencing IPV 
justification among women in union. This study aimed at examining the prevalence of IPV justification and associated 
factors among women in union in PNG.

Methods: Data from the nationally representative cross‑sectional demographic and health survey conducted among 
women aged 15–49 years during 2016–2018 in PNG were used. In all 9,943 women aged 15–49 years who were mar‑
ried or cohabiting during the survey were included. Bivariate and multivariate logistic regressions  were performed 
and the results reported as crude odds ratios (cOR) and adjusted odds ratios (aOR) with 95% confidence intervals (CI).

Results: Overall, almost 7 in 10 women (68.9%, 95%CI:68.0–69.9) justified IPV. Multiple regression analysis revealed 
that co‑habitation (aOR: 1.33, 95%CI: 1.17–1.50, p < 0.001), polygyny (aOR: 1.36, 95%CI: 1.20–1.53, p < 0.001), exposure 
to television (aOR: 1.24, 95%CI: 1.08–1.42, p = 0.002) and richer wealth status (aOR: 1.19, 95%CI: 1.01–1.40, p = 0.035), 
significantly increased the odds of justifying IPV. We found significantly lower odds of IPV justification among women 
aged 45–49 years (aOR: 0.53, 95%CI: 0.37–0.77, p = 0.001) and those with higher level of education (aOR: 0.56, 95%CI: 
0.42–0.74, p < 0.001).

Conclusion: The prevalence of IPV justification was high among women in union in PNG. Women’s justification of IPV 
was associated with socio‑demographic and economic factors. Our findings call for appropriate strategies including 
public education and empowerment programmes that target IPV in PNG. Moreover, strategies and interventions to 
address IPV justification should target the women’s socio‑economic and demographic contexts that influence  IPV 
justification.
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Background
Intimate partner violence (IPV) is a major public health 
and human right challenge [1, 2] usually leading to long-
term physical, biological, psychological and neurological 
consequences on victims [3, 4]. Physical abuse of women 
by an intimate partner through battering form 11–30% 
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of physical injuries experienced by women in the USA 
and Canada, including injuries on their head, neck, tho-
rax, breasts and abdomen [5, 6]. Women who experience 
IPV are also more likely to experience lethal neurological 
dysfunctions, cardiovascular challenges, hypertension, 
reproductive challenges, risk of contracting HIV/AIDS 
and untimely death [7–9]. A population-based survey of 
IPV in India in 2014 revealed that 14% of the participants 
reported severe injuries resulting from IPV [8]. IPV also 
remains a significant threat to the lives of women globally 
as well as serving as a barrier to ending women subordi-
nation; as part of Sustainable Development Goal (SDG) 
5 [10]. Typically, women over the years have been the 
main victim of IPV across all countries. Almost one-third 
(27%) of women aged 15–49  years globally experience 
life-time intimate partner abuse [11]. While its preva-
lence is overwhelmingly high globally, evidence suggests 
that the temporal trend is increasing in many developing 
countries in Asia and Africa [11]. Also, the inter-conti-
nental and inter-country level prevalence is increasing 
significantly, with less than 4% in developed countries 
to about 75% in some developing countries [11], signal-
ing differential socio-ecological mechanisms reinforcing 
its continuation in different geographical locations. For 
example, in a global review of IPV, it was discovered that 
IPV prevalence could be about 80% in some sub-Saharan 
African (SSA)  countries [12]. Also in North America, 
about 40–60% mortalities among women are associated 
with partner violence [5, 8].

Among the Pacific countries, physical, economic, and 
emotional abuse against women has been increasingly 
high over the years [3, 7, 13–16]. IPV related women 
mortality is estimated to vary from 40 to 60% within 
the Pacific region [8]. Specifically, over 80% of women 
in Papua New Guinea (PNG) experience IPV, which is 
believed to be the highest in the world and sometimes 
leads to serious physical injury [1, 7, 17, 18]. In a study 
conducted on gender-based violence in PNG [1], it was 
noted that about 41% of men reported raping their wives 
within the previous year. When researchers included 
economic and emotional abuse as IPV forms, prevalence 
of spousal rape increased to around 87.3% in PNG [14]. 
Studies report disregard for IPV, particularly intimate 
partner sexual violence. The disregard for IPV is largely 
sustained by the notion of  privacy_ what goes on in pri-
vate is of no concern to others and the perception that 
forced sex within marriage or sexual relationships as not 
rape [19, 20]. Indeed, marital rape has been criminalized 
in PNG through the passage of the Sexual Offences and 
Crimes against Children Act 2002 [21]. Again, the PNG 
constitution states a commitment to equal human rights, 
and the country has ratified the Convention on the Elimi-
nation of All forms of Discrimination against Women. 

However, IPV is framed within local understandings and 
perceptions of marriage [19, 20]. IPV, especially physical 
and sexual violence is considered to be of epidemic rates 
for many years [19]. The pioneering work of the National 
Sexual and Reproductive Research Team found that 
sexual violence that is an everyday occurrence in mar-
riage or partner relationships are ignored in PNG [22]. 
Kelly-Hanku et al. [23] also reported that IPV especially 
in the form of sexual violence in the context of marriage 
is largely unrecognized. Moreover, most cases of IPV in 
PNG are rarely reported and as a result there is an endur-
ing and dominating silence about women’s experiences 
of IPV [23].  Given that prevalence of IPV varies largely 
with geography, it is reasonable to argue that there are 
complex and strongly nested socio-cultural and eco-
nomic mechanisms that act to reinforce and perpetuate 
the act in different socio-spatial settings. From a multi-
level standpoint, the micro (the individual), the mezzo 
(the family), and macro (community) level factors play 
substantial role in the exposure to IPV [11, 24]. From the 
individual level, a number of studies  have found personal 
historical and behavioural factors such as alcohol abuse, 
younger age, low level of education, childhood expo-
sure to IPV, higher unemployment, and marrying before 
18 years as risk factors for IPV [8, 25, 26].

Another important macro-level/contextual determi-
nant of IPV is the community level attitude towards IPV 
[27, 28]. These contextual factors are deeply entrenched 
in societal norms, belief systems and mores; which have 
acted strongly to reinforce gender disparities, that often 
go against women; sexually, physically, and emotion-
ally [29]. Some researchers have argued that the main 
macro-level determinant of IPV against women is soci-
etal endorsement of power asymmetries and gender 
stratification that characterize the relationship between 
men and women [30, 31]. For instance Calvente et al. [32] 
investigated gender-related ideological and structural 
macrosocial factors associated with IPV against women 
in Europe. In that study, it was concluded that ideological 
gender-related macro factors played a significant role in 
cross-level interactions with individual-level factors and 
were thus, good predictors of IPV against women. They 
discovered that societal attitudes more favourable to gen-
der equality were associated with reduced rates of IPV 
against women. Conversely a stronger traditional gender 
role belief and female subordination resulted in higher 
rates of sexual victimization against women.

It is therefore apparent that, the macro, mezzo, and 
micro level factors intersect [33, 34] and the outcome 
of such intersection and interaction shapes how women 
perceive IPV, and determines whether or not, such 
abuses are justified [35, 36]. While it is essential that we 
understand factors that determine women justification 
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of IPV, no study to the best of our knowledge at the 
time of conducting this study has examined factors that 
predict women’s justification of IPV in PNG. Although 
PNG is one of the countries with the highest incidence 
of IPV, an understanding of the societal and individual 
factors that influence IPV justification by women has 
been largely unexplored. This current study therefore 
seeks to investigate  socio-economic and demographic 
predictors of IPV justification among women in union 
in PNG based on nationally representative data from the 
first demographic and health survey conducted in 2016–
18. The aim is to provide evidence for targetable policy 
development, through unravelling the deeply nested 
socio-demographic and economic factors that explain 
why women justify IPV in PNG.

Materials and methods
Data source, sampling technique and sample size
The study used data from the 2016–18 PNG Demography 
and Health Survey (PNGDHS) conducted from October 
2016 to December 2018. This is the first demographic 
and survey conducted in PNG. The PNGDHS aimed to 
generate comprehensive data on demographic, maternal 
and reproductive issues such as fertility, family planning 
awareness and practices, breastfeeding practices, health 
behaviors, immunizations, domestic and intimate part-
ner violence, among others. Through the Demographic 
and Health Survey (DHS) programme, technical support 
for the execution of the survey was provided by Inner 
City Fund (ICF), with the financial support of PNG Gov-
ernment, Australian Government Department of Foreign 
Affairs and Trade, the United Nations Population Fund 
(UNFPA) and UNICEF [37]. The sample for the 2016–18 
PNG DHS covered the entire population that lived in pri-
vate dwelling units in the country. The survey used the 
list of census units (CUs) from the 2011 PNG National 
Population and Housing Census as the sampling frame 
and adopted a probability-based sampling approach. Spe-
cifically, a two-stage stratified cluster sampling procedure 
was followed. The methodology and selection procedure 
details have been reported in the PNGDHS final report.

Each province in the country was stratified into urban 
and rural areas, yielding 43 sampling strata, except the 
National Capital District, which has no rural areas. The 
division paid particular attention to urban–rural varia-
tions. Samples of census units were selected indepen-
dently in each stratum in two stages. In the first stage, 
sorting the sampling frame within each sampling stra-
tum to achieve implicit stratification and proportional 
allocation using a probability proportional-to-size 
selection was done. In the second stage of sampling, 
a fixed number of 24 households per cluster were 

selected with an equal probability systematic selection 
from the newly created household listing, resulting in 
a total sample size of approximately 19,200 households. 
To prevent bias, no replacements and no changes of 
the pre-selected households were allowed in the imple-
menting stages. In cases where a census unit had fewer 
than 24 households, all households were included in 
the sample. A total of 17,505 households were selected 
for the sample, of which 16,754 were occupied. Of the 
occupied households, 16,021 participated in the study, 
yielding a response rate of 96%. In the interviewed 
households, 18,175 women age 15–49 years were iden-
tified for individual interviews; interviews were com-
pleted with 15,198 women, yielding a response rate of 
84%. In this present study, the sample comprised 9,943 
women who were in intimate unions during the survey 
and with complete cases of the variables of interest.  
We refer to intimate union as marriage or cohabitation. 
Intimate partners in our study refer to woman who is or 
was married, in a state registered partnership, or in an 
intimate or dating relationship with a man presently or 
at some time in the past. Whereas married in our study 
refer to being in a state of matrimony, cohabiting refers 
to a state of living together and having a romantic or 
sexual relationship without being married on a long-
term or permanent basis. Previous related studies in 
PNG have used same/similar conceptualizations [1, 7, 
13].

Study variables
Dependent variable: IPV justification
The dependent variable   of this study is  IPV  justi-
fication. This was obtained from the participants’ 
responses to the following items: “Sometimes a hus-
band is annoyed or angered by things that his wife 
does. In your opinion, is a husband justified in hitting 
or beating his wife in the following situations?” From 
the PNGDHS and based on previous studies [38, 39], 
five situations including going out without telling him, 
neglecting the children, arguing with him, refusing to 
have sex with him, and burning food were identified. 
The responses to the questions  were coded as ‘yes’ and 
‘no’. In this study, women who answered ‘yes’ to at least 
one of the situations for which a husband hits or beats 
the wife, were considered as justifying IPV while those 
who responded ‘no’ to all the five situations were con-
sidered as not justifying IPV [9, 36, 38, 40, 41].

Explanatory variables; socio‑demographic and economic 
factors
The analysis included several socio-demographic and 
economic factors that have been theoretically and 
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empirically proven to be significantly associated with 
IPV justification [9, 35, 38, 40, 41]. Based on previous 
evidence and their availability in the PNGDHS datasets, 
we included twelve (12) social, demographic, and eco-
nomic variables as explanatory variables. These variables 
included respondent’s age in years (15–19; 20–24; 25–29; 
30–34; 35–39; 40–44; 45–49); place of residence (rural; 
urban); highest educational level (no education; primary; 
secondary; higher); marital status (married; co-habiting); 
partner’s age in years (15–24; 25–34; 35–44; 45 + ; 55 +); 
number of kids (none; 1–2; 3–4; 5–6; 7 and more); hus-
band’s co-wives (yes; no); partner’s educational level (no 
education; primary; secondary; higher); exposure to tel-
evision (no; yes); exposure to radio (no; yes); exposure to 
newspapers/magazines (no; yes); wealth index (poorest, 
poorer; middle; richer; richest).

Statistical analysis
Both descriptive (frequencies, percentages, mean and 
standard deviation) and inferential (chi-square and 
binary logistic regression) analyses were done using 
STATA version 13.0 (StataCorp LP, College Station, 
TX, USA). Descriptive statistics such as frequencies 
and percentages were presented to describe the demo-
graphic and other sample characteristics. The propor-
tion of women who had experienced IPV in the last 
12  months and those who justified IPV estimated with 
confidence intervals. The Pearson’s Chi-square test was 
done to examine the differences in IPV justification and 
socio-economic characteristics. Both bivariate and mult-
variate  logistic regression were performed to model the 
determinants of women’s justification of IPV. We fitted 
two regression models to derive both unadjusted and 
adjusted effects of socio-demographic and economic 
factors on IPV justification. Model 1 included bivari-
ate regression analysis of all the twelve (12) considered 
demographic and socio-economic factors. From the 
results of the bivariate logistic regression  analysis, we 
conducted a multivariate logistic   regression analysis in 
model 2, where all the statistically significant factors in 
model one were included. Before the regression analysis, 
diagnostics checks for multicollinearity were conducted 
using the variance inflation factor (VIF): result showed 
a mean VIF of 1.73 (range 1.00–2.82). All the estimates 
provided in this study were derived by applying appropri-
ate sampling weights supplied by PNGDHS, 2016–18 and 
the complex survey design to provide unbiased estimates 
for odds ratio and their confidence intervals. We deleted 
all missing values from the analysis. The results of the 
regression analyses were presented as unadjusted  odds 
ratios (cOR) and adjusted odds ratios (aOR) at 95% con-
fidence intervals (CIs). A statistical significance threshold 
of p ≤ 0.05 was selected.

Data availability and ethical consideration
The data have been archived in the public repository of 
DHS. The access to the data requires registration which 
is granted specifically for legitimate research purposes. 
Consent forms were administered at household and 
individual levels, in accordance with the Human Subject 
Protection. The dataset can be accessed at https:// dhspr 
ogram. com/ data/ dataset/Papua-New-Guinea_Standard-
DHS_2017.cfm?flag = 0.

Results
Sample characteristics of the participants
The sample characteristics of the participants by IPV jus-
tification are presented in Table 1. The study revealed that 
20.4% of the participants were aged 25–29  years, 75.6% 
resided in urban areas, 49.7% had primary level of edu-
cation, 99% were Christians and 26.1% rated themselves 
as richest in terms of wealth status. The study further 
found that 83% of the participants were married, 18.8% 
were co-wives, 86.6% were currently living with their 
partners, 35.3% had 1–2 kids and 37.9% were employed. 
The results showed that 34.2% of the participants’ part-
ners age ranged between 35–44  years and 43.8% of the 
participants’ partners had primary level of education. The 
study found that 24.4% of the participants watched televi-
sion, 36.5% listened to radio and 37.2% read newspapers/
magazines. In a chi-square analysis, the study revealed a 
statistically significant differences between age groups, 
place of residence, level of education, wealth index, mari-
tal status, co-wives, number of kids, partner’s age, part-
ner’s education level, watching of television, listening to 
radio and reading of newspapers/magazines in relation to 
IPV justification among women in union in PNG.

Prevalence of IPV and IPV Justification
Table 2 presents results on the prevalence of IPV and IPV 
justification among women in unions in PNG. Overall 
prevalence of 62.0% IPV in the last 12 months preceding 
the survey was reported. Prevalence of IPV justification 
was 68.9% (95%CI = 68.0–69.9) (see Table 2).

Predictors of IPV justification among women in union 
in PNG
Table  3 provides results on the socio-demographic fac-
tors influencing IPV justification among women in 
union in PNG. In the bivariate logistic regression analy-
sis, the study revealed that participants with primary 
level of education (cOR: 1.15, 95% CI: 1.01–1.23), those 
living in urban area (cOR: 1.11, 95%CI: 1.01–1.23, 
p = 0.034), those who were co-habiting (cOR: 1.29, 95% 
CI: 1.15–1.46, p < 0.001), those who were co-wives (cOR: 
1.31, 95% CI: 1.17–1.47, p < 0.001), those whose part-
ners had secondary level of education (cOR: 1.27, 95% 

https://dhsprogram.com/data/
https://dhsprogram.com/data/
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Table 1 Distribution of IPV justification across demographic characteristics of women in union

IPV Justification

Characteristics Total, n(%) Yes, n(%) No. n(%) p‑value

Age groups (years)  < 0.001

 15–19 353(3.6) 279(79.0) 74(21.0)

 20–24 1495(15.2) 1059(70.8) 436(29.2)

 25–29 2007(20.4) 1429(71.2) 578(28.8)

 30–34 1896(19.2) 1286(67.8) 610(32.2)

 35–39 1754(17.8) 1201(68.5) 553(31.5)

 40–44 1322(13.4) 866(65.5) 456(34.5)

 45–49 1028(10.4) 674(65.6) 354(34.4)

Place of residence 0.034

 Rural 7447(75.6) 5092(68.4) 2355(31.6)

 Urban 2408(24.4) 1702(70.7) 706(29.3)

Highest education level  < 0.001

 No education 2262(23.0) 1518(67.1) 744(32.9)

 Primary 4893(49.7) 3435(70.2) 1458(29.8)

 Secondary 2303(23.4) 1613(70.0) 690(23.0)

 Higher 397(4.0) 228(57.4) 169(42.6)

Religion 0.182

 Christian 9743(99.0) 6712(68.9) 3031(31.1)

 Non‑Christian 52(0.5) 36(69.2) 16(30.8)

 No religion 48(0.5) 39(81.2) 9(18.8)

Wealth index 0.027

 Poorest 1481(15.0) 989(66.8) 492(33.2)

 Poorer 1581(16.0) 1085(68.6) 496(31.4)

 Middle 1836(18.6) 1239(67.5) 597(32.5)

 Richer 2385(24.2) 1698(71.2) 687(28.8)

 Richest 2572(26.1) 1783(69.3) 789(30.7)

Marital status  < 0.001

 Married 8184(83.0) 5568(68.0) 2616(32.0)

 Co‑habitation 1671(17.0) 1226(73.4) 445(26.6)

Co-wives  < 0.001

 No 7929(81.2) 5389(68.0) 2540(32.0)

 Yes 1835(18.8) 1350(73.6) 485(26.4)

Currently residing with partner 0.517

 Living together 8490(86.6) 5849(68.9) 2641(31.1)

 Staying elsewhere 1317(13.4) 919(69.8) 398(30.2)

Number of kids 0.023

 None 1004(10.2) 704(70.1) 300(29.9)

 1–2 3478(35.3) 2450(70.4) 1028(29.6)

 3–4 3195(32.4) 2177(68.1) 1018(31.9)

 5–6 1662(16.9) 1132(68.1) 530(31.9)

 7 and more 516(5.2) 331(64.1) 185(35.9)

Occupational status 0.479

 Not working 6035(62.1) 4150(68.8) 1885(31.2)

 Employed 3689(37.9) 2562(69.5) 1127(30.5)

Partner’s age (years)  < 0.001

 15–24 711(7.5) 517(72.7) 194(27.3)

 25–34 3204(33.7) 2265(70.7) 939(29.3)

 35–44 3262(34.2) 2234(68.5) 1028(31.5)
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CI: 1.12–1.45,p < 0.001), those who were exposed to tel-
evision (cOR: 1.21, 95% CI: 1.09–1.34,p < 0.001), radio 
(cOR:1.14 95% CI: 1.04–1.24,p = 0.005) and newspapers/
magazines (cOR:1.13 95% CI: 1.03–1.23,p = 0.010) and 
those who rated themselves as richer on wealth index 
(cOR: 1.23 95% CI: 1.07–1.41,p = 0.004) were signifi-
cantly more likely to indicate IPV as justifiable compared 
with their counterparts. The study, however,  found that 
participants aged 45–49 years (cOR: 0.50, 95% CI: 0.38–
0.67, p < 0.001), those whose partners were aged 45 years 
or above (cOR: 0.73, 95% CI: 0.61–0.88, p = 0.001) and 
those with 7 or more kids (cOR: 0.80, 95% CI: 0.65–0.98, 
p = 0.031) were significantly less likely to justify IPV com-
pared with their counterparts. In the multivariate logistic 
regression analysis, the study found that participants who 
were co-habiting (aOR: 1.33, 95%CI: 1.17–1.50, p < 0.001), 
those who were co-wives (aOR: 1.36, 95%CI: 1.20–1.53, 
p < 0.001), those who were exposed to television (aOR: 
1.24, 95%CI: 1.08–1.42, p = 0.002) and those who rated 
themselves as richer on wealth index (aOR: 1.19, 95%CI: 
1.01–1.40, p = 0.035) were significantly more likely 
to justify IPV compared with their counterparts. The 
study  also revealed that participants aged 45–49  years 
(aOR: 0.53, 95%CI: 0.37–0.77, p = 0.001) and those with 

tertiary level of education (aOR: 0.56, 95%CI: 0.42–0.74, 
p < 0.001) were significantly less likely to justify IPV com-
pared with counterparts.

Discussion
This study examined the prevalence and associated pre-
dictors of IPV justification among women in union in 
PNG. The prevalence of IPV justification among women 
in PNG was 68.9%, comparable to the higher prevalence 
of IPV justification (76.6%) reported by a previous study 
in Mali [39]. In contrast, lower rates of IPV justification 
have been found by previous studies elsewhere in Turkey 
(15%) [42], Georgia (19%) [43], and Ghana (32%) [44]. It 
is plausible that the differences in socio-demographic and 
economic indicators between countries could explain the 
observed differences in IPV justification.

The current study, like previous findings [40, 42, 45, 
46], discovered that socio-demographic factors such as 
maternal educational status, maternal age group, and 
marital status were linked to IPV justification among 
women. IPV justification was associated with maternal 
educational status, where women with a tertiary degree 
of education were less likely than women with no formal 
education to justify IPV.  This finding is in line with previ-
ous studies in Bangladesh [47], Ghana [40], Malawi [48], 
Mali [39], and sub-Saharan Africa [49] which found that 
women with a higher education background were less 
likely to endorse IPV. Mann and Takyi [50] discovered 
that uneducated Ghanaian women were more likely to 
accept violent beliefs. Education is a source of empower-
ment and a means of achieving independence [51]. Again, 

Table 1 (continued)

IPV Justification

Characteristics Total, n(%) Yes, n(%) No. n(%) p‑value

 45 + 2340(24.6) 1549(66.2) 791(33.8)

Partner’s educational level  < 0.001

 No education 1671(17.4) 1100(65.8) 571(34.2)

 Primary 4207(43.8) 2926(69.6) 1281(30.4)

 Secondary 2914(30.3) 2070(71.0) 844(29.0)

 Higher 812(8.5) 530(65.3) 282(34.7)

Watch television  < 0.001

 No 7405(75.6) 5038(68.0) 2367(32.0)

 Yes 2395(24.4) 1725(72.0) 670(28.0)

Listen to radio 0.005

 No 6206(63.5) 4213(67.9) 1993(32.1)

 Yes 3570(36.5) 2521(70.6) 1049(29.4)

Read newspapers/magazines 0.009

 No 6166(62.8) 4196(68.0) 1970(32.0)

 Yes 3651(37.2) 2576(70.6) 1075(29.4)

Table 2 Prevalence of IPV and IPV Justification

Parameter Percent(95% CI)

IPV 62.0(60.5–63.5)

IPV Justification 68.9(68.0–69.9)
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Table 3 Bivariate and multiple logistic regression of the predictors IPV justification among women in union in PNG

Predictors Unadjusted OR (95%CI) p-value Adjusted OR (95%CI) P-value

Age groups (years)
 15–19 1 1

 20–24 0.64(0.49–0.85) 0.002 0.70(0.51–0.94) 0.019

 25–29 0.66(0.50–0.86) 0.003 0.67(0.49–0.92) 0.014

 30–34 0.56(0.43–0.74)  < 0.001 0.58(0.41–0.80) 0.001

 35–39 0.58(0.44–0.76)  < 0.001 0.61(0.43–0.87) 0.005

 40–44 0.50(0.38–0.67)  < 0.001 0.53(0.37–0.76) 0.001

 45–49 0.50(0.38–0.67)  < 0.001 0.53(0.37–0.77) 0.001

Place of residence
 Rural 1 1

 Urban 1.11(1.01–1.23) 0.034 1.03(0.90–1.18) 0.639

Highest education level
 No education 1 1

 Primary 1.15(1.04–1.29) 0.008 1.02(0.89–1.16) 0.815

 Secondary 1.15(1.01–1.30) 0.033 0.86(0.73–1.03) 0.094

 Higher 0.66(0.53–0.82)  < 0.001 0.56(0.42–0.74)  < 0.001

Marital status
 Married 1 1

 Co‑habiting 1.29(1.15–1.46)  < 0.001 1.33(1.17–1.50)  < 0.001

Co-wives
 No 1 1

 Yes 1.31(1.17–1.47)  < 0.001 1.36(1.20–1.53)  < 0.001

Partner’s age (years)
 15–24 1 1

 25–34 0.91(0.75–1.09) 0.282 1.05(0.85–1.30) 0.650

 35–44 0.82(0.68–0.98) 0.027 1.00(0.79–1.27) 0.995

 45 + 0.73(0.61–0.88) 0.001 0.93(0.71–1.21) 0.584

Partner’s educational level
 No education 1 1

 Primary 1.19(1.05–1.34) 0.006 1.13(0.98–1.29) 0.091

 Secondary 1.27(1.12–1.45)  < 0.001 1.15(0.98–1.35) 0.083

 Higher 0.98(0.82–1.16) 0.784 0.99(0.79–1.24) 0.925

Number of kids
 None 1 1

 1–2 0.98(0.84–1.15) 0.851 1.01(0.86–1.20) 0.866

 3–4 0.89(0.76–1.05) 0.161 0.98(0.82–1.18) 0.850

 5–6 0.90(0.76–1.07) 0.239 1.05(0.86–1.29) 0.601

 7 and more 0.80(0.65–0.98) 0.031 1.02(0.80–1.29) 0.892

Exposure to television
 No 1 1

 Yes 1.21(1.09–1.34)  < 0.001 1.24(1.08–1.42) 0.002

Exposure to radio
 No 1 1

 Yes 1.14(1.04–1.24) 0.005 1.02(0.91–1.15) 0.731

Exposure newspapers/magazines
 No 1 1

 Yes 1.13(1.03–1.23) 0.010 1.12(0.99–1.27) 0.077

Wealth index
 Poorest 1 1
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education is crucial in influencing women’s attitudes 
against IPV. Educated women may be exposed and well 
informed about the negatives consequences of IPV and as 
such see IPV as a negative phenomenon that can harm 
the victim physically and psychologically [40], whereas 
less educated women may be less informed about the 
consequences of such behavior.

Platforms of mass media play a crucial role in social 
transformation by promoting equality and social inclu-
sion [52]. Inconsistent with the finding of a previous study 
where women exposed to mass media, were less likely to 
excuse IPV [46], our current study found women who were 
exposed to mass media were more likely to justify IPV. Our 
findings were similar to that of a study in Mali [39], which 
found that women exposed to mass media were more likely 
to justify IPV. In our study, women who listen to the radio, 
read the newspaper, or watch television are more likely to 
justify IPV. In this context, legislators and government 
agencies responsible for women’s and children’s protection 
should use available media channels to educate the public 
about the negative consequences of IPV on victims and 
the societies and to demystify ideations that promote the 
justification and perpetration of IPV. Given the favorable 
impacts of exposure to the media on attitudes, stakeholders 
should use the media to promote awareness about IPV.

Women in the richer wealth index compared to 
those in the  poor wealthindex  were more likely to 
justify IPV, according to the study. This is in line 
with a previous study in Mali [39], which found that 
the wealthiest women in Mali were more likely to 
justify wife violence. In contrast, previous research 
from Georgia [43] and Ghana [40] found that 
wealthier women were the least likely to justify IPV. 
Women’s financial independence and less reliance 
on men for money, could explain the mechanism 
underlying the link between wealth index and IPV 
justification among women [40].

Women aged 45–49 were less likely to justify 
IPV compared to those aged less than 20 years, 
according to the current study. In Ghana [40, 49], 
Mali [39], and India [51] elder women were found 
to be less likely to justify IPV. Women’s percep-
tions and attitudes toward IPV vary as they become 
older, according to Kathryn and Yount [53] and 

Waltermaurer et  al. [43]. In order to combat 
oppression and abuse from their personal rela-
tionships, older women may develop self-esteem, 
self-reliance, and self-confidence [39]. Based on 
our findings,   interventions could focus on help-
ing younger women to develop self-esteem, self-
reliance, and self-confidence in order to counteract 
IPV and its justification among women, with older 
women functioning as significant others and coun-
seling younger women in home dynamics.

The study revealed that women who reside in urban cent-
ers were more likely to see IPV as justifiable compared to 
their counterparts. However, IPV is more common in rural 
than urban areas [54]. According to Aboagye et al. [38] liv-
ing in a rural area is a risk factor for IPV justification among 
women. The widespread of IPV in PNG [17, 18] could 
account for the findings in our current study, and more 
studies may be needed to further explore the justification of 
IPV among urban women dwellers in PNG. Our result con-
tradicts with previous studies conducted in Kenya [55] and 
Uganda [56].

There are some limitations in the study that must 
be noted. The results cannot be used to make a causal 
conclusion due to the cross-sectional nature. The 
study also relied on self-reported data, which could 
be affected by social desirability bias. We recognize 
that the spread of the variable over the wide response 
scale would have unleashed all intervening traits of the 
variable for the analysis to represent to individual dif-
ferences. Aside from these shortcomings, the study’s 
large sample size and use of a nationally representa-
tive dataset may allow the findings to be generalized to 
PNG women.

Conclusion
The prevalence of IPV justification was high (68.9%) among 
women in union in PNG. Justification of IPV was associated 
with socio-demographic and economic factors including 
place of residence, educational status, media exposure, mar-
ital status, and wealth index. Our findings call for appropri-
ate strategies including public education and empowerment 
programmes that target IPV in PNG. Moreover, strategies 
and interventions to address IPV justification should target 

Table 3 (continued)

Predictors Unadjusted OR (95%CI) p-value Adjusted OR (95%CI) P-value

 Poorer 1.09(0.94–1.27) 0.274 1.09(0.93–1.28) 0.296

 Middle 1.03(0.89–1.19) 0.668 1.05(0.89–1.23) 0.564

 Richer 1.23(1.07–1.41) 0.004 1.19(1.01–1.40) 0.035

 Richest 1.12(0.98–1.29) 0.093 1.06(0.88–1.29) 0.534
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the women’s socio-economic and demographic contexts 
that influence IPV justification.

Abbreviations
IPV: Intimate partner violence; WHO: World Health Organization; SSA: Sub‑
Saharan Africa; DHS: Demographic and health survey; PNG: Papua New 
Guinea; ICF: Inner City Fund.

Acknowledgements
Not applicable

Authors’ contributions
CA and PP conceived the study. PP and BYA carried out the data analysis. CA, BYA, 
WA‑D, EBA, AKA and PP designed first draft of the manuscript. CA, BYA, WA‑D, EBA, 
AKA and PP revised the manuscript to enhance its intellectual content. All authors 
have read and approved the final version of the manuscript for submission.

Funding
The study did not receive any funding.

Availability of data and materials
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Consent forms were administered at household and individual levels, in 
accordance with the Human Subject Protection. The dataset can be accessed 
at https:// dhspr ogram. com/ data/ datas et/ Papua‑ New‑ Guinea_ Stand ard‑ DHS_ 
2017. cfm? flag=0 .

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Health Promotion, Education and Disability Studies, Kwame 
Nkrumah University of Science and Technology, Kumasi, Ghana. 2 College 
of Public Health, Medical and Veterinary Sciences, James Cook University, 
Townsville, Australia. 3 Curtin School of Population Health, Faculty of Health 
Sciences, Curtin University, Kent Street, Perth, Australia. 4 Institute of Applied 
of Health Sciences, University of Aberdeen, Aberdeen, Scotland, UK. 5 Depart‑
ment of Geography and Planning, Queen’s University, Kingston, ON K7L 3N6, 
Canada. 6 Social Work Department, School of Health and Society, University 
of Wollongong, Wollongong, Australia. 7 Department of Construction Technol‑
ogy and Management, Kwame Nkrumah University of Science and Technol‑
ogy, Kumasi, Ghana. 8 Social Policy Research Centre, University of New South 
Wales, Sydney, Australia. 9 Centre for Primary Health Care and Equity, University 
of New South Wales, Sydney, Australia. 

Received: 25 October 2021   Accepted: 1 May 2022

References
 1. Darko E, Smith W, Walker D. Gender Violence in Papua New Guinea. The 

cost of business. Landon (UK): Overseas Development Institute; 2015.
 2. Memiah P, et al. The Prevalence of Intimate Partner Violence, Associ‑

ated Risk Factors, and Other Moderating Effects: Findings From the 
Kenya National Health Demographic Survey. J Interpers Violence. 
2021;36(11–12):5297–317.

 3. Broekhoff M. ‘Contributing Factors and Strategies for Prevention of Inti‑
mate Partner and Sexual Violence in Papua New Guinea.’ 2012. p. 63.

 4. Murshid NS. Microfinance Participation, Control Over Resources, and 
Justification of IPV: Results From a Nationally Representative Sample of 
Women. J Interpers Violence. 2019;34(3):475–95.

 5. Campbell JC. Health Consequences of Intimate Partner Violence. Lancet. 
2002;359:6.

 6. Dichter ME, Marcus SC, Wagner C, Bonomi AE. Associations between 
psychological, physical, and sexual intimate partner violence and health 
outcomes among women veteran VA patients. Soc Work Ment Health. 
2014;12(5–6):411–28.

 7. Lewis I, Maruia B, Walker S. Violence against Women in Papua New 
Guinea. J Family Studies. 2008;14(2–3):183–97.

 8. Sabri B, Renner LM, Stockman JK, et al. Risk Factors for Severe Intimate 
Partner Violence and Violence‑Related Injuries among Women in India. 
Women Health. 2014;54:281–300.

 9. Uthman OA, Lawoko S, Moradi T. Factors Associated with Attitudes 
towards Intimate Partner Violence against Women: A Comparative 
Analysis of 17 Sub‑Saharan Countries. BMC Int Health Human Rights. 
2009;9(1):14.

 10. Agarwal B. Gender Equality, Food Security and the Sustainable Develop‑
ment Goals. Curr Opinion Environ Sustainability. 2018;34:26–32.

 11. World Health Organization (WHO). Prevalence and health effects of inti‑
mate partner violence and non‑partner sexual violence. 2013. https:// apps. 
who. int/ iris/ bitst ream/ handle/ 10665/ 85239/ 97892 41564 625_ eng. pdf.

 12. Waltermaurer E. Public Justification of Intimate Partner Violence: A Review 
of the Literature. Trauma Viol Abuse. 2012;13(3):167–75.

 13. Jewkes R, Jama‑Shai N, Sikweyiya Y. Enduring impact of conflict on men‑
tal health and gender‑based violence perpetration in Bougainville, Papua 
New Guinea: A cross‑sectional study. PLoS ONE. 2017;12(10):e0186062. 
https:// doi. org/ 10. 1371/ journ al. pone. 01860 62.

 14. Fulu E, Jewkes R, Roselli T, Garcia‑Moreno C. Prevalence of and Factors 
Associated with Male Perpetration of Intimate Partner Violence: Findings 
from the UN Multi‑Country Cross‑Sectional Study on Men and Violence in 
Asia and the Pacific. Lancet Global Health. 2013;1(4):e187‑207.

 15. Kadir Shahar H, Jafri F, Mohd Zulkefli NA, Ahmad N. Prevalence of intimate 
partner violence in Malaysia and its associated factors: a systematic 
review. BMC Public Health. 2020;20(1):1–9.

 16. McKelvie S, Stocker R, Manwo MM, Manwo A, Sala T, Leodoro B, Fisher J. 
Intimate partner violence and health outcomes experienced by women 
who are pregnant: a cross‑sectional survey in Sanma Province Vanuatu. 
Lancet Reg Health‑Western Pacific. 2021;16:100272.

 17. Mohamadi S, Shahoei R, Soofizadeh N. Relationship of domestic violence 
from husband and preeclampsia in postpartum women referred to San‑
andaj medical education center in 2017. Iranian J Obstetr Gynecol Infertil. 
2021;24(2):71–9.

 18. Fox T. Domestic violence as a major cause of trauma in Western Province. 
Papua New Guinea Pacific Health Dialog. 2011;17(1):65–75.

 19. Eves R. ‘Full price, full body’: norms, brideprice and intimate part‑
ner violence in highlands Papua New Guinea. Cult Health Sex. 
2019;21(12):1367–80.

 20. Eves R. Marital sexual violence and conjugality in highlands Papua New 
Guinea. Cult Health Sex. 2021;23(7):976–90.

 21. Zorn JG. The paradoxes of sexism: Proving rape in the New Guinea courts. 
Lawasia J., 2010;17.

 22. Jenkins C. National Sex and Reproduction Research Team (NSRRT). 
National Study of Sexual and Reproductive Knowledge and Behaviour 
in Papua New Guinea. Goroka, Papua New Guinea: Papua New Guinea 
Institute of Medical Research Monograph No. 10; 1994.

 23. Kelly‑Hanku A, Aeno H, Wilson L, Eves R, Mek A, NakeTrumb R, Whit‑
taker M, Fitzgerald L, Kaldor JM, Vallely A, et al. Transgressive Women 
Don’t Deserve Protection’: Young Men’s Narratives of Sexual Violence 
against Women in Rural Papua New Guinea. Cult Health Sexuality. 
2016;18(11):1207–20.

 24. Heise LL. Violence against women: An integrated, ecological framework. 
Violence against Women. 1998;1998(4):262–90.

 25. Jun H‑J, Rich‑Edwards JW, Boynton‑Jarrett R, Wright RJ. Intimate Partner 
Violence and Cigarette Smoking: Association between Smoking Risk and 
Psychological Abuse With and Without Co‑Occurrence of Physical and 
Sexual Abuse. Am J Public Health. 2008;98(3):527–35.

 26. Valdez CE, Lilly MM, Sandberg DA. Gender Differences in Attitudinal 
Acceptance of Intimate Partner Violence Perpetration under Attachment‑
Relevant Contexts. Violence Vict. 2012;27(2):229–45.

https://dhsprogram.com/data/dataset/Papua-New-Guinea_Standard-DHS_2017.cfm?flag=0
https://dhsprogram.com/data/dataset/Papua-New-Guinea_Standard-DHS_2017.cfm?flag=0
https://apps.who.int/iris/bitstream/handle/10665/85239/9789241564625_eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/85239/9789241564625_eng.pdf
https://doi.org/10.1371/journal.pone.0186062


Page 10 of 10Adu et al. Archives of Public Health          (2022) 80:136 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 27. Beyer K, Wallis AB, Hamberger LK. Neighbourhood environment and 
intimate partner violence: A systematic review. Trauma Viol Abuse. 
2015;16:16–47. https:// doi. org/ 10. 1177/ 15248 38013 515758.

 28. Pinchevsky GM, Wright EM. The impact of neighborhoods on intimate 
partner violence and victimization. Trauma Viol Abuse. 2012;13:112–32. 
https:// doi. org/ 10. 1177/ 15248 38012 445641.

 29. Bonomi AE, Trabert B, Anderson ML, Kernic MA, Holt VL. Intimate partner 
violence and neighborhood income: A longitudinal analysis. Viol Against 
Women. 2014;20:42–58. https:// doi. org/ 10. 1177/ 10778 01213 520580.

 30. Renzetti CM, Edleson JL, Bergen RK. Sourcebook on violence against 
women. Los Angeles, CA: Sage; 2011.

 31. Gotierrez LM. Book Reviews : Feminist Perspectives on Wife Abuse. K. Yllo¨ 
& M. Bograd (Eds.) (pp. 11–26). Beverly Hills, CA: Sage Press; 1988.

 32. Zapata‑Calvente AL, Megías JL, Moya M, Schoebi D. Gender‑Related 
Ideological and Structural Macrosocial Factors Associated With Inti‑
mate Partner Violence Against European Women. Psychol Women Q. 
2019;43(3):317–34.https:// doi. org/ 10. 1177/ 03616 84319 839367.

 33. Cao J, Lee C‑Y, Liu X, Gonzalez‑Guarda RM. Risk and Protective Factors 
Associated With Intimate Partner Violence Against Chinese Women: 
A Systematic Review. Trauma Violence Abuse. 2021;ePub(ePub):ePub. 
https:// doi. org/ 10. 1177/ 15248 38021 10302 35.

 34. Islam MJ, Rahman M, Broidy L, et al. Assessing the Link between Witness‑
ing Inter‑Parental Violence and the Perpetration of Intimate Partner 
Violence in Bangladesh. BMC Public Health. 2017;17:183.

 35. Rani M, Bonu S, Diop‑Sidibe N. An empirical investigation of attitudes 
towards wife‑beating among men and women in seven sub‑Saharan 
African countries. Afr J Reprod Health. 2004;8:116–36.

 36. Okenwa‑Emegwa L, Lawoko S, Jansson B. Attitudes toward Physi‑
cal Intimate Partner Violence against Women in Nigeria. SAGE Open. 
2016;6(4):215824401666799.

 37. National Statistical Office (NSO) [Papua New Guinea] and ICF. Papua New 
Guinea Demographic and Health Survey 2016–18. Port Moresby, Papua 
New Guinea, and Rockville, Maryland, USA: NSO and ICF. 2019.

 38. Aboagye RG, Abdul‑Aziz S, Asare BYA, Peprah P, Addo IY, Ahinkorah BO. 
Exposure to interparental violence and justification of intimate partner 
violence among women in sexual unions in sub‑Saharan Africa. Arch 
Public Health. 2021;79:162. https:// doi. org/ 10. 1186/ s13690‑ 021‑ 00684‑3.

 39. Seidu AA, Dzantor S, Sambah F, Ahinkorah BO. Ameyaw EK. Participa‑
tion in household decision making and justification of wife beating: 
evidence from the 2018 Mali Demographic and Health Survey. Int Health. 
2021;0:1–10.

 40. Doku DT, Asante KO. Women’s approval of domestic physical vio‑
lence against wives: analysis of the Ghana demographic and health 
survey. BMC Womens Health. 2015;15:120. https:// doi. org/ 10. 1186/ 
s12905‑ 015‑ 0276‑0.

 41. Chernet AG, Cherie KT. Prevalence of intimate partner violence against 
women and associated factors in Ethiopia. BMC Women’s Health 
2020;20:22. https:// doi. org/ 10. 1186/ s12905‑ 020‑ 0892‑1.

 42. Inal E, Ahmed F, Erbaydar NP. The factors associated to justify the physical 
partner violence among married women in Turkey. Ethiop J Health Dev. 
2020;34(4):277–85.

 43. Waltermaurer E, Butsashvili M, Avaliani N, et al. An examination of domes‑
tic partner violence and its justification in the Republic of Georgia. BMC 
Women’s Health. 2013;13:44.

 44. Anaba EA, Manu A, Ogum‑Alangea D, Modey EJ, Addo‑Lartey A, Torpey 
K. Young people’s attitudes towards wife‑beating: Analysis of the Ghana 
demographic and health survey 2014. PLoS ONE. 2021;16(2): e0245881. 
https:// doi. org/ 10. 1371/ journ al. pone. 02458 81.

 45. Biswas RK, Rahman N, Kabir E, Raihan F. Women’s opinion on the justifica‑
tion of physical spousal violence: A quantitative approach to model 
the most vulnerable households in Bangladesh. PLoS ONE. 2017;12(11): 
e0187884. https:// doi. org/ 10. 1371/ journ al. pone. 01878 84.

 46. Dickson KS, Ameyaw EK, Darteh EKM. Understanding the endorsement 
of wife beating in Ghana: evidence of the. Ghana demographic and 
health survey. BMC Women’s Health. 2020;20:25. https:// doi. org/ 10. 1186/ 
s12905‑ 020‑ 00897‑8.

 47. Rashid M, Kader M, Perera NK, et al. Wife beating: a population‑based 
study in Bangladesh. Violence Gender. 2014;1(4):170–5.

 48. Conroy AA. Gender, power, and intimate partner violence: a study on 
couples from rural Malawi. J Interpers Violence. 2014;29(5):866–88.

 49. Ahinkorah BO, Dickson KS, Seidu AA. Women decision‑making capacity 
and intimate partner violence among women in sub‑Saharan Africa. Arch 
Public Health. 2018;76:5.

 50. Mann JR, Takyi BK. Autonomy, dependency or culture: examining the 
impact of resource and socio‑cultural processes on attitudes towards inti‑
mate partner violence in Ghana. Africa J Fam Violence. 2009;24:323–35.

 51. Bazargan‑Hejazi S, Medeiros S, Mohammadi R, et al. Patterns of intimate 
partner violence: a study of female victims in Malawi. J Inj Violence Res. 
2013;5(1):38–50.

 52. Hassanzadeh M. Women empowerment: A study of media and its role in 
empowerment of Afghan’s women. Indian J Sci Technol. 2018;11(23):1–8.

 53. Yount KM, Li Li. Women’s “Justification” of Domestic Violence in Egypt. J 
Marriage Fam. 2009. https:// doi. org/ 10. 1111/j. 1741‑ 3737. 2009. 00659.x.

 54. Rahman M, Hoque MA, Makinoda S. Intimate partner violence against 
women: Is women empowerment a reducing factor? A study from a 
national Bangladeshi sample. J Family Viol. 2011;26(5):411–20.

 55. Odero M, Hatcher AM, Bryant C, Onono M, Romito P, Bukusi EA, et al. 
Responses to and resources for Intimate Partner Violence: Qualitative 
findings from women, men, and service providers in rural Kenya. J Inter‑
pers Violence. 2014;29(5):783–805.

 56. Ogland EG, Xu X, Bartkowski JP, Ogland CP. Intimate Partner Violence 
against married women in Uganda. J Fam Violence. 2014;29(8):869–79.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1177/1524838013515758
https://doi.org/10.1177/1524838012445641
https://doi.org/10.1177/1077801213520580
https://doi.org/10.1177/0361684319839367
https://doi.org/10.1177/15248380211030235
https://doi.org/10.1186/s13690-021-00684-3
https://doi.org/10.1186/s12905-015-0276-0
https://doi.org/10.1186/s12905-015-0276-0
https://doi.org/10.1186/s12905-020-0892-1
https://doi.org/10.1371/journal.pone.0245881
https://doi.org/10.1371/journal.pone.0187884
https://doi.org/10.1186/s12905-020-00897-8
https://doi.org/10.1186/s12905-020-00897-8
https://doi.org/10.1111/j.1741-3737.2009.00659.x

	Impact of socio-demographic and economic factors on intimate partner violence justification among women in union in Papua New Guinea
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Materials and methods
	Data source, sampling technique and sample size
	Study variables
	Dependent variable: IPV justification
	Explanatory variables; socio-demographic and economic factors

	Statistical analysis
	Data availability and ethical consideration

	Results
	Sample characteristics of the participants
	Prevalence of IPV and IPV Justification
	Predictors of IPV justification among women in union in PNG

	Discussion
	Conclusion
	Acknowledgements
	References


