\.'

v@" World Health
W uOrganlzatlon

WHO Multi-country
Study on Women’s Health
and Domestic Violence
against Women

Initial results on
prevalence, health outcomes
and women’s responses

Claudia Garcia-Moreno
Henrica A.EM. Jansen
Mary Ellsberg

Lori Heise

Charlotte Watts



WHO Library Cataloguing-in-Publication Data

WHO multi-country study on women's health and domestic violence
against women :initial results on prevalence, health outcomes

and women's responses / authors: Claudia Garcfa-Moreno ... [et al.]

|. Domestic violence 2.Sex offenses 3.WWomen'’s health
4. Cross-cultural comparison 5. Multicenter studies

6. Epidemiologic studies . Garcia-Moreno,

ISBN 92 4 159358 X (NLM classification: WA 309)

© World Health Organization 2005

All rights reserved. Publications of the World Health Organization
can be obtained from WHO Press, World Health Organization,
20 Avenue Appia, 1211 Geneva 27, Switzerland (tel: +41 22 791
2476; fax: +41 22 791 4857; email: bookorders@whodn). Requests
for permission to reproduce or translate WHO publications

— whether for sale or for noncommercial distribution — should be
addressed to WHO Press, at the above address (fax: +41 22 791
4806; email: permissions@who.int).

The designations employed and the presentation of the material
in this publication do not imply the expression of any opinion
whatsoever on the part of the World Health Organization
concerning the legal status of any country, territory, city or area or
of its authorities, or concerning the delimitation of its frontiers or
boundaries. Dotted lines on maps represent approximate border

lines for which there may not yet be full agreement.

The mention of specific companies or of certain manufacturers’
products does not imply that they are endorsed or recommended by
the World Health Organization in preference to others of a similar

nature that are not mentioned. Errors and omissions excepted, the

names of proprietary products are distinguished by initial capital letters.

All reasonable precautions have been taken by the World Health
Organization to verify the information contained in this publication.
However, the published material is being distributed without
warranty of any kind, either express or implied. The responsibility
for the interpretation and use of the material lies with the reader.
In no event shall the World Health Organization be liable for

damages arising from its use.

Designed by: Grundy & Northedge Designers

Printed in Switzerland

Contents

Preface Vi
Foreword vii
Acknowledgements ix
Executive summary xii
Introduction

Introduction 3
Background to the Study 3
International research on prevalence of violence against women 4
Study objectives 6
Organization of the Study 7
Participating countries 7
References 9
Methods

Definitions and questionnaire development 13
Definitions I3
Formative research 16
Development of the questionnaire |7
Questionnaire structure |7
Maximizing disclosure |7
Country adaptation and translation of the questionnaire 18
References 18
Sample design, ethical and safety considerations, and response rates 19
Sample design 19
Ethical and safety considerations 21
Response rates 22
References 24
Results

Prevalence of violence by intimate partners 27
Physical and sexual violence 28
Acts of physical violence 30
Acts of sexual violence 31
Overlap between physical and sexual violence 32
Demographic factors associated with violence 32
Acts of emotional abuse 35
Controlling behaviour 36
Women's violence against men 36
Women'’s attitudes towards violence 39
Discussion 41
References 42



mailto:bookorders@who.int

CO ntents (continued)

Prevalence of violence by perpetrators other than intimate partners since
the age of 15 years

Physical violence by non-partners since the age of 15 years

Sexual violence by non-partners since the age of 15 years

Overall prevalence of non-partner violence since the age of |5 years

Non-partner violence compared with partner violence

Discussion

References

Prevalence of sexual abuse in childhood and forced first sexual experience
Sexual abuse before |15 years

Forced first sex

Discussion

References

Association between violence by intimate partners and women’s physical
and mental health

Women's self-reported health and physical symptoms

Injuries caused by physical violence by an intimate partner

Mental health

Discussion

References

Associations between violence by intimate partners and women’s sexual and
reproductive health

Induced abortion and miscarriage

Use of antenatal and postnatal health services

Violence during pregnancy

Parity

Risk of sexually transmitted infections, including HIV

Discussion

References

Women'’s coping strategies and responses to physical violence by
intimate partners

Who women tell about violence and who helps

Agencies or authorities to which women turn

Fighting back

Women who leave

Discussion

References

43
43
45
45
46
46
48

49
49
51
52
54

55
55
57
59
6l
62

63
63
64
65
66
66
69
71

73
73
74
76
77
79
80

Conclusions and recommendations

Summary of findings, conclusions, and areas for further research 83
Prevalence and patterns of violence 83
Association of violence with specific health outcomes 85
Women'’s responses and use of services 86
Strengths and limitations of the Study 87
Areas for further analysis 88
A basis for action 89
References 89
Recommendations 90
Strengthening national commitment and action 90
Promoting primary prevention 92
Involving the education sector 94
Strengthening the health sector response 95
Supporting women living with violence 96
Sensitizing criminal justice systems 96
Supporting research and collaboration 97
References 98
Annex | Methodology 101
Annex 2 Core Research Team and Steering Committee Members 18
Annex 3  Country research team members 19
Annex 4 Questionnaire 127
Statistical appendix 166
Index 198




Preface

Violence against women by an intimate partner is a major contributor to the ill-health of
women. This study analyses data from |0 countries and sheds new light on the prevalence of
violence against women in countries where few data were previously available. It also uncovers
the forms and patterns of this violence across different countries and cuttures, documenting the
consequences of violence for women’s health. This information has important implications for
prevention, care and mitigation.

The health sector can play a vital role in preventing violence against women, helping to
identify abuse early, providing victims with the necessary treatment, and referring women to
appropriate and informed care. Health services must be places where women feel safe, are
treated with respect, are not stigmatized, and where they can receive quality, informed support.
A comprehensive health sector response to the problem is needed, in particular addressing the
reluctance of abused women to seek help.

The high rates documented by the Study of sexual abuse experienced by girls and women
are of great concern, especially in light of the HIV epidemic. Greater public awareness of
this problem is needed and a strong public health response that focuses on preventing such
violence from occurring in the first place.

The research specialists and the representatives of women's organizations who carried
out the interviews and dealt so sensitively with the respondents deserve our warmest thanks.
Most of all, | thank the 24 000 women who shared this important information about their lives,
despite the many difficulties involved in talking about it. The fact that so many of them spoke
about their own experience of violence for the first time during this study is both an indictment
of the state of gender relations in our societies, and a spur for action.They, and the countries
that carried out this groundbreaking research have made a vital contribution.

This study will help national authorities to design policies and programmes that begin to
deal with the problem. It will contribute to our understanding of violence against women and
the need to prevent it. Challenging the social norms that condone and therefore perpetuate
violence against women is a responsibility for us all. Supported by WHO, the health sector
must now take a proactive role in responding to the needs of the many women living in violent
relationships. Much greater investment is urgently needed in programmes to reduce violence
against women and to support action on the study's findings and recommendations.

We must bring the issue of domestic violence out into the open, examine it as we would

the causes of any other preventable health problem, and apply the best remedies available.

LEE Jong-Wook
Director-General, World Health Organization

Foreword

Violence against women is a universal phenomenon that persists in all countries of

the world, and the perpetrators of that violence are often well known to their victims.
Domestic violence, in particular; continues to be frighteningly common and to be accepted
as “normal”’ within too many societies. Since the World Conference on Human Rights, held
inVienna in 1993, and the Declaration on the Elimination of Violence against Women in the
same Yyear, civil society and governments have acknowledged that violence against women
is a public policy and human rights concern.While work in this area has resulted in the
establishment of international standards, the task of documenting the magnitude of violence
against women and producing reliable, comparative data to guide policy and monitor
implementation has been exceedingly difficutt. The WHO Multi-country Study on Women's
Health and Domestic Violence against VWomen is a response to this difficulty.

The Study challenges the perception that home is a safe haven for women by showing
that women are more at risk of experiencing violence in intimate relationships than
anywhere else. According to the Study, it is particularly difficult to respond effectively to this
violence because many women accept such violence as “normal”. Nonetheless, international
human rights law is clear: states have a duty to exercise due diligence to prevent, prosecute
and punish violence against women.

Looking at violence against women from a public health perspective offers a way of
capturing the many dimensions of the phenomenon in order to develop multisectoral
responses. Often the health system is the first point of contact with women who are victims
of violence. Data provided by this Study will contribute to raising awareness among health
policy-makers and care providers of the seriousness of the problem and how it affects the
health of women. Ideally, the findings will inform a more effective response from government,
including the health, justice and social service sectors, as a step towards fulfilling the state’s
obligation to eliminate violence against women under international human rights laws.

Violence against women has a far deeper impact than the immediate harm caused. It has
devastating consequences for the women who experience it, and a traumatic effect on those
who witness it, particularly children. It shames states that fail to prevent it and societies that
tolerate it.Violence against women is a violation of basic human rights that must be eliminated
through political will, and by legal and civil action in all sectors of society.

This report of the WHO Mutti-country Study on Women's Health and Domestic Violence
against Women, along with the recommendations it contains, is an invaluable contribution to

the struggle to eliminate violence against women.

Yakin Ertiirk

Special Rapporteur on violence against women, its causes and consequences
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Foreword

Each culture has its sayings and songs about the importance of home, and the comfort and
security to be found there.Yet for many women, home is a place of pain and humiliation.

As this report clearly shows, violence against women by their male partners is common,
wide-spread and farreaching in its impact. For too long hidden behind closed doors and avoided in
public discourse, such violence can no longer be denied as part of everyday life for millions of women.

The research findings presented in this report reinforce the key messages of WHO's World
Report on Violence and Health in 2002, challenging notions that acts of violence are simply
matters of family privacy, individual choice, or inevitable facts of life. The data collected by WHO
and researchers in |0 countries confirm our understanding that violence against women is an
important social problem.Violence against women is also an important risk factor for women'’s
ill-health, and should receive greater attention.

Experience, primarily in industrialized countries, has shown that public heafth approaches to
violence can make a difference. The health sector has unique potential to deal with violence against
women, particularly through reproductive health services, which most women will access at some
point in their lives. The Study indicates, however; that this potential is far from being realized. This
is partly because stigma and fear make many women reluctant to disclose their suffering, But it is
also because few doctors, nurses or other heafth personnel have the awareness and the training
to identify violence as the underlying cause of women's health problems, or can provide help,
particularly in settings where other services for follow-up care or protection are not available. The
health sector can certainly not do this alone, but it should increasingly fulfil its potential to take a
proactive role in violence prevention.

Violence against women is both a consequence and a cause of gender inequality. Primary
prevention programmes that address gender inequality and tackle the many root causes of
violence, changes in legislation, and the provision of services for women living with violence are
all essential. The Millennium Development Goal regarding girls’ education, gender equality and
the empowerment of women reflects the international community's recognition that health,
development, and gender equality issues are closely interconnected.

WHO regards the prevention of violence in general — and violence against women in particular
— a high priority. It offers technical expertise to countries wishing to work against violence, and urges
international donors to support such work. It continues to emphasize the importance of
action-oriented, ethically based research, such as this Study, to increase our understanding of the
problem and what to do about it. It also strongly urges the health sector to take a more proactive

role in responding to the needs of the many women living in violent relationships.

Joy Phumaphi
Assistant Director-General, Family and Community Health, WHO
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Executive summary

This report of the WHO Multi-country Study on VWWomen’s Health and Domestic Violence

against VWomen analyses data collected from over 24 000 women in |0 countries

representing diverse cultural, geographical and urban/rural settings: Bangladesh, Brazil,

Ethiopia, Japan, Peru, Namibia, Samoa, Serbia and Montenegro, Thailand, and the United

Republic of Tanzania. The Study was designed to:

estimate the prevalence of physical, sexual and emotional violence against women, with

particular emphasis on violence by intimate partners;

intimate partner.

2 assess the association of partner violence with a range of health outcomes;
3 identify factors that may either protect or put women at risk of partner violence;

4 document the strategies and services that women use to cope with violence by an

This report presents findings on objectives |, 2,and 4.The third, analysis of risk and

protective factors, will be addressed in a future report.

Organization of the Study

The Study consisted of standardized
population-based household surveys. In five
countries (Bangladesh, Brazil, Peru, Thailand, and
the United Republic of Tanzania), surveys were
conducted in (a) the capital or a large city and
(b) one province or region, usually with urban
and rural populations. One rural setting was used
in Ethiopia, and a single large city was used in
Japan, Namibia, and Serbia and Montenegro. In
Samoa, the whole country was sampled. In this
report, sites are referred to by country name
followed by either “city” or “province”; where
only the country name is used, it should be taken
to refer to both sites.

Work was coordinated by WHO with a
core research team of experts from the London
School of Hygiene and Tropical Medicine
(LSHTM), the Program for Appropriate
Technology in Health (PATH), and WHO
itself. A research team was established in each
country, including representatives from research
organizations and women'’s organizations
providing services to abused women.The survey

used female interviewers and supervisors trained
using a standardized 3-week curriculum. Strict
ethical and safety guidelines were adhered to in
each country.

Violence against women by
intimate partners

The results indicate that violence by a male
intimate partner (also called “domestic violence”)
is widespread in all of the countries included

in the Study. However, there was a great deal

of variation from country to country, and from
setting to setting. This indicates that this violence
is not inevitable.

Physical violence by intimate partners

The proportion of ever-partnered women
who had ever suffered physical violence by a
male intimate partner ranged from 3% in
Japan city to 61% in Peru province, with

most sites falling between 23% and 49%.

The prevalence of severe physical violence

(a woman being hit with a fist, kicked, dragged,

choked, burnt on purpose, threatened with

a weapon, or having a weapon used against
her) ranged from 4% in Japan city to 49% in
Peru province. The vast majority of women
physically abused by partners experienced acts
of violence more than once.

Sexual violence by intimate partners

The range of lifetime prevalence of sexual
violence by an intimate partner was between 6%
(Japan city and Serbia and Montenegro city) and
59% (Ethiopia province), with most sites falling
between 0% and 50%.While in most settings
sexual violence was considerably less frequent
than physical violence, sexual violence was

more frequent in Bangladesh province, Ethiopia,
province and Thailand city.

Physical and sexual violence by intimate
partners

For ever-partnered women, the range of
lifetime prevalence of physical or sexual
violence, or both, by an intimate partner

was 5% to 71%, with estimates in most sites
ranging from 30% to 60%.Women in Japan city
were the least likely to have ever experienced
physical or sexual violence, or both, by an
intimate partner, while the greatest amount
of violence was reported by women living in
provincial (for the most part rural) settings

in Bangladesh, Ethiopia, Peru, and the United
Republic of Tanzania. Likewise, regarding
current violence — as defined by one or

more acts of physical or sexual violence

in the year prior to being interviewed — the
range was between 3% (Serbia and
Montenegro city) and 54% (Ethiopia province),
with most sites falling between 20% and 33%.
These findings illustrate the extent to which
violence is a reality in partnered women's
lives, with a large proportion of women
having some experience of violence during
their partnership, and many having recent
experiences of abuse.

Emotionally abusive acts and controlling
behaviours

Emotionally abusive acts by a partner included:

being insulted or made to feel bad about
oneself; being humiliated in front of others;
being intimidated or scared on purpose; or
being threatened directly, or through a threat
to someone the respondent cares about.
Across all countries, between 20% and 75%
of women had experienced one or more of
these acts, most within the past |2 months.
Data were also collected about partners’
controlling behaviours, such as: routinely
attempting to restrict a woman's contact with
her family or friends, insisting on knowing
where she is at all times, and controlling her
access to health care. Significantly, the number
of controlling behaviours by the partner was
associated with the risk of physical or sexual
violence, or both.

Women’s attitudes towards violence

In addition to women’s experience, the Study
investigated women'’s attitudes to partner
violence including: (a) the circumstances in
which they believed it was acceptable for a
man to hit or physically mistreat his wife, and
(b) their beliefs about whether and when
a woman may refuse to have sex with her
husband. There was wide variation in women'’s
acceptance of different reasons, and indeed of
the idea that violence was ever justified. While
over three quarters of women in the city
sites of Brazil, Japan, Namibia, and Serbia and
Montenegro said no reason justified violence,
less than one quarter thought so in the
provincial settings of Bangladesh, Ethiopia, and
Peru. Acceptance of wife-beating was higher
among women who had experienced abuse
than among those who had not.

Respondents were also asked whether they
believed a woman has a right to refuse to have

AJewwins aANdaXx3




sex with her partner in a number of situations,
including: if she is sick, if she does not want to
have sex, if he is drunk, or if he mistreats her.

In the provinces of Bangladesh, Ethiopia, Peru,
and the United Republic of Tanzania, and in
Samoa, between 0% and 20% of women felt
that women did not have the right to refuse sex
under any of these circumstances.

Non-partner physical and sexual violence

In addition to partner violence, the WHO Study
also collected data on physical and sexual abuse
by perpetrators — male and female — other than
a current or former male partner.

Non-partner physical violence since

age |5 years

Women's reports of experience of physical
violence by a non-partner since the age of
|5 varied widely. By far the highest level of
non-partner physical violence was reported
in Samoa (62%), whereas less than 10% of
women in Ethiopia province, Japan city, Serbia
and Montenegro city, and Thailand reported
non-partner physical violence. Commonly
mentioned perpetrators included fathers and

TREER, FeE il e gzl —_4E3a0 T

https://www.yunbaogao.cn/report/index/report?reportld=5 29965

Comparing partner and non-partner violence
since age |5 years

A common perception is that women are more
at risk of violence from strangers than from
partners or other men they know. The data show
that this is far from the case. In the majority

of settings, over 75% of women physically or
sexually abused by any perpetrator since the age
of I5 years reported abuse by a partner: In only
two settings, Brazil city and Samoa, were at least
40% of women abused only by someone other
than a partner.

Sexual abuse before age |5 years

Early sexual abuse is a highly sensitive issue
that is difficult to explore in a survey. The
Study therefore used a two-stage process
allowing women to report both directly and
anonymously (without having to reveal their
response to the interviewer) whether anyone
had ever touched them sexually, or made
them do something sexual that they did not
want to before the age of 15 years. In all but
one setting, anonymous reporting resulted in
substantially more reports of sexual abuse, and
large differences were recorded in Ethiopia
province (0.2% using direct reporting versus
7% anonymously), Japan city (10% versus |4%),

except Ethiopia province, the younger a woman
at first experience of sex, the greater the
likelihood that this was forced. In more than half
the settings, over 30% of women who reported
first sex before the age of |5 years described
that sexual experience as forced. In some
countries (notably Bangladesh and Ethiopia
province), high levels of forced first sex are likely
to be related to early sexual initiation in the
context of early marriage, rather than being by
perpetrators other than partners.

Violence by intimate partners and
women’s health

Although a cross-sectional survey cannot
establish whether violence causes particular
health problems (with the obvious exception

of injuries), the Study results strongly support
other research which has found clear associations
between partner violence and symptoms of
physical and mental ill-health.

Injury resulting from physical violence

The prevalence of injury among women who
had ever been physically abused by their partner
ranged from 19% in Ethiopia province to 55%

in Peru province and was associated with the
severity of the violence. In Brazil, Peru province,
Samoa, Serbia and Montenegro city, and Thailand,
over 20% of ever-injured women reported

that they had been injured many times. At least
20% of ever-injured women in Namibia, Peru
province, Samoa, Thailand city, and the United
Republic of Tanzania reported injuries to the
eyes and ears.

Physical health

In the majority of settings, women who had ever
experienced partner violence were significantly
more likely to report poor or very poor health
than women who had never experienced
partner violence. Ever-abused women were also

more likely to have had problems walking and
carrying out daily activities, pain, memory loss,
dizziness, and vaginal discharge in the 4 weeks
prior to the interview. An association between
recent ill-health and lifetime experience of violence
suggests that the physical effects of violence
may last a long time after the actual violence has
ended, or that violence over time may have a
cumulative effect.

Mental health and suicide

In all settings, women who had ever experienced
physical or sexual violence, or both, by an
intimate partner reported significantly higher
levels of emotional distress and were more

likely to have thought of suicide, and to have
attempted suicide, than women who had never
experienced partner violence.

Reproductive health and violence during
pregnancy

In the majority of settings, ever-pregnant
women who had experienced partner physical
or sexual violence, or both were significantly
more likely to report having had at least one
induced abortion than women who had never
experienced partner violence. Similar patterns
were found for miscarriage, but the strength of
the association was less.

The proportion of ever-pregnant women
physically abused during at least one pregnancy
exceeded 5% in | | of the |5 settings. Between
one quarter and one half of women physically
abused in pregnancy were kicked or punched in
the abdomen. In all sites, over 90% were abused
by the biological father of the child the woman
was carrying. The majority of those beaten
during pregnancy had experienced physical
violence before, with between 8% and 34%
reporting that the violence got worse during
the pregnancy. However, from 3% (Ethiopia
province) to about 50% (Brazil city and Serbia
and Montenegro city) were beaten for the first
time during pregnancy.
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