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Prior studies of the association between intimate partner violence (IPV) and depressive symptoms have typically
excluded economic coercion (EC), a prevalent form of IPV worldwide. Here, we used structural equation models
(SEM) to estimate the association of EC with depressive symptoms, with and without adjustment for physical/
psychological/sexual IPV, among women in rural Matlab, Bangladesh. Data were collected from cross-sectional
surveys with married women 15-49 years, conducted between November 2018 and January 2019. Prior-week
depressive symptoms were measured using the 10-item Centre for Epidemiologic Studies Depression shortform. Lifetime EC was assessed using a bi-dimensional, 36-item scale developed in Matlab. Lifetime physical/
sexual/psychological IPV was assessed using the 20-item WHO Domestic Violence module. Covariates were age,
age at marriage, and schooling; partner’s schooling; and household wealth. Among 929 women, lifetime expe
rience of EC ranged from 41.9% (control over access to work, schooling, and training) to 50.0% (control over
use/maintenance of economic resources), while any lifetime physical/psychological/sexual IPV was 89.5%.
Coercion involving the use and maintenance of economic resources had a significant, adjusted association with
depressive symptoms (standardized coefficient = 0.491, p<0.001, R2=0.221). The standardized association of
any physical/psychological/sexual IPV with depressive symptoms, adjusted for covariates and cluster sampling,
was 0.346 (p <0.001, R2=0.143). When further adjusted for the two measures of EC, the association was
attenuated and non-significant (0.049, p = 0.817). These findings suggest that EC is prevalent, significantly
associated with depressive symptoms, and attenuates the association of other forms of IPV with depressive
symptoms. Addressing EC with other forms of IPV may be necessary to reduce depressive symptoms in exposed
women.

1. Introduction
Depression is ranked by the WHO as the leading cause of disability
globally and among women, who experience depression more often
(5.1%) than do men (3.6%) (Friedrich, 2017; WHO, 2017). More than
80% of the non-fatal burden of depression occurs in low- and
middle-income countries (LMICs) (WHO, 2017), where mental health
care infrastructure often is underdeveloped and underfunded. Depres
sion risk in LMICs may be influenced by social factors, such as poverty
and income inequality, as well as man-made and natural disasters,
including armed conflict (Rathod et al., 2017). Discrimination and social
norms against women and members of religious, ethnic, and other

minority groups may increase the burden of depressive disorders in
these populations (Rathod et al., 2017). Globally, women are more likely
than men to experience adverse life events strongly associated with the
onset of depressive episodes, such as prenatal and postnatal stress,
physical and sexual abuse, and intimate partner violence (IPV) (Ogbo
et al., 2018).
Bangladesh is among the leading contributors to the burden of
depressive disorders in South Asia, with an age-standardized depressive
disorders prevalence of 4.4% (Ogbo et al., 2018). Among women of
reproductive age (15–49 years), the prevalence was 5.8%, higher than
that among women globally and among women across LMICs (IHME,
2017). In Bangladesh, IPV is prevalent, with half of ever-married women
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symptoms among women outside of these periods, Esie et al. found a
dose-response relationship between the severity of each of psychologi
cal, physical, and sexual forms of IPV and the risk of a major depressive
episode in a sample of married, non-pregnant women in rural
Bangladesh (2019).
Parvin et al. have previously described pathways between various
forms of partner violence (physical, sexual, economic, and emotional),
workplace violence, and depressive symptoms among female garment
workers in Dhaka City (2018). The authors did not find a significant
effect of any prior-year IPV on depressive symptoms; instead, IPV was
found to significantly increase women’s experiences of workplace
violence and work-related stress, resulting in the development of
depressive symptoms. The non-direct effect of any prior-year IPV on
depressive symptoms, in contrast to findings of Esie et al., may relate to
differences in the earning status of garment workers and rural women
(most of whom do not earn an income); the nature of workplace violence
for those who work; and differences in EC experienced by women who
work in the formal sector versus women who do not
Here, we examined the relationships of EC with depressive symp
toms, accounting for other forms of IPV, using cross-sectional survey
data from 929 married women 15–49 years in rural Matlab, Bangladesh.
We hypothesize that EC, a form of IPV, will be associated positively with
depressive symptoms. This may occur because of the well-documented,
deleterious effects of trauma and violence on mental health (Stylianou,
2018). It also may occur indirectly; for instance, EC suppresses women’s
ability to make autonomous decisions regarding financial resources,
including decisions about healthcare, and this may increase suscepti
bility to depression and other health conditions (Yount et al., n.d.). We
also hypothesize a high correlation of EC with other forms of IPV, with
women experiencing high levels of EC similarly experiencing high levels
of other IPV forms. This analysis aims to provide a more comprehensive
picture of how various co-occurring forms of partner violence and
coercion contribute to women’s experiences of depressive symptoms. To
the best of our knowledge, this is the first study to assess the independent
association of EC and depressive symptoms, net of other forms of IPV, in
a LMIC.

reporting lifetime physical IPV (49.6%) and over one in four reporting
lifetime psychological IPV (28.7%) and sexual IPV (27.3%) (Bangladesh
Bureau of Statistics et al., 2016). In 2015, among ever-married women,
24.2% reported psychological IPV, 20.8% reported physical IPV, and
13.3% reported sexual IPV, in the prior 12 months (Bangladesh Bureau
of Statistics et al., 2016). Compared to urban areas of Bangladesh, life
time physical, psychological, and sexual IPV is more prevalent in rural
areas, affecting three in four ever-married women (74.8%) (Bangladesh
Bureau of Statistics et al., 2016).
Prior studies among women have established a positive association
between commonly measured forms of IPV and depressive symptoms. In
a systematic review of 13 studies, Devries et al. found odds of depressive
symptoms 1.97 times higher among women who had experienced IPV
(2013); in a systematic review of 37 studies, Beydoun et al. calculated
that 9%–28% of the proportion of major depressive disorder, elevated
depressive symptoms, and postpartum depression among women is
attributable to lifetime exposure to IPV (2012). However, both reviews
rely overwhelmingly on data from high-income countries. We conducted
a thorough conceptual review of the literature on women’s experiences
of intimate partner violence (IPV) and depressive symptoms in LMICs,
with a focus on Bangladesh. Between July 15, 2019 and August 31,
2019, we searched PubMed and Google Scholar to identify
peer-reviewed English-language publications with the title or abstract
keywords “depression”, “depressive symptoms”, “mental health”, and
“intimate partner violence” and related terms, such as “domestic
violence”. In rural Vietnam, women’s prior-year exposure to physical
and/or sexual IPV increased odds of reporting sadness or depression by
4.5 times (Vung et al., 2009). In Nepal, women with a higher probability
of exposure to IPV experienced a higher count of depressive symptoms,
and those who had a high probability of experiencing all forms of IPV
had a mean weighted symptom count 2.3 times that of those who had a
low probability of experiencing any form of IPV (Clark et al., 2019). In
Ethiopia, prior-year physical IPV, severe and mild emotional IPV, and
high spousal control of women all were statistically significantly asso
ciated with a past-year depressive episode (Deyessa et al., 2009).
This literature has focused on physical and sexual forms of IPV; other
common forms of IPV are less well studied. Economic coercion (EC) is a
form of IPV, which encompasses any coercive behaviours by an intimate
partner aimed at controlling the abilities to acquire, use, and maintain
economic resources (Adams et al., 2008; Yount et al., 2016; Postmus
et al., 2020; Yount et al., n.d.). Perpetrators of EC keep their partners
financially dependent and socially isolated (Postmus et al., 2020), and
examples of EC behaviors include actively minimizing access to savings
and assets (Braaf & Meyering, 2011) and barring a partner from
participating in education and/or the workforce (Breckenridge et al.,
2014). EC is an important contributor to the “totality of violence”
experienced in intimate partnerships (Cook & Parrott, 2009; Dutton &
Goodman, 2005; Yount et al., 2016), and women’s experiences of EC
and other forms of IPV often co-occur (Sanders, 2015; Yount et al.,
2016). Existing population-based estimates of EC range from 28% in
Northern Vietnam (Yount et al., 2016) to 53% in Bangladesh
(Bangladesh Bureau of Statistics 2016). Recently, using the first vali
dated instrument for the measurement of EC in LMICs, the lifetime
prevalence of any EC was estimated at 62.3% in Matlab, Bangladesh
(Yount et al., n.d.).
In Bangladesh, on balance, prior empirical studies of the association
between IPV and depressive symptoms among women have focused on
the pregnancy and postpartum periods (Azad et al., 2019; Black et al.,
2007; Gausia et al., 2009; Islam et al., 2017a; Islam et al., 2017b; Kabir
et al., 2014; Silverman et al., 2007; Surkan et al., 2016). These studies
have demonstrated positive associations. As fertility rates in Bangladesh
continue to decline (IHME, 2017) and the pregnancy and postpartum
periods constitute an increasingly smaller fraction of a woman’s life
span, there is compelling motivation to study the factors that contribute
to women’s depressive symptoms outside of these periods. Among the
few studies in Bangladesh of the influence of IPV on depressive

2. Methods
2.1. Study design and participants
The Institutional Review Boards of Emory University and the Inter
national Centre for Diarrhoeal Diseases, Bangladesh (icddr,b) reviewed
and approved the study protocol. Survey data were collected in the rural
Matlab sub-district of Bangladesh as part of Measuring economic coercion
against wives in Bangladesh, a mixed-methods study to develop and
validate a comprehensive scale to measure exposure to EC (Yount et al.,
n.d.). The Matlab sub-district is located 55 km southeast of the capital,
Dhaka. The population of Matlab is approximately 500,000 and 88%
Muslim. Though most households have diverse sources of income, the
main sources are remittances (33%), business (24%) and services (21%);
despite gains, Matlab remains a relatively poor setting, and about 49% of
households own no agricultural land ("Registration of health and de
mographic events 2016, Scientific Report No. 138.," 2018). The mean
age at first marriage for women is 19.1 years ("Registration of health and
demographic events 2016, Scientific Report No. 138.," 2018).
Eligible study participants were married women 15–49 years living
with their husbands, a sample that reflects societal expectations for
formal marital unions and includes younger women, who are at higher
risk of IPV in Bangladesh (Rahman et al., 2014). The sample was drawn
from a random sample of 30 of the 142 villages included in the Matlab
Health and Demographic Surveillance System (HDSS), maintained by
the icddr,b. The HDSS infrastructure enabled cost-effective sampling for
this study. In each selected village, 44 households with one or more
eligible participant were selected. One eligible participant was
randomly selected per household to ensure privacy. Fieldwork was
2

Z. Khan et al.

SSM - Population Health 12 (2020) 100641

conducted between November 2018 and January 2019.
Nine hundred and thirty of 1,019 eligible women were interviewed,
for a response rate of 91%. Study participants completed a 12-module
questionnaire that covered topics including their household assets/
amenities and household member demographics; family and de
mographic background; husbands’ demographic background; economic
activities; assets owned by their households and by them individually;
household borrowing behaviours; depressive symptoms; group mem
bership and social support; various forms of agency, including attitudes
about gender and IPV against women; exposure to EC; and exposure to
psychological, physical, and sexual IPV. One participant was missing
outcome data and was excluded from analysis, leading to a final analytic
sample size of 929.

2.4. Covariates
Lifetime experience of physical, sexual, and/or psychological IPV
was assessed using a set of 20 questionnaire items developed by the
World Health Organization (García-Moreno et al., 2005). Women indi
cated whether they had ever-experienced each of the 20 items
(1=yes/0=no). For descriptive analyses, women who replied “yes” to at
least one item were categorized as having ever-experienced any phys
ical, sexual, and/or psychological IPV. Given our aim of assessing the
independent contribution of EC to depressive symptoms, adjusting for
other forms of IPV, we used a unidimensional model for other forms of
IPV, as did Parvin et al. (2018). The unidimensional model was vali
dated through CFA (model fit: root mean square error of approximation
0.09; comparative fit index 0.92; Tucker–Lewis index 0.91). The 20
items were used to construct a latent variable for any physical, sexual,
and/or psychological IPV (“any IPV”).
Potential confounders of the associations between EC, IPV, and
depressive symptoms included the respondent’s age and schooling level,
partner’s schooling level, and household socioeconomic status (SES)
(Abramsky et al., 2011; Esie et al., 2019; Islam et al., 2017b). Age,
schooling level, and partner’s schooling level were modelled as
continuous variables. For household SES, a principal components anal
ysis (PCA) was conducted following Demographic Health Survey
guidelines, and the score derived from the first principal component was
retained (Rutstein, 2015).

2.2. Outcome
Prior-week depressive symptoms were captured using a shortened
form of the Center for Epidemiologic Studies Depression (CES-D) scale
(Zhang et al., 2012). The 10-item short form has been used previously in
Bangladesh (Wagg et al., 2019) and has been validated among this
sample of women. Participants were asked how often they experienced
each of 10 items associated with depression, including feeling fearful,
feeling lonely, and experiencing restless sleep. Response options were on
a 4-point ordinal scale, ranging from rarely or none of the time/less than 1
day a week (0), some or a little of the time/1–2 days a week (1), moderate
amount of time/3–4 days a week (2), to most or all of the time/5–7 days a
week (3). Following confirmatory factor analysis (CFA), the item “I felt
hopeful about the future” was dropped because it did not load adequately
(CFA results available upon request). Nine items were retained.
Because the original, 20-item CES-D scale and the 10-item CES-D
short form version are screening tools, not diagnostic tools (Radloff,
1977; Weismann et al., 1977), we interpreted the measured outcome
specifically as depressive symptoms and not depression, which requires
clinical diagnosis. To the best of our knowledge, the diagnostic validity
of the CES-D-10 has not been established in Bangladesh. In the few
studies from China and the United States, cut-offs for the CES-D 20 have
ranged widely, from 8 to 16 (Weismann et al., 1977; Irwin et al., 1999;
Cheng & Chan, 2005; Björgvinsson, et al., 2013), while in South Africa,
optimal cut-offs varied from 11 to 13 across the three major language
groups (Baron et al., 2017). Modelling depressive symptoms as a
continuous latent variable allowed us to avoid the use of a cut-off score
that may have been inappropriate for the context of Bangladesh.
Moreover, modelling the outcome as a latent variable accounted for
measurement errors and covariance between items.

2.5. Analysis
To examine the sample characteristics and the rates of the outcome
and exposure variables and covariates, descriptive analyses were per
formed using STATA version 16 (College Station, TX). Factor scores
were generated for prior-week depressive symptoms, and distributions
of the exposure and covariates were compared across tertiles of the CESD9 factor-score (lower, middle, and higher.) Chi-square tests were used
to test independence of assocations between categorical variables. Mean
differences for continuous variables were tested using one-way ANOVA
or t-tests.
For all statistical tests, structural equation models (SEM) were esti
mated to explore the paths from EC and other forms of IPV to depressive
symptoms, allowing latent variables for EC and IPV to be correlated.
Variables included in the model were based on theory, empirical studies,
and bivariate analyses in the study sample. Models for the associations
of EC with depressive symptoms were estimated with and without
covariates, and standardized coefficients were reported. Path models
were fitted using maximum likelihood missing value (mlmv) estimation
to model all available data. The comparative fit index (CFI >0.95),
Tucker-Lewis Index (TLI >0.95), and root mean square error of
approximation (RMSEA <0.05) were used to assess model fit (Barrett,
2007). All SEM analyses were conducted with MPlus version 8 (Muthén
& Muthén, 1998–2017). All analyses were adjusted for the cluster
sampling design.

2.3. Exposure
Lifetime experience of EC was assessed using the validated 36-item
Economic Coercion Scale (ECS-36) ( Yount et al., n.d.). This
bi-dimensional model for EC captured access to work, schooling, and
training (14 items modelled as latent variable “EC1”) as well as control
over use and maintenance of economic resources (22 items modelled as
latent variable “EC2”). To capture variation in EC and EC in totality,
both measures of EC included items that are less and more severe.
Example EC1 items included “Has your husband or partner ever dis
allowed you to go to your work, school or training, or do any
home-based income earning activity?” and “Has your husband or part
ner ever demanded that you quit your job, schooling or training?”
Example EC2 items included “Has your husband or partner ever refused
to give you money to buy food, clothes or other necessities, even when
he had the money?” and “Has your husband or partner ever beaten you
up if you challenged his financial decisions?” Participants indicated
whether they had ever experienced (yes/no) each item. In descriptive
analyses, for each measure of EC, an overall score greater than 1 indi
cated ever-experience of the measure. Each measure of EC was modelled
as a continuous latent variable in the SEM analysis.

2.6. Role of funding source
The funders of the study had no role in study design, data collection,
data analysis, data interpretation, or writing of the report. The lead
authors and senior author had full access to all the data in the study and
were responsible for the final review of the manuscript. All authors
approved the final version of the manuscript before submission for
publication.
3. Results
3.1. Sample description
Among study participants (N = 929), the mean factor score for prior3
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week depressive symptoms was 0.16 (SE 0.07), with scores ranging from
-2.10 to -1.10 for the lower tertile, -1.00 to 0.88 for the middle tertile,
and 0.88 to 6.30 for the higher tertile (Table 1). On average, women in
the higher tertile more often experienced EC than did women in the
lower tertile. While 49.5% of women in the higher tertile reported ever
experiencing coercion in accessing work, schooling, and training (EC1),
29.3% of women without symptoms reported the same. Over half of
women in the higher tertile reported ever experiencing coercion sur
rounding the use or maintenance of economic resources (EC2) (66.0%),
compared to 33.4% of women in the lower tertile. Lifetime experience of
any physical, sexual, and/or psychological IPV also differed by experi
ence of any prior-week depressive symptoms, with 86.6% of the lower
tertile and 93.2% of the higher tertile reporting any lifetime experience.
Co-occurrence of EC and IPV also was assessed. A higher percentage
of women in the higher tertile experienced both forms of EC (40.5%)
than did women in the lower tertile ( 17.0%). Women in the higher
tertile also reported experiencing at least one instance of all forms of
violence (i.e. both forms of EC, along with physical, sexual, and/or
psychological IPV) more than twice as often than did women in the
lower tertile (38.5% and 16.7%, respectively).
On average, women in the higher tertile of depressive symptoms
were older, had less formal schooling, and had partners with less formal
schooling. The mean age of women in the higher tertile reporting any
depressive symptoms was 35.9 years, compared to 33.7 years for women
in the lower tertile. A lower percentage of women in the higher tertile

(46.6%) than women in the lower tertile (59.4%) had completed six or
more years of schooling. Similarly, compared to women in the lower
tertile, women in the higher tertile less often had partners who had
completed six or more years of formal schooling (53.4% versus 43.7%).
While 71.2% of women in the higher tertile lived in relatively lower- or
moderate-wealth households, a lower percentage of women in the lower
tertile (63.0%) had similar wealth status. The mean age at first marriage,
which did not vary across tertiles, was 17.0 years for the overall sample.
Table 2 reports mean factor scores for depressive symptoms by life
time experiences of coercion/violence. Women who had experienced
EC1, EC2, or both EC1 and EC2 had statistically significantly higher
mean factor scores for depressive symptoms than women who reported
no experiences of violence and/or coercion. Further, women who had
any lifetime experience of physical, sexual, and/or psychological IPV
(whether alone, in combination with EC1 or EC2, or in combination with
EC1 and EC2) had statistically significantly higher mean depressive
symptoms scores.
3.2. Latent-variable structural equation model results
3.2.1. Correlations of EC and other forms of IPV
Fig. 1 depicts all paths modelled with the structural equations.
Fig. 1a depicts the correlations between all measured forms of IPV (EC,
physical IPV, sexual IPV, and psychological IPV). The correlation be
tween both forms of EC (i.e. coercion in accessing work, schooling, and

Table 1
Descriptive characteristics of the study sample by prior-week depressive symptoms (factor score tertiles), married women ages 15–49 years in Matlab sub-district,
Bangladesh (N = 929).
Prior-week depressive symptoms
Overall mean: 0.16 (SE 0.07)
Total (n = 929)

%
Age in years
15-19
20-24
25-29
30-34
35-39
40-44
45-50
Age at first marriage
Under 15
15-19
20-24
25-29
30+
Highest class completed
No education
1–5 years of education
≥6 years of education
Partner highest class completed
No education
1–5 years of education
≥6 years of education
Household wealth index
Lower income
Moderate income
Higher income
Lifetime experiences of coercion/violence
Coercion in accessing work, schooling, or training (EC1)
Coercion in use/maintenance of economic resources (EC2)
EC1 with EC2
Physical/sexual/psychological partner violence (IPV)
EC1 with physical/sexual/psychological IPV
EC2 with physical/sexual/psychological IPV
All forms of violence
a

2.9
10.8
13.0
19.7
18.5
19.2
15.9
18.4
65.1
13.9
2.2
0.4
15.0
32.4
52.6
19.7
30.6
49.7

Mean (SE)a
35.0 (0.4)

17.0 (0.1)

6.1 (0.3)

6.0 (0.3)

Lower
(Range: -2.10,
-1.10)
n = 335
%
4.5
12.8
15.8
19.1
16.7
18.8
12.2
13.4
70.5
13.1
2.1
0.9
14.6
26.0
59.4
17.0
29.6
53.4

Mean (SE)
33.7 (0.5)

17.1 (0.2)

6.5 (0.2)

6.6 (0.3)

Middle (Range: -1.00, 0.88) n = 285

%
2.5
11.9
11.6
18.3
18.6
19.0
18.3
19.7
64.9
13.0
2.4
13.3
35.4
41.2
17.9
30.2
41.9

Mean (SE)
35.4 (0.5)

16.9 (0.2)

6.1 (0.2)

6.3 (0.3)

%
1.6
7.4
11.3
21.7
20.1
19.7
18.1
22.7
59.6
15.5
1.9
0.3
16.8
36.6
46.6
24.3
32.0
43.7

34.1
32.0
33.9

31.9
31.0
37.0

33.7
30.5
35.8

36.9
34.3
28.8

41.9
50.0
30.0
89.5
38.5
47.4
28.7

29.3
33.4
17.0
86.6
26.6
31.3
16.7

48.4
51.9
34.0
88.8
43.9
49.8
32.3

49.5
66.0
40.5
93.2
46.6
62.5
38.5

All reported standard errors adjusted for cluster sample design.
4

Higher
(Range: 0.88,
6.30)
n = 309
Mean (SE)

p

35.9 (0.4)

0.01

17.0 (0.2)

0.64

5.6 (0.2)

0.07

5.3 (0.3)

<0.01

0.15

<0.01
<0.01
<0.01
0.02
0.02
<0.01
<0.01
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training, and coercion involving the use or maintenance of economic
resources) was moderate (0.55). The correlation between EC in access
ing work, schooling, and training (EC1) and any IPV was low (0.39),
while the correlation between EC involving the use or maintenance of
economic resources (EC2) and any IPV was high (0.76).
3.2.2 Fully-adjusted models with economic coercion, other forms of
IPV, and depressive symptoms.
In a model adjusted for all covariates but no measure of EC (Fig. 1b),
lifetime experience of physical, sexual, and/or psychological IPV was
significantly, positively associated with prior-week depressive symp
toms (estimate 0.346, SE 0.038, p<0.001). When both measures of EC
were added to this model (Fig. 1c), lifetime experience of physical/
sexual/psychological IPV no longer had a significant association with
prior-week depressive symptoms. In this model, economic coercion
involving control over the use and maintenance of economic resources
(EC2) was significantly associated with prior-week depressive symp
toms, with a coefficient of 0.491 (SE 0.093, p<0.001).

Table 2
Mean prior-week depressive symptoms (factor scores) by lifetime experiences of
coercion/violence, married women ages 15–49 years in Matlab sub-district,
Bangladesh (N = 929).
Lifetime experiences
of coercion/violence

Coercion in accessing
work, schooling, or
training (EC1)
Coercion in use/
maintenance of
economic
resources (EC2)
EC1 with EC2
Physical/sexual/
psychological
partner violence
(IPV)
EC1 with physical/
sexual/
psychological IPV
EC2 with physical/
sexual/
psychological IPV
All forms of violence

None

Any

p

N

Mean
depressive
symptoms
(SE)a,b

N

Mean
depressive
symptoms
(SE)

540

− 0.08 (0.09)

389

0.48 (0.09)

<0.01

465

− 0.31 (0.10)

464

0.62 (0.10)

<0.01

650
98

− 0.08 (0.09)
− 0.36 (0.16)

279
831

0.70 (0.10)
0.22 (0.07)

<0.01
<0.01

4. Discussion
571

− 0.06 (0.09)

358

0.51 (0.09)

<0.01

489

− 0.27 (0.10)

440

0.63 (0.10)

<0.01

662

− 0.06 (0.09)

267

0.69 (0.10)

<0.01

The high prevalence of depressive symptoms among women in our
sample reaffirmed previous findings in rural Bangladesh (Bangladesh
Bureau of Statistics et al., 2016; IHME, 2017; Ogbo et al., 2018). Further,
our study demonstrated that EC is a prevalent form of IPV against
women in Matlab. EC often co-occurred with physical, psychological,
and/or sexual forms of IPV, contributing substantively to the totality of
violence that women in Matlab experience.
EC involving control over the use and maintenance of economic re
sources had a significantpositive association with women’s prior-week
depressive symptoms when adjusting for covariates, including other
forms of IPV. This finding indicates that researchers who are not

a

All reported standard errors adjusted for cluster sample design.
b
Factor scores for prior-week depressive symptoms range from -2.1 (lowest)
to 6.3 (highest).

Fig. 1. Path models of the associations between economic coercion, other forms of IPV,and depressive symptoms.
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systematically measuring women’s experiences of EC are likely obtain
ing overestimates of the association between otherforms of IPV and
depressive symptoms. Unbiased estimates are imperative to advancing
our understanding of the myriad ways in which violence against women
(VAW) affects women’s health and to develop effective interventions for
ending VAW. To this end, violence-specific surveys and multi-purpose
surveys with violence modules should include validated questions on
EC (Yount et al., n.d.), and future analyses of the psychological and
physical health consequences of IPV, especially in LMICs where EC is
prevalent, should include measures of EC.
Our study relied on a bi-dimensional measure of economic coercion,
which allowed us to discern the associations of different forms of eco
nomic coercion with depressive symptoms. While coercive control over
the use and maintenance of economic resources (EC2) had a statistically
significant adjusted association with depressive symptoms, coercion
involving access to work, schooling, and travel (EC1) did not. Items
included in the latter form of coercion (such as “picking fights to prevent
a partner from going to school or work”) may be less severe than those
that comprise the former form of coercion (such as “making a partner
fear the consequences if they asked for money”).
In Islamic countries, women are entitled to retain their financial
resources (Chowdhury, 2016), and denial of this religious right by a
partner may contribute to the observed association between women’s
exposure to EC2 and their depressive symptoms. Meanwhile, because
compliance with rigid gender roles and constraints on women’s activity
are common in this setting (Yount et al., n.d.), women may tolerate
coercion involving access to work, schooling, and travel without expe
riencing depressive symptoms. The lack of association may reflect
normative expectations among women with respect to their access to
work, schooling and travel; that is, women who live in restrictive en
vironments may not expect to have choices to go to work, school,
outside, so their effective coping around these constraints may protect
against adverse influences on their mental health and wellbeing.
Because the data were cross-sectional, we were unable to ascertain
the temporal sequence between the exposure and outcome. To mitigate
this limitation, we used lifetime measures for the variables economic
coercion, IPV, and prior-week depressive symptoms. However, there
also is evidence in the literature to suggest a reverse causal path where
depressive symptoms may increase the risk of IPV. For instance, in a
qualitative study of women in Matlab, participants reported feeling at
risk of physical violence if their depressive symptoms made them inca
pable of carrying out household chores (Selim, 2010).
Another limitation in our analysis was the lack of data for other
potential confounders or modifiers of the associations between IPV and
EC and depressive symptoms. For example, the model did not consider
social support, which may buffer the effects of violence on depressive
symptoms (Zukauskiene et al., 2019). Other unmeasured variables that
likely affect the association between violence and depressive symptoms
is adverse childhood experiences and witnessing or experiencing
violence in the childhood home. Our inability to adjust for these po
tential confounders may have biased our estimates away from the null.
While our prevalence estimates are not generalizable beyond Matlab,
Bangladesh, we anticipate that our finding of a significant association
between EC and depressive symptoms may be replicated in LMIC set
tings where EC is common. As women’s economic opportunities
continue to expand in Bangladesh and other LMICs, programming
should aim to prevent women’s exposure to EC alongside other forms of
IPV.
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