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Abstract 

Background: Physical intimate partner violence (IPV) risk looms large for younger women in Bangladesh. We are, 
however, yet to know the association between their intersectional social locations and IPV across communities. Draw-
ing on intersectionality theory’s tenet that interacting systems of power, oppressions, and privileges work together, 
we hypothesized that (1) younger, lower educated or poor women’s physical IPV experiences will be exacerbated in dis-
advantaged communities; and conversely, (2) younger, higher educated or nonpoor women’s physical IPV experiences 
will be ameliorated in advantaged communities.

Methods: We applied intercategorical intersectionality analyses using multilevel logistic regression models in 15,421 
currently married women across 911 communities from a national, cross-sectional survey in 2015. To test the hypoth-
eses, women’s probabilities of currently experiencing physical IPV among intersectional social groups were compared. 
These comparisons were made, at first, within each type of disadvantaged (e.g., younger or poor) and advantaged 
(e.g., older or nonpoor) communities; and then, between different types of communities.

Results: While our specific hypotheses were not supported, we found significant within community differences, sug-
gesting that younger, lower educated or poor women were bearing the brunt of IPV in almost every community (prob-
abilities ranged from 34.0–37.1%). Younger, poor compared to older, nonpoor women had significantly higher IPV prob-
abilities (the minimum difference = 12.7, 95% CI, 2.8, 22.6) in all communities. Similar trend was observed between 
younger, lower educated compared to older, higher educated women in all except communities that were poor. Interest-
ingly, younger women’s advantage of higher education and material resources compared to their lower educated or 
poor counterparts was observed only in advantaged communities. However, these within community differences did 
not vary between disadvantaged and advantaged communities (difference-in-differences ranged from − 0.9%, (95% 
CI, − 8.5, 6.7) to − 8.6%, (95% CI, − 17.6, 0.5).

Conclusions: Using intersectionality theory made visible the IPV precarity of younger, lower educated or poor 
women across communities. Future research might examine the structures and processes that put them at these pre-
carious locations to ameliorate their socio-economic-educational inequalities and reduce IPV in all communities. For 
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Introduction
Physical intimate partner violence (IPV) is a serious 
human rights and public health concern worldwide [1] 
and particularly in Bangladesh [2]. Although physical 
IPV risk looms large for all Bangladeshi women through 
their life courses, younger women are at a higher risk [3, 
4], so are the women who are lower educated or poor 
[5–8]. However, as Bangladeshi IPV literature mostly 
focuses on women’s single-axis categories such as age, 
education, and poverty, we do not know what happens 
when these marginalized categories (hereafter referred 
to as social locations) intersect across different types of 
communities. Intersectionality theory [9–11], originated 
in Black feminism, invites us to go beyond women’s sin-
gle-axis locations to examine the association between 
younger women’s intersectional social locations (which 
are socially produced sites of power, oppressions, and 
privileges) to add to our understanding of their height-
ened physical IPV risk. Although intersectionality has 
emerged as a critical feminist theory [12]; quantitative 
IPV literature is yet to apply and extensively engage with 
this theory. Also, of high importance is to know the role 
of communities in which women live. Although a review 
of contextual studies [13] suggested communities includ-
ing poor communities affect IPV, we do not know how 
younger women’s intersectional locations interact with 
communities. In this article, we, therefore, have applied 
intersectionality theory to examine Bangladeshi currently 
married younger women’s intersectional social locations 
of education and poverty across different types of com-
munities that shape their current experiences of physical 
IPV.

Using an intersectional analysis, a recent study has 
shown that younger, lower educated women had higher 
probabilities of experiencing physical IPV than older, 
higher educated women [14]. Although poverty is an 
important risk factor [4, 15] and communities in which 
women live affect their experiences of physical IPV [13, 
16], this study did neither examine this outcome at wom-
en’s intersecting social locations of younger age and pov-
erty, nor did it examine how these intersectional locations 
vary across communities. Since mid-1990s, studies have 
underscored the importance of communities in shaping 
women’s IPV in the United States [16] and around the 
world [13] including Bangladesh [17, 18]. A few studies 
[19, 20] have also examined interactions among women’s 

community- and individual-level single-axis locations 
(e.g., interaction between individual- and community-
level income and women’s status) but not their intersec-
tional locations. In Bangladesh, considering the role of 
child marriage and poverty [18, 21, 22], driven by patri-
archy and neo-classical economy, disadvantaged commu-
nities in which high proportions of younger married and 
poor women live (hereafter referred to as younger com-
munities and poor communities) are of particular interest.

Younger communities have likely been shaped by patri-
archy–the underlying structure and ideology of men’s 
domination or power over women [23], which contrib-
utes to early marriage in Bangladesh [24]. In such com-
munities, social norms encourage men to use violence to 
keep the men-dominated social order; therefore, public 
disapproval of women’s breaking social norms (such as 
taking jobs outside the home) may trigger IPV [3]. Thus, 
feminist theories suggest that women have greater IPV 
risk if they live in patriarchal younger communities [18]. 
Women, of course, adopt different strategies to escape 
violence [25, 26].

Due to macro social-economic policies and neoclassi-
cal economy, poor communities are likely shaped by scar-
city of resources, infrastructure, and dearth of economic 
opportunities. In these communities, lack of income 
opportunities and resource constraints may trigger stress, 
consequently physical IPV [27]. They may also unable to 
provide social support and networks for women to resist 
and men to stop perpetrating violence [28]. In Bangla-
desh, a study [20] examining the effect of community-
level factors found that community average per capita 
household income was a protective factor for physical or 
sexual IPV, although that association was marginally sig-
nificant, while another study [17] examined but did not 
find association between community-level poverty and 
physical IPV, rendering the association between commu-
nity-level poverty and IPV inconclusive. Given the lack of 
empirical evidence using nationally representative data, 
we wanted to examine whether the interaction between 
women’s intersectional social locations and community 
types affect their experiences of physical IPV.

Conceptual framework
We used Crenshaw’s intersectionality theory [10, 
11] and McCall’s intercategorical intersectional-
ity approach [12] to conceptualize this study. In 

testing hypotheses using intersectionality theory, this study might advance scholarship on physical IPV in Bangladesh 
and quantitative intersectionality globally.
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introducing intersectionality theory, Crenshaw [10] 
made visible Black women who were located at the 
intersection of two marginalized social locations: race 
and gender. Centring the experiences of Black women 
and Black, Indigenous, and people of colours (BIPOC), 
this theory highlights how individual social locations 
are produced and shaped by interacting and mutually 
constituting social structures and processes such as 
ageism, classism, sexism, and racism, exerting power 
over individuals to shape their experiences at different 
intersections of age, class, gender, and race, among oth-
ers [29–31].

To advance this field of inquiry using quantitative 
methods, McCall [12] proposed the intercategorical 
approach, which quantifies the differences among dif-
ferent intersectional locations. Consequently, the field 
of quantitative intersectionality has continued to grow 
across disciplines including public health [32]. Encourag-
ing as these applications are, a recent systematic review 
[33] revealed that exploratory analyses dominate inter-
sectionality research. Although such studies are impor-
tant, it is necessary to formulate and test theory-driven 
hypotheses that might help program managers/policy-
makers to understand and change the social structures 
to improve population health [33, 34]. Interestingly, 
intersectionality as a critical normative theory cannot be 
tested [35]. If thought of as an empirical paradigm [36] 
it is possible to select categories for research with “the 
knowledge of the research topic” ( [31] p1715).

We, therefore, drew on Bangladeshi IPV literature and 
intersectionality theory’s tenet that the interacting sys-
tems of power, oppressions, and privileges work together 
[30, 31] to generate hypotheses. We conceptualized that 
women’s individual-level intersecting locations interact 
with communities to shape their physical IPV experi-
ences (Fig. 1). We hypothesized that Bangladeshi younger 
women who are lower educated or poor are more 
oppressed in disadvantaged communities (e.g., younger 
or poor communities) than their counterparts in advan-
taged communities (e.g., older or nonpoor communi-
ties). Interacting systems of power and privileges, on the 
other hand, might help younger women who are higher 
educated or nonpoor to be more successful in escaping 
physical IPV in advantaged compared to disadvantaged 
communities.

Research questions and hypotheses
Given the above theoretical frame, we asked: (a) do 
younger, lower educated or poor women’s physical IPV 
experiences get exacerbated in disadvantaged communi-
ties? Conversely, (b) do younger, higher educated or non-
poor women’s physical IPV experiences get ameliorated 
in advantaged communities?

To answer the above questions, we tested two direc-
tional hypotheses: (1) Younger women who are lower 
educated or poor will have higher probabilities of expe-
riencing physical IPV than older women who are higher 
educated or nonpoor; these differences in probabilities 

Fig. 1 Conceptual model depicting women’s intersecting locations interacting with communities, shaping their physical intimate partner violence 
(IPV) experiences
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will be higher in disadvantaged than advantaged commu-
nities; and (2) Younger women who are higher educated 
or nonpoor will have lower probabilities of experiencing 
physical IPV than their counterparts who are lower edu-
cated or poor; these differences will be higher in advan-
taged than disadvantaged communities.

Methods
Study design
We employed an intercategorical intersectionality, mul-
tilevel, cross-sectional study design to test directional 
hypotheses [12, 37]. We used the latest nationally repre-
sentative, secondary, cross-sectional survey data admin-
istered by Bangladesh Bureau of Statistics (BBS) that 
used a stratified two-stage cluster sampling design from 
the 2015 Bangladesh violence against women survey 
(BVAWS2015) following the World Health Organiza-
tion and United Nations guidelines [38]. BBS considered 
design effect in calculating sample, selected households, 
and participants randomly, and trained interviewers to 
collect data, ensuring the privacy and confidentiality of 
women using a standard pilot-tested questionnaire.

Study setting and participants
BBS [38] conducted BVAWS2015 survey in all the seven 
Bangladeshi administrative divisions, which were strati-
fied by rural, urban, and city locations. Women 15-years 
and older living in the same household were considered 
eligible; however, guests and domestic workers who lived 
there for less than 6 months were excluded [38]. Woman 
interviewers recruited participants from their house-
holds across 911 primary sampling units (PSUs) which 
were geographical units with an average 108 households. 
After identifying households during 13–22 August 2015, 
woman interviewers conducted interviews in person with 
women and girls over a period of 15 days [38]. Only one 
participant per household was interviewed following the 
World Health Organization’s ethical guideline [38, 39].

BVAWS2015 interviewed 21,688 women who were 
15 years or older [38]. In the current study, after excluding 
never married (n = 1701), previously married (n = 1799), 
women who were not living with a spouse during the sur-
vey (n  = 2676), transgender (n  = 76), unknown gender 
(n  = 1), and women with missing information on out-
come variable (n = 14), we included 15,421 participants 
in our final sample. These currently married 15 years or 
older women were living with their spouses during the 
survey across 911 communities (see Additional file 1).

We categorized PSUs as communities [7, 40]. These 
communities comprised four types: younger communi-
ties, poor communities, older communities, and non-
poor communities. For this categorization, we used 
ever-married women’s (n  = 19,987) age and poverty 

characteristics. Each community type included at least 
120 communities with an average 17 observations (mini-
mum 8, maximum 25) per community. Also, 98.5% of 
communities had more than 10 observations. Consider-
ing the minimum requirement for community-level sam-
ples is 50 to 100 and individual-level samples for a 2-level 
model is 5 to 10 [41], we considered our community- and 
individual-level samples adequate.

As BVAWS2015 [38] had only 4.8% non-response rate 
and our sub-sample had negligible number of miss-
ing cases, the current study was able to reduce the non-
response bias. BBS [38] also took measures to reduce the 
measurement bias by considering the design effect and 
selection bias by using a nationally representative sample 
and randomly selecting PSUs, households, and women 
[42, 43]. The interviewer training in asking sensitive 
questions that followed the ethical guideline [39] might 
have also helped reducing the interviewer and social 
desirability biases.

Measures
The binary dependent variable–IPV, was constructed 
from the modified conflict tactics scale-2 [44], which is 
considered a gold standard measure [1]. Items that BBS 
[38] used to measure physically violent acts that women 
reported to have experienced in the past year included 
their getting: (a) slapped, punched or something thrown 
at them; (b) pushed, shoved or pulling of their hair; (c) 
burned with hot things; (d) acid thrown at them; (e) hot 
water/oil/milk/peas thrown at them; (f ) kicked, dragged 
or beaten up; (g) suffocated or strangled; (h) burned; 
(i) threatened with knife/weapon; and (j) hit by a stick. 
Items c, d, e, and j were country specific items. We gener-
ated IPV by coding it 1 if a woman responded yes to any 
of these acts and, 0, if not.

Individual-level independent variables included 
younger age, lower education, and poor. We used binary 
coding to manage complexity and coding decisions were 
made using previous literature examples [4, 7, 14, 45]. 
Younger age was coded 1, if women were 15 to 29 years 
old; and 0 if they were 30 years and older. Lower educa-
tion was coded 1, if women completed 0 to 4th grades; 
and 0, if they completed 5th grade or higher levels of edu-
cation. BBS [38] generated wealth quintiles using house-
hold asset items to create five wealth groups. Using this, 
the poor category was coded 1, if a woman’s household 
belonged to 1st wealth quintile; and 0, if otherwise.

Community-level independent variables included two 
binary variables: (a) younger communities and (b) poor 
communities. We generated these community types by 
calculating proportions of ever-married younger women 
and poor women living in each community. Communi-
ties in which high proportions of younger women lived 



Page 5 of 14Rahman et al. International Journal for Equity in Health            (2022) 21:4  

were coded as younger communities and the remainder 
as older communities. Similarly, communities where high 
proportions of poor women lived were coded as poor 
communities, and the remainder, as nonpoor communi-
ties. Thus, we distinguished four types of communities. 
High proportion cut-off points were determined based 
on the communities in which proportions of women 
with a specific characteristic (i.e., younger, poor) scored 
higher than one standard deviation (SD) above the mean. 
(See these cut-off points in Results section.) Using stand-
ardization addressed the rightly skewed poor community 
variable. This approach is consistent with earlier research 
[17, 46].

For covariates, we included dummy coded women’s 
religion (Islam = 1, Other = 0), geographical location 
(Rural = 1, Urban/City locations = 0), and their hus-
band’s age (< 30 = 1, > = 30 = 0) and education (<5th 
grade = 1, > = 5th grade = 0). We treated them as con-
founders, because they are potentially associated with 
married women’s age, education, and poverty; and are 
also risk factors for IPV against women in Bangladesh [4, 
19, 47–49]. We did not use women’s income variable as 
a confounder, as it potentially lies in the causal pathway 
between the dependent and independent variables.

Statistical analyses
We carried out univariate analyses to describe the vari-
ables, bi-variate analyses to examine the distribution of 
independent variables by outcome, and logistic regres-
sion analyses for hypothesis testing. We conducted com-
plete case analyses to address the missing data. We ran 
a two-level fixed effect logistic regression model with 
cross-product terms of explanatory main effects variables 
to predict IPV [37]. This model included women’s indi-
vidual-level variables (i.e., younger age, lower education, 
and poor) and community-level variables (i.e., younger 
communities and poor communities; see Additional 
file  2). Relevant interaction terms for individual main 
effects and cross-level interaction terms between indi-
vidual- and community-level variables were included fol-
lowing the well-formulated hierarchical design [50]. We 
adjusted for confounding variables and survey weights 
including sampling strata, clusters at the community-
level, and households’ and women’s weights at the indi-
vidual-level to avoid making types I and II errors [51].

For testing the discriminatory accuracy, we measured 
the intraclass correlation coefficient and incremental 
percentage change in the area under the receiver operat-
ing characteristic curve (AUC) between the null model 
(i.e., a benchmark model that included only the commu-
nity identification variable) and the explanatory model 
[52, 53]; and also estimated the significant difference in 
AUC between these models. To estimate the measures 

of association, we calculated marginal predicted prob-
abilities and significant differences across intersecting 
social locations, with pairwise comparisons and Bonfer-
roni correction. We conducted sensitivity analyses with 
continuous instead of categorical level-1 variables; and 
divided communities into deciles (i.e., 10 equal popula-
tion groups) by community-level mean age and mean 
wealth quintile values instead of using dichotomization 
(see Additional file 3).

We used 5% significance level in all estimates. Analy-
ses were conducted in Stata version 15.1 [54]; and Stata’s 
[55] margins with pwcompare was used to calculate dif-
ferences between women’s probabilities of experiencing 
IPV at different intersectional locations within communi-
ties; and lincom to measure the difference-in-differences 
between disadvantaged and advantaged communities. 
We used the strengthening the reporting of observational 
studies in epidemiology (STROBE) cross-sectional guide-
lines [56] to report this study.

Results
Women and community characteristics
Over one-third (34.0%, weighted n or  nw = 11,732,707) 
women were 15 to 29 years old; almost 50% 
 (nw = 17,108,771) had no or less than a fifth-grade edu-
cation; and 23%  (nw = 7,944,569) were poor (see Addi-
tional  file  4). At the intersection of age and education, 
11.7%  (nw = 4,053,377) women were younger, lower edu-
cated, 22.3%  (nw = 7,679,330) were younger, higher edu-
cated, while 28.2%  (nw  = 9,758,881) were older, higher 
educated. At the intersection of age and poverty, 7.9% 
 (nw  = 2,735,813) women were younger, poor, 26.0% 
 (nw  = 8,996,895) were younger, nonpoor, while 51.0% 
 (nw = 17,605,518) were older, nonpoor.

Over 82%  (nw = 28,387,282) women lived in advantaged 
communities (in which high proportions of older or non-
poor women lived) while at least 17.1%  (nw = 5,896,066) 
women lived in disadvantaged communities (in which 
high proportions of younger or poor women lived; 
see Additional file  4). High proportion cut-off points 
for defining community types were 43.3 and 41.8% for 
younger and poor communities, respectively. That is, in 
each younger community, at least 43.3% of the ever-mar-
ried women were younger; and in each poor community, 
at least 41.8% of them were poor.

IPV prevalence rates across women’s single‑axis locations 
and types of communities
Overall, although 25.1%  (nw  = 34,546,982) women 
reported experiencing IPV in the past year, the prev-
alence rates for younger, lower educated, and poor 
women compared to older, higher educated, and 
nonpoor women, respectively, were significantly 
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higher (27.8–31.4%,  nw  = 17,108,771–7,944,569 
vs. 22.3–23.3%,  nw  = 17,438,211–22,814,274; see 
Additional  file  5). IPV prevalence rate did not vary 
between younger and older communities (25.7%, 
 nw  = 6,159,700 and 24.9%,  nw  = 28,387,282), but 
it did vary for women in poor compared to non-
poor communities (29.5%,  nw  = 5,896,066 vs. 24.2%, 
 nw = 28,650,916, F (1, 890) =7.2, p = .01).

IPV prevalence rates across women’s intersectional 
locations and types of communities
Women’s intersectional social locations revealed signifi-
cant differences in IPV prevalence rates, the highest for 
younger, poor women (35.4%,  nw = 2,735,813), the lowest 
for older, higher educated women (20.1%,  nw = 9,758,881; 
see Additional file  5). Figure  2 depicts how women’s 
marginal predicted probabilities of IPV at their differ-
ent intersectional social locations varied within each 

Fig. 2 Marginal predicted probabilities (95% CI) of women experiencing physical intimate partner violence at different intersectional social 
locations across different types of communities.1Bangladesh violence against women survey 2015, unweighted N, women = 15,421; weighted 
N, women = 34,546,982; N, communities = 911.2Younger and poor communities were considered disadvantaged communities, and older and 
nonpoor communities, advantaged communities.3Dark red and green colours point to the highest and lowest predicted probabilities, the lighter 
shades lie in between these extreme point estimates.4Probabilities were estimated after running Model-2 (see Additional file 6)
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type of community. IPV probabilities varied from 18.8% 
(95% CI, 14.7, 22.9) for older, higher educated women 
in younger communities to 37.1% (95% CI, 31.0, 43.3) 
for younger, poor women in poor communities (Fig.  2). 
Younger, lower educated or poor women’s predicted prob-
abilities of IPV ranged from 34.0% (95% CI, 27.9, 40.2) 
in younger communities to 37.1% (95% CI, 31.0, 43.3) in 
poor communities.

Results of testing hypothesis 1
Within community differences indicated that younger, 
poor compared to older, nonpoor women had significantly 
higher IPV probabilities (the minimum percentage point 
difference = 12.7, 95% CI, 2.8, 22.6) in all communities 

(see Additional file 7, Fig. 3). Similar trend was observed 
between younger, lower educated compared to older, 
higher educated women in all except communities that 
were poor. The minimum percentage point difference in 
IPV probabilities was marked in older communities (13.9, 
95% CI, 8.2, 19.6) while the maximum, in younger com-
munities (15.2, 95% CI, 5.0, 25.5; see Additional file  7, 
Fig. 3). In contrast, in poor communities, younger, lower 
educated compared to older, higher educated women had 
6.4% (95% CI, − 7.0, 19.9) higher IPV probabilities, but 
this difference was not significant (see Additional file 7, 
Fig. 3).

The between community, difference-in-difference 
tests indicated no difference between disadvantaged 

Fig. 3 Results of testing Hypothesis 1. Within community differences and between community difference-in-differences in marginal predicted 
probabilities of women experiencing physical intimate partner violence between disadvantaged and advantaged communities. ***p < .000; 
**p < .00; * < 05; ns-nonsignificant at p < .05. DC=Disadvantaged communities; AC = Advantaged communities.1Bangladesh violence against women 
survey 2015, unweighted N, women = 15,421; weighted N, women = 34,546,982; N, communities = 911. 2In Panel I, difference-in-differences 
between younger and older communities = 1.3, 95% CI (− 6.1, 8.7); between poor and nonpoor communities = − 8.6, 95% CI (− 17.6, 0.5). See 
Additional file 7. 3In Panel II, difference-in-differences between younger and older communities = 3, 95% CI (− 5.2, 11.1); between poor and 
nonpoor communities = − 0.9, 95% CI (− 8.5, 6.7). See Additional file 7
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and advantaged communities (probabilities ranged from 
− 8.6% (95% CI, − 17.6, 0.5) to 3.0% (95% CI, − 5.2, 11.1; 
see Additional file 7, Fig. 3). Therefore, we could not con-
firm Hypothesis 1 (i.e., younger, lower educated or poor 
compared to older, higher educated or nonpoor women 
will have higher IPV probabilities in disadvantaged 
than advantaged communities). In other words, dispari-
ties were not higher in a disadvantaged compared to an 
advantaged community.

Results of testing hypothesis 2
In all advantaged communities (i.e., older and nonpoor 
communities), younger women who were higher edu-
cated or nonpoor compared to their lower educated or 

poor counterparts had significantly lower IPV probabili-
ties (the minimum percentage point difference = 7.8, 95% 
CI, 0.6, 14.9; see Additional file 8, Fig. 4). In only one type 
of disadvantaged communities, i.e., in poor communi-
ties, younger, nonpoor women had significantly lower IPV 
probabilities compared to younger, poor women (differ-
ence in probabilities = 12.5, 95% CI, 1.2, 23.8; see Addi-
tional file 8, Fig. 4).

However, there was no difference in disparities 
between disadvantaged and advantaged communi-
ties (difference-in-difference probabilities ranged from 
− 5.0, 95% CI, (− 12.6, 2.8) to 4.7, 95% CI (− 3.7, 13.1); 
see Additional file  8, Fig.  4). Thus, we also could not 
confirm Hypothesis 2 (i.e., younger, higher educated or 

Fig. 4 Results of testing Hypothesis 2. Within community differences and between community difference-in-differences in marginal predicted 
probabilities of women experiencing physical intimate partner violence between disadvantaged and advantaged communities. ***p < .000; 
**p < .00; * < 05; ns-nonsignificant at p < .05. DC=Disadvantaged communities; AC = Advantaged communities.1Bangladesh violence against women 
survey 2015, unweighted N, women = 15,421; weighted N, women = 34,546,982; N, communities = 911. 2In Panel I, difference-in-differences 
between younger and older communities = − 5.0, 95% CI (− 12.6, 2.8); between poor and nonpoor communities = − 2.7, 95% CI (− 11.7, 6.2), 
p = 0.55. See Additional file 8. 3In Panel II, difference-in-differences between younger and older communities = − 2.2, 95% CI (− 10.4, 5.9), p = 0.59; 
between poor and nonpoor communities = 4.7, 95% CI (− 3.7, 13.1), p = 0.27. See Additional file 8
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nonpoor compared to younger, lower educated or poor 
women will have lower IPV probabilities in advantaged 
than disadvantaged communities). In other words, 
disparities in experiencing IPV between younger, 
lower educated or poor and their counterparts who 
were higher educated or nonpoor were not more pro-
nounced in an advantaged compared to a disadvan-
taged community.

Sensitivity analyses
For hypothesis 1, sensitivity analyses (see Addi-
tional  file  9) indicated significant difference between 
younger, lower educated and older, higher educated 
women in poor compared to nonpoor communities, 
however, this finding pointed to the opposite direc-
tion to what we had hypothesized. That is, although we 
assumed that the disparities will be more acute in poor 
compared to nonpoor communities, we found that the 
disparities were higher in nonpoor compared to poor 
communities. For Hypothesis 2, the sensitivity analy-
ses did not find any difference between communities, 
confirming the findings of the primary analysis (see 
Additional file 10).

Discussion
As expected, we found significant within community dif-
ferences in experiencing IPV among younger women who 
were lower educated and older women who were higher 
educated in all communities except those that were 
poor. Younger women who were poor compared to older 
women who were nonpoor also had significantly higher 
probabilities of experiencing IPV in all communities. 
Additionally, younger, lower educated or poor women 
were disadvantaged compared to their counterparts 
who were higher educated or nonpoor in all advantaged 
(i.e., older and nonpoor) communities. Such widespread 
within community differences indicated that women’s age, 
education, and poverty are sites of both oppressions and 
privileges with underlying patriarchal and socio-eco-
nomic power structures in Bangladesh, as elsewhere [57].

However, within community differences among younger 
women who were lower versus higher educated was not 
found in younger and poor communities. Most impor-
tantly, we did not find support for our hypotheses on 
finding between community differences to point to the 
interacting systems of power, oppressions, and privileges 
working together in such a way so that younger wom-
en’s probabilities of experiencing IPV are exacerbated 
in disadvantaged communities, while they are reduced 
in advantaged communities. Contrary to what we had 
hypothesized, poor communities revealed absence of 

differences in probability of women experiencing IPV 
at the intersection of age and education, but not at the 
intersection of age and poverty.

Disadvantaged communities’ role in exacerbating 
disadvantages
Unexpectedly, we did not find support for Hypothesis 1, 
i.e., younger, lower educated or poor women’s IPV prob-
abilities did not exacerbated in disadvantaged compared 
to advantaged communities. As expected, younger, lower 
educated women compared to older, higher educated 
women had higher probabilities of experiencing IPV in 
most communities, confirming the findings of an earlier 
study, although the authors did not examine variation 
across communities [14]. However, in poor communi-
ties, the hypothetically privileged, older, higher educated 
women did not occupy an advantaged location, rendering 
no difference between poor and nonpoor communities. 
This absence of difference in IPV probabilities between 
these marginalized and privileged groups in poor com-
munities occurred not because younger, lower educated 
women had low levels of IPV probabilities, but the older, 
higher educated women had high levels of IPV compared 
to their counterparts in nonpoor communities. There-
fore, such equality in poverty, as previously shown in the 
Canadian context (Armstrong, 1996 as cited in [58]), is 
not ideal. To clarify, an intersectional social justice pro-
ject does not expect the oppression against a privileged 
group to increase to make them equally vulnerable to 
an oppressed group. Instead, the purpose is to reduce 
oppression for all groups with greater attention to those 
at more disadvantaged locations at an accelerated rate 
[59].

In contrast, the significant difference between 
younger, poor and older, nonpoor women in poor com-
munities indicates the importance of material resources 
over education in these settings. According to gender 
equity and IPV literature, education that increases per-
sonal capability, skills, and employment opportunity 
is pivotal to empower women, and women’s empow-
erment is key to combating IPV [7, 40, 60]. Theoreti-
cally, education may also equip women with higher 
bargaining power and greater ability to resolve conflict, 
in turn, motivating them not to accept violence either 
as a patriarchal norm or an instrument of conflict reso-
lution [15, 40, 61]. Considering this, one would expect 
educated women to achieve a higher social status 
and standard of living and be more equipped to man-
age stress and conflict with a concomitant reduction 
in experiencing IPV [14, 40]. In this study, although 
the social processes were not examined, it is plausible 
that the protective effect of education played a positive 
role for older and higher educated women in nonpoor 
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communities, but not in poor communities. This might 
be due to the status inconsistency between spouses in 
education while living in a resource poor setting [62]. 
For example, women with higher education than hus-
bands were more likely to experience IPV in India [46] 
and in a factory-based violence prevention study in 
Bangladesh [63]. However, studies using nationally rep-
resentative data in Bangladesh found it to be either a 
protective factor or to have no effect although these 
authors did not account for poor community settings 
[7, 64].

Advantaged communities’ role in ameliorating advantages
Hypothesis 2 was supported by the finding that younger 
women who were equipped with higher education and 
material resources had reduced IPV probabilities com-
pared to younger, lower educated or poor women in 
advantaged (i.e., nonpoor and older) communities. 
Although this provided support for our underlying 
assumption that interacting systems of power and privi-
leges at the community-level work together, the differ-
ences did not vary significantly between advantaged and 
disadvantaged communities. Interestingly, in poor com-
munities, younger, nonpoor women were better off com-
pared to younger, poor women; however, younger women 
with either lower or higher education were equally dis-
advantaged. This suggests that, in these communities, 
women’s economic status played a protective role while 
their levels of education did not. Indeed, an anthropo-
logical study conducted in Bangladeshi villages revealed 
that access to education created younger women’s ability 
to work, improving their family income, consequently, 
contributing to a decline in IPV in poor communities 
[61]. It is, therefore, plausible that the promise of educa-
tion falls flat when it does not lead, at the same time, to a 
reduction in poverty; even with a higher education, pov-
erty related stress and conflicts may lead to higher rates 
of IPV [14, 61].

Interestingly, in patriarchy dominated younger com-
munities, younger women who were either higher edu-
cated or nonpoor did not get any advantage over their 
marginalized counterparts who were lower educated or 
poor, reflecting the durability of patriarchal settings that 
put younger women at the most precarious location irre-
spective of their education and economic status. In con-
trast, a cross-cultural study using data from 44 countries 
indicated that women’s education was likely to reduce 
violence in countries where wife abuse was normative 
than where it was not [65]. However, a recent study [18] 
in Bangladesh found that the advantage of women getting 
married at a later age is reversed in patriarchal communi-
ties, where high proportions of girls are married before 

age 15. Another study found that women’s empower-
ment, although a protective factor for IPV in a socially 
progressive setting in Bangladesh, became a risk factor in 
a socially conservative setting [19].

Implications of younger women’s intersectional locations 
across community types
As we did not find evidence that disadvantaged com-
munities exacerbate and advantaged communities ame-
liorate IPV for younger women, we cannot suggest 
prioritizing disadvantaged over advantaged communi-
ties for intervention. Younger, lower educated or poor 
women were clearly located on the bottom rung, bearing 
the brunt of IPV in all communities. The robust within 
community differences suggest that disrupting patriar-
chal norms and practices that put younger women at the 
most precarious social location and ameliorating their 
material and educational conditions are to be prioritized 
in all communities. Also, absence of difference between 
younger, lower educated and younger or older, higher 
educated women (i.e., a flattening effect of education 
regardless of age) might point to the problem of educa-
tion not being translated into social and material ben-
efits in poor communities [66]. Therefore, Bangladeshi 
IPV prevention programs and policies should invest in 
providing quality education and improving women’s 
material conditions and gender equitable relationships 
and norms, addressing power imbalances in all commu-
nities. A recent study found that providing educational 
support, skills, and gender awareness training to adoles-
cent girls helped reducing child marriage in Bangladeshi 
villages [67]. Similar initiatives can be made to reduce 
IPV. Following the proportionate universalism approach 
[59] reaching out to all women in all communities, but 
investing more resources for younger women and com-
munities that are poor might be justified. Future studies 
may examine the socio-economic-political structures 
and processes that underlie the power, oppressions, and 
privileges to reduce inequality and IPV against not just 
younger women, but all women. This would allow avoid-
ing oppression Olympics or competition among multiple 
marginalized groups [68] towards building intersectional 
solidarity and effect change.

Strengths and limitations
Embedded in intersectionality theory is the social jus-
tice project of addressing violence against women [11, 
69], yet, thus far, only 1% applied quantitative inter-
sectionality studies have incorporated this theory to 
examine IPV (authors’ estimate from Bauer et al.’s [70] 
review article). Interestingly, none of these IPV stud-
ies used or tested intersectionality theory informed 
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hypotheses. The current study, thus, helps advancing 
the IPV and intercategorical intersectionality scholar-
ship by generating and testing intersectionality theory 
oriented, directional hypotheses. Although intersec-
tionality is not a testable theory [35], we drew on IPV 
literature to generate hypotheses. We pragmatically 
used existing social categories that are sites of power, 
oppression, and privilege, as required in intersection-
ality research [12]. As such, it answers recent calls 
to conduct intercategorical research that “embed an 
explicit theoretical frame to best meet the tenets of 
intersectionality” ( [71] p262). This study benefits 
from using a large sample, with a low rate of non-
response (BBS,  [38]). It is important to note, however, 
that identifying social categories with IPV or sensi-
tive outcomes has a stigmatizing potential that might 
further harm [52]. On the other hand, the fear of stig-
matization might also keep IPV underground [39]. 
To avoid this, the current study focussed on women’s 
social locations, not identities [32].

This study has several limitations. As it was quan-
titative, we could not incorporate women’s subjec-
tive experiences. Using a cross-sectional survey data 
allowed us only to indicate association, not causa-
tion. Due to unavailability of data, we could neither 
include variables on structures that generate women’s 
social locations, nor could we include process indica-
tors that lead to IPV, although these are key aspects 
of intersectionality theory. To manage complexity, we 
dichotomized the variables, however, we followed pre-
vious literature to set cut-offs and conducted sensitivity 
analyses. Although the modified conflict tactics scale 
is considered a gold standard measure [1], IPV can be 
expressed differently across cultures [72]. Interestingly, 
BBS [38] included country specific items to address this 
issue. As BBS did not over sample some marginalized 
populations, we also could not include Indigenousness, 
disability, and gender identity categories that are some 
critical social locations [69]. Given that women are 
subject to multiple forms of violence [38], it is impor-
tant to apply this analysis to examine multi-dimen-
sional violence against women in the future. Moreover, 
since intersectional inequalities change across time 
and place [12, 31], doing a longitudinal study could 
have captured how intersectionality inequalities travel 
across the life course. Considering the enormity of IPV 
problem, the BBS might consider conducting longitu-
dinal surveys to allow examination of causal processes 
as well as any change in IPV going forward. As women’s 
getting married at a young age is not common in all 
countries, the concept of younger communities might 
be unique to countries like Bangladesh, offering limited 

generalizability. However, the precarities of women’s 
lower education, poverty, and their living in poor com-
munities are realities in many settings; therefore, the 
findings of this study might be partially applicable to 
other low- and middle-income countries.

Conclusion
While we found no evidence that younger women’s 
intersecting disadvantages got worse in disadvantaged 
communities and improved in advantaged communi-
ties, we found significant within community differences, 
revealing complex inequalities within each type of com-
munity. As the purpose of an intersectional, social jus-
tice project is to reduce the underlying oppression for 
all social groups with greater attention to those at more 
disadvantaged locations, we suggest (a) addressing patri-
archal norms, practices, and the economic power struc-
tures that put younger, lower educated or poor women 
at most precarious social locations and (b) ameliorating 
their material and educational conditions in all commu-
nities. Additionally, in poor communities, the flattening 
effect of education for older as well as younger women 
are to be further examined. Future studies also need to 
examine the socio-economic-political forces and pro-
cesses that underlie the power, oppressions, and privi-
leges at the intersectional locations to reduce inequality 
and IPV against not just for younger, but all women. For 
generating and testing intersectionality theory-oriented 
directional hypotheses in IPV research, this study might 
advance scholarship on domestic violence and quantita-
tive intersectionality globally.
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