VIOLENCE
AGAINST
WOMEN

INTIMATE PARTNER VIOLENCE
AND SEXUAL VIOLENCE

KEY FACTS
• PREVALENCE: Evidence shows that nearly one quarter (24.6%) of women in low- and middle-income countries in the
Region have faced violence by an intimate partner (1). When taking into account sexual violence by a non-partner,
this figure rises to 27.9% (1). Between 13% and 68% of women (who have ever been married or had a partner) have
experienced at least one incident of physical violence from an intimate partner (2-7).
• HEALTH CONSEQUENCES: Intimate partner and sexual violence are major public health issues. Such violence may
result in physical, mental, sexual, reproductive and other health problems (8). Violence against women may also increase
vulnerability to sexually transmitted infections, including HIV, and act as a precursor to several noncommunicable
diseases. These consequences are among the top 10 leading causes of death and disability for women in the Region.
• CAUSES: Violence against women is rooted in gender inequality and constitutes a human right violation. The unequal
position of women relative to men and the normative use of violence to resolve conflicts are strongly associated with
both intimate partner violence and sexual violence by any perpetrator (8).

DEFINITIONS (9)
Intimate partner violence: behaviour by an intimate partner or ex-partner that causes physical, sexual or psychological harm,
including physical aggression, sexual coercion, psychological abuse and controlling behaviours.
Sexual violence: any sexual act, attempt to obtain a sexual act, or other act directed against a person’s sexuality using
coercion, by any person regardless of their relationship to the victim, in any setting. It includes rape defined as the physically
forced or otherwise coerced penetration of the vulva or anus with a penis, other body parts or object.

MEASUREMENT OF PREVALENCE
Population-based surveys using a standardized
methodology (developed for the WHO Multi-country
Study on Women’s Health and Domestic Violence
against Women) have produced comparable
information on the prevalence, causes, contributing
factors and consequences of violence against
women. According to these studies conducted
in the Region, 13% to 68% of women reported
experiencing physical and/or sexual violence by an
intimate partner at some point in their lives (27). These surveys and studies estimate a lifetime
prevalence of such violence between 9% and 68%
in selected countries in the Region (10-13). In
developing countries, women are twice as likely
as men to experience violence (2). In the Region,
27.9% of women have experienced such violence
at some point in their lives (1). Evidence shows
that a woman is more likely to be assaulted,
injured, raped, or killed by a current or former
intimate partner than by any other person (14).
Variation in the prevalence of violence against
women across countries and communities shows
that such violence is preventable.

Figure 1: Prevalence estimates of lifetime exposure to intimate
partner violence of women 15-49 years old*, 2000-2010,
selected countries, Western Pacific Region
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CAUSES AND RISK FACTORS
Intimate partner and sexual violence against girls and
women is mostly perpetrated by men (2). Worldwide,
approximately 20% of women and 5% to 10% of men
report being victims of sexual violence as children (15).
Experiencing gender inequality in childhood influences the
potential of victimization or perpetration of violence against
women in later life (9). Population-based studies suggest
that relationship violence affects a substantial proportion of
young people (1, 15).

In studies from the Region, 21% to 75% of women who have
ever had a partner reported one or more controlling behaviours
by their intimate partner (2). In the Solomon Islands, the most
common (36%) reason for never leaving a relationship was
that the violence was considered “normal” or “not serious” (4).

Cultural norms of gender inequality and violence against
women increase the susceptibility of facing or perpetrating
intimate partner and sexual violence (16).

Table 1 summarizes the risk factors identified in the evidence
for the perpetration (by men) and the experiencing (by women)
of both intimate partner and sexual violence.

Gender inequalities and norms sanctioning the use of violence
to resolve conflicts are strongly associated with the risk of
perpetration of intimate partner and sexual violence (16).

Table 1: Risk factors for both intimate partner violence and sexual violence (16)
PERPETRATION BY MEN

VICTIMIZATION OF WOMEN

INDIVIDUAL LEVEL

Demographics

•Low income
•Low education

•Young age
•Low education
•Separated/ divorced marital status

Exposure to child
maltreatment

•Sexual abuse
•Intra-parental violence

•Intra-parental violence

Mental disorder

•Antisocial personality

•Depression

Substance use

•Harmful use of alcohol
•Illicit drug use

•Harmful use of alcohol
•Illicit drug use

•Acceptance of violence

•Acceptance of violence

RELATIONSHIP LEVEL

COMMUNITY LEVEL

SOCIETAL LEVEL

•Multiple partners/ infidelity
•Low resistance to peer pressure
•Weak community sanctions
•Poverty

•Weak community sanctions
•Poverty

•Traditional gender norms and social

•Traditional gender norms and social

norms supportive of violence

norms supportive of violence

* Factors that have the strongest reported effect or are consistently reported across studies are highlighted in bold.

2

VIOLENCE AGAINST WOMEN

HEALTH CONSEQUENCES
Intimate partner and sexual violence against women has serious short- and long-term consequences. These include physical
trauma, psychological trauma and stress and poor sexual and reproductive health (1, 2). Violence against women leads to poor
overall health outcomes for victims, and can increase a women’s risk of future ill health by impacting access to care.

Psychological
consequences
of abuse can be
more serious
than its physical
effects.

Violence and sexual abuse often result in sexual and reproductive health
issues including limited sexual and reproductive control, lack of contraception,
gynaecological problems, induced abortions and sexually transmitted infections
(1). Intimate partner violence in pregnancy increases the likelihood of miscarriage,
stillbirth, preterm delivery and low birth weight.
Psychological consequences of abuse can be more serious than its physical effects.
Women who experience intimate partner violence are more likely to report poor or
very poor health and emotional distress (1). Experiencing abuse erodes women’s
self-confidence and puts them at greater risk of various mental health problems,
including depression, post-traumatic stress, eating disorders, substance abuse and
suicide attempts (1, 16).

Intimate partner violence harms the health and well-being of the victims’ children as well. Such children tend to have poorer
health and educational outcomes, as well as suffer from a range of behavioural and emotional disturbances (16). Children from
households where there is intimate partner violence are more likely to become perpetrators or to experience violence later in
life (16).
In the most severe outcomes, intimate partner violence and sexual violence can lead to disability and/or death. Female homicides
are often perpetrated by a partner. In the Region, intimate partner homicides account for 19% of all female homicides (2).

PREVENTION
Violence against women is preventable. Effective prevention takes good quality intervention programmes, policy change and
judicial enforcement (18). A multisectoral approach is important to ensure effective implementation and to promote a culture
of zero-tolerance for violence. Key sectors needed for prevention include health, social development, police and justice. Lasting
change will require laws and policies that protect women, address discrimination and promote gender equality and a culture of
zero-tolerance for violence against women.
Primary prevention efforts aim to stop violence against women from happening in the first place. Among primary prevention
strategies, the strongest evidence on effectiveness points to school-based programmes that focus on prevention of violence in
dating relationships (16). However, less is known about their effectiveness in resource-poor settings. Evidence is emerging on
the effectiveness of several other primary prevention strategies, including combining microfinance with gender equality training;
promoting communication and relationship skills; reducing access to and the harmful use of alcohol; and changing cultural and
gender norms (16).
Secondary prevention efforts focus on immediate responses to violence,
such as emergency services and treatment for sexually transmitted
infections following a rape (16). In addition tertiary prevention measures
focus on long-term care for women exposed to violence; such as
rehabilitation and reintegration, and attempt to lessen trauma or reduce
long-term disability associated with violence (16). The health sector can
play an important role in the prevention of violence. Sensitization and
education of health and other service providers is an important strategy.
More resources are needed to strengthen the effectiveness of current
interventions.

Better awareness
of violence against
women among health
workers can save
more lives and protect
health.
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HEALTH SECTOR RESPONSE
Like prevention strategies, response strategies need to be
multisectoral. Strengthening the capacity of all sectors in
communication, awareness, advocacy and support is critical.
Victims and survivors are the immediate beneficiaries of such
collaboration.
The health sector in particular has a key role to play in responding
to violence against women. Women who face violence often seek
care for their injuries, even if they do not disclose the associated
abuse or violence. Evidence shows that abused women use
health services more than non-abused women (18). They also
identify health-care providers as the professionals they would
most trust with disclosure of abuse (18). A health-care provider
is, thus, likely to be the first professional contact for survivors of
intimate partner violence or sexual assault.

Health-care service providers play an important role in responding
to intimate partner and sexual violence against women through
clinical interventions and emotional support. Health providers
can provide women-centred emergency and first-line care to
those who disclose sexual assault, and address reproductive and
sexual health needs (18). An appropriate and adequate response
by the health sector can also prevent violence from recurring or
escalating through the identification of women in danger.
The health sector is crucial in providing assistance through
referral to specific services for survivors. This includes assistance
in accessing help services, protection and aid that women may
require at a later date, such as social welfare and legal aid. WHO
recommends the training for health service providers and the
integration of intimate partner violence and sexual violence into
existing health services to strengthen the health sector response
to violence against women (16, 18).

WHO RESPONSE
WHO is committed to ending violence against women by:
• building the evidence base by supporting countries’ efforts to document and measure the extent, nature and
consequences of violence against women;
• developing technical guidance on evidence-based strategies and interventions to prevent intimate partner and sexual
violence and to strengthen the health sector’s clinical and policy response;
• disseminating information and supporting national capacity and efforts to advance women’s rights, and prevent and
respond to violence against women;
• strengthening research and research capacity to assess interventions to address intimate partner violence and sexual
violence against women; and
• strengthening partnerships and collaboration among stakeholders to end violence against women.
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