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In 2009, the women’s movement 
will mark the 20th anniversary of 
the adoption of the Convention 
on the Elimination of All 
Forms of Discrimination against 
Women (CEDAW) and the 15th 
anniversary of the International 
Conference on Population and 
Development (ICPD); yet, in all 
these years, the multifarious forms 
of gender-based violence across 
the globe have not diminished. 

Despite the substantial 
body of evidence that testifies 
to the fact that gender-based 
violence—physical, sexual and 
psychological—is a significant 
cause of ill-health and death among women, gender-based 
violence has not yet been adequately addressed as a public 
health issue at the national level. On the one hand, gender-
based violence is recognised as a social phenomena; on the 
other, it is often sidelined into the private realm and treated 
as such. In fact, sexual and reproductive health is intimately 
intertwined with gender-based violence. This is the 
sequential outcome when women’s bodies continue to be the 
site wherein patriarchal powers stake their claim. This power 
struggle is enacted throughout the life cycle of women and 
results in a life cycle of gender-based violence.

Women’s rights to decide when to have children and 
the number of children to have; when to have sex, with 
whom, in what ways and how often (not to mention to give 
pleasure and be pleasured); and when and how to protect 
themselves from sexually-transmitted infections (STIs) have 
been consistently violated within the four walls of the home 

as well as in the world at large. 
And yet, many governments 
perceive these rights violations 
as primarily as a legal issue.  

The importance of regarding 
gender-based violence as 
women’s rights and sexual rights 
issue cannot be underscored 
enough. In addition, however, 
framing gender-based violence 
as a public health issue and 
a reproductive health issue 
may help to expand not only 
the reporting mechanisms, 
but also the intervention 
mechanisms, and thus enable an 
intertwining and strengthening 

of perspectives and frameworks by the different sectors 
working on the issue. 

One opportunity to frame gender-based violence as a 
public health issue would be to examine the close linkages 
between violence and maternal death. Different studies, 
from different parts of the world and in different times, 
have already done this. As early as 1995, the Women’s 
Aid Organisation (WAO) of Malaysia noted this in 
their National Survey on Battered Women. In 2000, it was 
acknowledged that “[t]he contribution of battering during 
pregnancy to maternal mortality tends to be neglected, 
along with that from other forms of domestic violence.”1 
A recent study by Espinoza and Camacho2 suggests that 
the maternal mortality ratio itself needs to be gender-
sensitised as it currently does not take into account deaths 
of pregnant women due to gender-based violence. Yet, the 
maternal mortality ratio could be modified to consider 
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those deaths. The 2006 WHO Multi-Country Study on 
Women’s Health and Domestic Violence Against Women3 also 
extensively documents the impact of gender-based violence 
on women’s reproductive health. It reports, “Among ever-
pregnant women, the prevalence of physical violence by 
an intimate partner during pregnancy ranged from 1% to 
28%, with practically all the violence 
being perpetrated by the [partner]. 
Between 23% and 49% of those abused 
reported being punched or kicked in 
the abdomen, with potentially serious 
consequences for the health of both the 
woman” and the foetus. The gender-based 
violence perspective would provide a 
gendered dimension to the Millennium 
Development Goals of maternal mortality.  

Framing gender-based violence as a 
public health issue would also open up 
more opportunities to specifically and 
sensitively detect incidence as well as to 
intervene at the early stages. A paper by 
Dr. Diana Galimberti, titled  “The impact 
of VAW on the reproductive health of 
women,”4 illustrates how women who 
suffer from gender-based violence may 
present a broad range of symptoms when 
seeking treatment from health facilities. 
General injuries, disability, serious obesity, chronic pain 
syndrome, gastrointestinal disorders, fibromyalgia, post-
traumatic stress, depression, anxiety, phobias/panic disorders, 
appetite disorders, sexual dysfunction, low self-esteem, drug 
abuse, unintended pregnancy, sexually transmitted infections 
(STI), HIV, gynaecological disorders, pelvic inflammatory 
disease, risky abortion and spontaneous abortion are 
amongst the many indirect symptoms. Health service 
providers, rather than merely treat each particular symptom, 
should also explore the possibility that the woman has 
experienced gender-based violence in such cases.

On the other hand, the most common direct symptoms 
of violence on the health of women and the foetus are 
the ‘battered foetus’ syndrome, abruption of the placenta, 
premature rupture of membranes, genital infection, 
premature birth, intrauterine growth retardation and low 
birth weight. Detection of possible violence survivors 
through the health services would enable them to be 
absorbed into a cycle of care and counselling early. Detection 
through the health services may also provide a realistic gauge 
of the actual incidence of violence. 

Framing gender-based violence as a public health 
concern would also increase advocacy space for the issue. 
This is crucial as ARROW’s ICPD+10 Monitoring Report5 
finds that seven of the eight countries studied have passed 
laws on gender-based violence but “governments have been 

slow to implement the new laws, showing no real awareness 
of urgency.” With laws in place in many countries, now 
is the time to mainstream a gender-sensitive response 
into other sectors, with the health sector being a key one. 
Framing gender-based violence as a public health concern 
at the country level may provide the much-needed push 

for implementing laws, mainstreaming 
gender-sensitive responses and initiating 
policy and programme change. 

Healthcare providers should be 
empowered to make gender-sensitive 
interventions. ARROW’s definition of a 
gender-sensitive approach6 is one which 
addresses: 
•	 women’s	rights	to	be	acknowledged	
and respected as an equal partner in 
initiating and declining sexual relations, 
safe sex practices and sexual pleasure; 
•	 women’s	right	to	be	free	from	all	forms	
of violence perpetuated by men; 
•	 women’s	right	to	decide	if	they	want	
to be supported by their partner in the 
resolution of their health needs and 
problems; and
•	 the	reproductive	rights	of	women	
to decide whether and when to have 
children. 

Once gender-sensitised, doctors, nurses, midwives 
and other healthcare providers will then become women’s 
health and rights advocates.  This would enable an effective 
intervention implemented by different segments of society. 
Women themselves would be standing up to gender-based 
violence and asserting their sexual and reproductive rights, 
supported by health providers, protected by the law and 
assisted by feminist counselling and refuges. Change, then, 
would be inevitable.

Endnotes
1 Hayward, Ruth Finney. 2000. Breaking the Earthenware Jar: Lessons from South Asia to End 

Violence Against Women. Kathmandu, Nepal: UNICEF. 426p.

2 Espinoza, H.; Camacho, A.V. 2005. “Maternal death due to domestic violence: An unrecognized critical 

component of maternal mortality.” Pan American Journal of Health. Vol.17, No.2, pp. 123-129.

3       Moreno, C. G. [et al.] 2005. WHO Multi-Country Study on Women’s Health and Domestic Violence 

Against Women. Geneva, Switzerland: World Health Organization (WHO). 98p.

4 Galimberti, Diana M. “Impact of VAW on the reproductive health of women.” In Proceedings of the 

ARROW-FIGO Parallel Forums at the 18th Congress of the International Federation of Obstetricians 

and Gynaecologists, 6-9 November 2006. Kuala Lumpur, Malaysia: ARROW. 

5 ARROW. 2006. Monitoring Ten Years of ICPD Implementation: The Way Forward to 2015 - Asian 

Country Reports. Kuala Lumpur, Malaysia: ARROW. 384p.

6 ARROW. 2003. Access to Quality Gender-Sensitive Health Services: Women-Centred Action Research. 

Kuala Lumpur, Malaysia: ARROW. 147p.
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I became a doctor long before I became involved with women’s 
groups. I had an excellent medical education, but formal 
education never taught me how to handle cases of raped 
women and to look for signs of violence and abuse against 
women and children in the emergency rooms of our training 
hospital. It was only when I began to work with women who 
were trying desperately to deal with this hidden epidemic that 
I began to realise how neglected these women were. And, as I 
got a second education in the community, the biggest thing I 
had to do was to unlearn certain myths.

One myth states that violence against women is a minor 
problem perpetrated by a few misfit men. I realise now that 
many men are involved. As I began to understand the many 
forms that abuse might take, and the almost infinite variations 
in behaviour that constituted abuse, I realised that we would 
be hard-pressed to isolate a particular action on the part of a 
particular men and say, “this is pathologic, this is within the 
bounds of normal.”

Another myth that I had to deal with, was that violence 
was a problem of some other community, or some other 
country, or some other region, or some other class or race 
of people. Again, the statistics worldwide tell us the truth. 
Violence against women occurs in all societies, across all 
races and classes. It happens to women in both modern and 
traditional societies. Indeed, it is a global phenomenon and 
a concern. In 1985, the United Nations (UN) passed its first 
resolution on violence against women. More recently, in 1993, 
the UN General Assembly passed a Declaration on Violence 
against Women. Furthermore, in almost all major conferences 
sponsored by the UN in the nineties, from the human rights 
conference held in Vienna to the population conference in 
Cairo and the women’s conference in Beijing, there has been 
recognition that violence against women is a serious problem 
and that governments must take steps to stop and prevent this 
violence. 

Cause and cure.  The most critical lesson that I have 
learned with regards to the health problems of women, 
including the problems that arise out of violence, is that in 
order to be able to diagnose and finally heal, it is necessary to 
understand the larger context that spawns the violence. That 
context is the exploitation and oppression of women in many 
societies. It is a context that is also stated in Paragraph 118 of 
the 1995 Beijing Platform for Action:

… the fear of violence, including harassment, is a permanent 
constraint on the mobility of women and limits their access to 

resources and basic activities. High social, health and economic costs 
to the individual and society are associated with violence against 
women. Violence against women is one of the crucial mechanisms by 
which women are forced into a subordinate position compared  
with men…

Yet, it is the effort to deal with this context that is most 
difficult, and therefore most likely to be neglected. The greatest 
difficulty is for men and women to accept that this oppression 
exists. This is why even the most battered of women may 
not tell their physician or take the necessary steps to end the 
violence in their relationships despite the dangers. This is also 
why, despite the indisputable evidence, doctors, medical schools 
and the health profession as a whole may not have responded 
adequately to the epidemic of violence against women. Hence, 
the understanding of this context is essential to all stages of 
diagnosis, therapy and prevention.

Only when one realises that the oppression of women is 
part of society, is one able to understand that men’s behaviour 
is skewed towards aggression against women and, therefore, 
it may be difficult to make the cut-off between men’s normal 
actions and their hurtful ones. This is why the problem is so 
prevalent. The understanding of structural causes of violence 
is the basis for what is called in our profession a ‘high index 
of suspicion’ when it comes to this disease. In the same way 
that tuberculosis is so prevalent in poor societies because of 
the structural problems that lead to poverty and overcrowding, 
so do a society’s gender inequities lead to the violence that 
causes ill-health of women. Women’s groups worldwide have 
also learned that healing occurs for abused women when 
they realise they are not alone and when they are shown that 
they have a right as human beings to be free from harm. 
Healing and prevention can only occur when women not only 
understand their right to bodily integrity and health but find 
the strength to assert those rights.

Violence against women is a health problem that has 
pandemic proportions because of general ignorance and 
neglect as well as the refusal of some to change. But, like other 
pandemics, it can be stopped. Governments, professional 
bodies and people in general should recognise the problem, 
understand the causes, and begin to take the painful personal 
and societal changes that are necessary.

Violence against Women:  
A Silent Pandemic
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Almost twice as many Bangladeshi women die from 
violence-related causes as from those who die of 
tuberculosis, leprosy, skin disease, tumours and cancers 
combined, according to 2004 Bangladesh Bureau of 
Statistics figures.1 Another study found that death rates 
due to violence remained constant between 1982 and 1998, 
while death rates due to other causes declined during the 
same period.2 In 56% of the violent deaths in 1987-1998, 
beatings, torture and other forms of physical abuse by 
husbands or other family members were described as the 
cause of death. The same study found that rates of suicide 
are high for women experiencing violence from intimate 
partners: ill-treatment and oppression by husbands 
contributed to about 46% of the suicides.  Furthermore, 
gender-based violence, especially 
domestic violence, contributes 
significantly to women’s morbidity.  
Rates of depression are high 
amongst women experiencing 
violence from intimate partners. 

Reproductive health risks. 
Many studies have linked gender-
based violence with increased 
reproductive health risks, even 
though this link has not been 
given the attention it so rightly 
deserves. Many victims of gender-
based violence are at risk, directly 
and indirectly, of unintended 
pregnancies, sexually-transmitted 
infections (STIs), including HIV/
AIDS and complications during 
pregnancy. Many women in violent 
relationships are victims of non-
consensual sex, making it difficult 
to negotiate for contraceptive use. 
This puts them at greater risk of 
unintended pregnancies, unsafe 

abortions, and STIs and HIV/AIDS. In 2000, a study of 
1,139 women in Bangladesh aged 15-44 years showed 
that 63 women died from complications arising from 
unsafe abortions. In 1998, 248 HIV cases were reported in 
Bangladesh, 43 cases of which were women and 58.1% of 
whom had contracted it from their husbands.3 

The role of the healthcare sector. Women interact with 
the health system often, even when they themselves are 
not sick. As such, the health system can be an important 
agency to intercept and identify women who are at risk 
of gender-based violence and take appropriate measures 
accordingly. In Bangladesh, for example, 25% of pregnant 
women attend ante-natal care; 94% of children are 
brought for immunisation, usually by their mothers; and 
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Intercepting  
Gender-Based Violence 
through the Healthcare 
Delivery System

Ecological Model of Factors Associated with Partner Abuse

Society Community Relationship Individual
Perpetrator

• Norms granting men 
 control over female  
 behavior
•  Acceptance of
 violence as a way
 to resolve conflict
•  Notion of masculinity
 linked to dominance, 
 honor, or aggression
•  Rigid gender roles

•  Poverty, low socio-
 economic status,
 unemployment
•  Associating with
 delinquent peers
•  Isolation of women
 and family

• Marital conflict
• Male control of
 wealth and 
 decision-making in  
 the family

• Being male
• Witnessing marital
 violence as a child
• Absent or rejecting
 father
• Being abused as a
 child
• Alcohol use

Source: Adapted from Heise 1998 (210)
Population Reports/CHANGE
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29% of women use modern 
contraceptive methods. All 
these instances afford the 
opportunity for intervention. 

The role of doctors, nurses 
and other healthcare providers 
in prevention of gender-based 
violence includes providing 
education and counselling. Even 
as they educate women about 
the importance of nutrition 
and immunisation, healthcare 
providers can raise awareness 
about gender-based violence 
and gender equality, instilling 
self-respect and reinforcing the 
idea that women and girls are 
persons and not the property 
of men. These sessions can be 
done, together with counselling, 
in focus group discussions 
which may involve all the 
women, all the men and at a 
later point, both partners, in the outpatient department in 
hospitals. 

Doctors, nurses and paramedics can also play an 
active role in being alert to the possibility of violence as a 
possible cause of illness. Victims of violence may present 
with varied symptoms such as depression, gastrointestinal 
disorders, irritable bowel syndrome, history of miscarriage 
and pelvic inflammatory disease, amongst others. 
Healthcare workers should not shy away from asking 
routine questions that would unearth incidence of violence 
and help women come forward with complaints. An 
important factor that is often overlooked is documentation 
of injuries sustained from violence. This would help 
provide statistics that could help determine violence as a 
serious health issue. Also, documentation of such injuries 
would help women when they are seeking legal help and 
remedies. For this, it is imperative that doctors provide 
accurate reports without delay.

Healthcare providers can also intervene in gender-
based violence cases, possibly preventing further injury, 
simply by making referrals. Women can be referred to 
legal aid services, social welfare, the police, women’s groups 
who may help provide shelter, or even psychologists to 
help them overcome the trauma of violence. Sometimes, 
even when the women are not prepared to seek help or to 
leave the abusive situation, they could use these services to 
become empowered or to even help in planning for their 
own safety and that of their children.

The virtuous cycle. The healthcare system intervening 
with incidence of domestic violence can produce what is 
called the ‘virtuous cycle.’ This cycle, as opposed to the 

‘vicious cycle,’ will ultimately lead to a safe, healed survivor 
of violence. This cycle involves the hospitals as the primary 
interface with women suffering domestic violence. The 
healthcare system would identify these women, provide 
them with treatment and document the incidence 
of violence. Documentation will be for the redressal 
mechanism for women victims. The social welfare system, 
with the help of women’s groups, would also be on hand to 
provide psychological support, safety and empowerment 
skills for the women. In the virtuous cycle, all sectors would 
work together to raise community awareness on the issue, 
and the importance of women’s human rights to be free 
from violence. 

Endnotes

1  Bangladesh Bureau of Statistics. 2004. Bangladesh Data Sheet. Available at www.bbs.gov.bd

2  Ahmed, M.K.M. [et al.] 2004. “Violent deaths among women of reproductive age in rural 

Bangladesh.” Social Science & Medicine. Vol.59, Issue 2, pp. 311-319.

3  Tabassum, S. [et al.] n.d. “The HIV/AIDS Scenario in Bangladesh: A low prevalence high risk 

country.” Available at http://gateway.nlm.nih.gov/MeetingAbstracts/102263414.html
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Health Outcomes of Violence Against Women

Partner Abuse
Sexual Assault

Child Sexual Abuse

Fatal
Outcomes

Nonfatal Outcomes

Violence against
women has been
linked to many serious
health problems,
both immediate and
long-term. These include 
injuries, sometimes
leading to death
or disability; a
variety of chronic
physical conditions;
reproductive health
problems; mental
health disorders, 
including
suicide; and
unhealthy behavior,
such as drug abuse.

• Homicide
• Suicide
• Maternal mortality
• AIDS-related

Physical Health

• Injury
• Functional impairment
• Physical symptoms
• Poor subjective health
• Permanent disability
• Severe obesity

Negative Health
Behaviors

• Smoking
• Alcohol and drug abuse
• Sexual risk-taking
• Physical inactivity
• Overeating

Reproductive Health

• Unwanted pregnancy
• STIs/HIV
• Gynecological disorders
• Unsafe abortion
• Pregnancy 
   complications
• Miscarriage/low 
    birth weight
• Pelvic inflammatory 
   disease

Chronic Conditions

• Chronic pain syndromes
• Irritable bowel  
   syndrome
• Gastrointestinal 
   disorders
• Somatic complaints
• Fibromyalgia

Mental Health

• Post-traumatic stress
• Depression
• Anxiety
• Phobias/panic         
   disorder
• Eating disorders
• Sexual dysfunction
• Low self-esteem
• Substance abuse

Source: Center for Health and Gender Equity (CHANGE)
Population Reports
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In the last three decades, there has been a rising tide of 
female migrant workers from less developed countries to 
more developed ones in the Asia-Pacific.1 According to 
the United Nations Population Fund (UNFPA), by the 
year 2000, almost two million Asian women were working 
in neighbouring countries.2 Research indicates that in 
Indonesia, the Philippines and Sri Lanka, an overwhelming 
number of migrants leaving the country to work abroad 
are women.3 Female migrant workers are mainly involved 
in reproductive occupations such as domestic work and 
sex work. While migration offers economic and social 
possibilities for these women, it also opens them up to 

exploitation and leaves them without the legal protection 
of their rights in the host country or from their native 
country. Amongst the rights of female migrant workers 
that go largely unrecognised are their healthcare rights 
and sexual and reproductive health rights. The UNFPA 
State of the World Population Report 2006 on Women and 
International Migration2 recounts the following:

Domestic migrant workers face an increased risk of HIV 
infection and are vulnerable to violations of their reproductive 
rights. For example, in Sri Lanka, where migrants often 
undergo testing, almost half of all reported HIV cases occurred 
among domestic workers who had returned from the Middle 

Hidden Vulnerabilities:
Gender-Based Violence and Female 
Migrant Domestic Workers 
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East. In a 2002 survey of domestic workers in Hong Kong 
(SAR), interviewees reported various sexual and reproductive 
health problems that revealed limited access to health 
information and services, as well as the stigma attached to 
seeking them. These included genito-urinary infections (44%), 
pelvic inflammatory disorder (17%), unintended pregnancy  
(13 %) and abortion (10%). 

In Singapore, immigration policies prohibit the marriage 
of foreign domestic workers to citizens. Female domestic 
workers are also obliged to undergo medical exams every six 
months, including pregnancy and HIV tests, whereas other 
foreign workers do so only once every two years. Those who are 
pregnant often face dismissal and deportation.

The following case study in Malaysia describes some of 
the reproductive health risks that female migrant domestic 
workers face.

A Malaysian Example
A doctor, who runs a clinic known for providing legal 
abortion services, recently reported that employers 
bring their migrant domestic workers to his clinic to get 
abortions. These female migrant domestic workers are 
usually brought in by their male employers, and not by 
their partners nor by their female employers. These male 
employers would inform him that their domestic workers 
were impregnated by their boyfriends. The doctor is 
suspicious of this claim as the situation in most cases is 
that domestic workers are isolated and have very little, if 
any, contact with others. He is of the belief that the women 
are pregnant due to intercourse with their employers. 

He performs the abortions but reflects on whether sex 
was consensual, and that these are the women fortunate 
enough to receive safe abortion procedures. Statistics from 
his clinic reveal that the number of abortions performed 
on female migrant domestic workers constitutes a 
disproportionately high percentage. It is quite likely that 
this is a widespread phenomena across the country but 
most female migrant domestic workers may not be so 
fortunate and may resort to unsafe procedures. Policies in 
the country do not make it any easier for these women.  

Firstly, a migrant domestic worker’s visa is terminated 
if she is found to be pregnant and is sent back to her home 
country. Migrant domestic workers enter the country under 
what is called the Single Entry Policy, where their visas are 
determined by the availability of an employer. Without an 
employer, they cannot remain in the country. The policy 
also means that employers have leeway to choose their 
employees, and not the other way around. A complaint 
by the employee to the authorities, or a plea for change 
of employer, could mean that her visa is revoked and she 
is sent back. And once sent back, funds that she has paid 
to her employment agency cannot be regained. In order 

for her to come back to the country or go to another one 
would be near impossible as she would have to find more 
money to go through yet another agent.4 

Her access to legal services is also limited. In Malaysia, 
migrant workers who remain in the country for legal 
situations are under what is called a Special Pass. This pass 
has to be renewed monthly at a cost of RM100 (about 
US$32). However, those on the pass are prohibited from 
seeking employment.   

Under all these circumstances, migrant domestic 
workers who are facing abuse will find it difficult to lodge 
a complaint about it. As such, consent (or appearance of ) 
to intercourse is highly likely obtained under duress, as the 
employer can threaten to cease employment should she not 
give consent.

The worker would also find it difficult to access 
contraceptives and is thus vulnerable to not only 
unintended pregnancies, but also to STIs and HIV/AIDS.  

Healthcare policies are no less friendly to migrant 
workers. Migrant workers can expect to spend as much 
as RM2,000 (about US$625) at maternity wards in 
government-run hospitals compared to RM20-40 (about 
US$10-12) for Malaysians. Prohibitive costs and reporting 
mechanisms in the healthcare system may push migrant 
women to seek unsafe abortion practices.

This scenario is another form of gender-based 
violence which takes place within the home. Although 
the incidence of sexual violence against domestic workers 
may be difficult to capture through official statistics, this 
form of abuse needs to be documented in order to protect 
the bodily integrity and basic rights of female migrant 
domestic workers. And this situation may not be unique 
to Malaysia alone. Since female migrant workers exist 
somewhat in a legal limbo—where their original country 
has no legal jurisdiction over them, host countries have 
to learn to incorporate migrant sexual and reproductive 
health rights into their legal perspectives just as they have 
incorporated the economic usefulness of these very same 
female migrant workers into their national economies. 
Female migrant workers cannot and should not be denied 
basic health care rights, or have access to it denied by 
discriminatory practices.  

Endnotes
1   Piper, N.; Yamanaka, K. 2005. Feminised Migration in East and South East Asia: Policies, Actions and 
     Empowerment. Geneva: UNRISD. 62p.
2   UNFPA. 2006. State of the World Population 2006 Report. A Passage to Hope: Women and International 
     Migration. Available at www.unfpa.org/swp/2006/english/introduction.html  
3  Human Rights Watch. 2006. Swept Under the Rug: Abuses Against Domestic Workers Around the World.  
    New York: Human Rights Watch. 95p. Available at hrw.org/reports/2006.wrd0706/wrd0706web.pdf 
4  NGO Shadow Report Group. 2005. NGO Shadow Report on the Initial and Second Periodic Report 
    of the Government of Malaysia: Reviewing the Government’s Implementation of the Convention on 
    the Elimination of All Forms of Discrimination against Women (CEDAW). Kuala Lumpur, Malaysia: 
   NCWO. 200p.
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In 1993, the Kuala Lumpur General Hospital took a 
leading role in Malaysia in establishing a programme to 
respond to the growing number of women who sought 
medical services due to injuries sustained from domestic 
violence. The hospital recognised the medical, social and 
legal needs of these women and established a One-Stop 
Crisis Centre (OSCC) in its Accident and Emergency 
Department. 

The OSCC was aimed to be an inter-agency 
intervention mechanism. The hospital first fostered 
partnerships with women’s groups, namely the Women’s 
Aid Organisation (WAO) and the All Women’s Action 
Society (AWAM), and then later on with the police 
force and Welfare Services.The women’s groups helped 
establish gender-sensitive services and provided training 
on violence against women (VAW), 
counselling techniques as well as 
legal awareness to the OSCC staff. 
Through the advocacy efforts of WAO 
and AWAM, the OSCC went from 
being a service offered at one hospital 
to being a policy of the Ministry of 
Health. The women’s groups lobbied 
for the ministry to include a budget for 
the OSCC and gender training, and 
for the service to be recognised as a 
right for women. By 2006, the OSCC 
had already been introduced at 104 
out of the 134 hospitals in Malaysia. 
Currently, there are even plans to start the OSCC at 
government-run polyclinics, which provides emergency 
medical services to rural communities.  

Women seek medical attention. Not all women 
experiencing domestic violence are ready to seek help 
from the police or even to approach women’s groups. For 
many of these women, the healthcare sector is usually the 
first, and sometimes the only, chance to get assistance. 
Not only do hospitals offer 24-hour accessibility, they 
are also non-threatening and inconspicuous venues for 
women to get the help and protection they need. In many 
cases, abusers do not suspect that healthcare professionals 
are screening for incidences of domestic violence, or that 
abused women would be able to get legal help in hospitals. 

The OSCC. The OSCC is structured in a way that 
allows the various needs of the abused women to be 

addressed in one space, sparing the women the further 
stress of having to go to various government agencies. 
Once a woman is identified as a victim of domestic 
violence, she is taken to a special room. Here, not 
only will doctors provide her with medical care, the 
police will also be available to take her report. Social 
Services would likewise be on hand to provide her 
with counselling, or help secure her safety if necessary, 
even providing her with temporary shelter should she 
need it. This service is provided entirely by the Welfare 
Department that runs safe houses. When and where 
necessary, they contact shelters run by women’s groups 
like the Women’s Aid Organisation. Since its inception, 
the OSCC has helped many women, especially those 
who have been raped, to get safe medical attention. It 

is the experience of women’s groups 
that the service is readily available 
to those who ask for it, especially to 
those who are accompanied by staff 
of women’s organisations. However, 
it is unfortunate that women who 
would need the service are not usually 
identified by healthcare professionals. 

Challenges. The OSCC, although 
ideal in its conception, is not without 
its challenges. There is, firstly, a lack 
of gender sensitisation among the 
various agencies involved. Women still 
get blamed for the violence that they 
suffer. There is still a perception that 
a woman is beaten by her husband 

because she was a bad wife, and that in order to stop the 
abuse she should learn to behave accordingly. All parties 
need to understand what violence against women is 
and the gender dynamics involved, and have to be non-
judgemental in their approach. Unfortunately, it is easy 
to generalise the situation with stereotypes and cultural 
and/or religious expectations of what women and families 
should be. For instance, when a woman wants to leave 
the abusive situation, she is often dissuaded as she is told 
that she should pray for a better life, and to seek guidance 
from God to give her strength and patience. Personal 
religious beliefs should not come in the way of providing 
the victim with the best possible care, and securing her 
safety from the abuser.  

All sectors need to have sufficient knowledge on the 
protocol to ensure a coordinated institutional response. 

Malaysia: A One-Stop 
Crisis Centre for Women
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Unfortunately, confusion about protocol and procedure 
happens. This makes it more difficult for the women to get 
timely help, causes them undue stress, and may even deter 
them from coming forward with their problems. It is thus 
important that OSCC protocol be institutionalised and 
streamlined in all hospitals.   

Furthermore, there needs to be sufficient structural 
support for OSCCs. Women’s groups often hear that the 
lack of personnel is the main cause of delays in getting 
women the medical attention and help they need. The 
Ministry of Health, which is responsible for the running 
of the OSCC, must ensure that there is sufficient 
allocation of funds for staff. Also, they must provide staff, 
from all sectors involved in the OSCC, with training. 

Improving the healthcare response. As it stands, 
women only get special attention when they present 
themselves with injuries at the Accident and Emergency 
Departments of government-run hospitals. However, 
there are many opportunities for health care professional 
to come across women who may be experiencing violence 
in the home. Routine screening methods need to be 
adopted by doctors, where they ask women if they are 
experiencing any form of violence, should they suspect 
it. There must be recognition that symptoms of domestic 
violence are not just limited to physical ones, but can 
also include headaches, inability to sleep, nausea or 
stomach ulcers—symptoms indicative of emotional 
violence. Routine screenings can take place in maternity, 
orthopaedic and the outpatients’ wards, where the various 
agencies involved can still converge. This can even 
be institutionalised in private practice where doctors 
can establish and institute support services, forging 
partnerships with the local police stations, counsellors, 
Welfare Services and women’s groups.  

Finally, hospitals and clinics must have information on 
community resources to enable them to provide women 
with options. Not all women who go to the OSCC are 
prepared to make police reports or even to leave the 
abusive situation. If the OSCC can provide women with 
information on where to go for further help or support, 
there is a high possibility that the women will seek help 
from these alternative sources at a later time, when they 
are ready. Recognising that domestic violence is a health 
issue—and providing concrete policies and programmes in 
health care systems to address the problem—is one way  
to ensure that women will be better protected from 
domestic violence.

This article is based on a presentation prepared by Ivy 
Josiah, Executive Director of Women’s Aid Organisation 

(WAO) and presented by Vizla Kumaresan, former 
WAO Programme Officer at the ARROW-FIGO 

Parallel Forums at the 18th Congress of the International 
Federation of Obstetricians and Gynaecologists, 

Kuala Lumpur, Malaysia, 6-9 November 2006. 
Email: wao@po.jaring.my

Some NGO 
experiences  

    with the OSCC
Two leading women’s organisations in Kuala 
Lumpur, Malaysia have indicated that the OSCCs 
could be further improved.1    One recommendation 
is to have continuous gender sensitisation for all 
levels of staff. This is especially important at the 
Accidents and Emergencies Department where 
the women would present themselves first. 
 This would help the situation because often 
the identification of women who would need 
the service is not taking place. This happens 
because health care professionals are not asking 
women the questions that would help identify 
them as being survivors of abuse. In many cases, 
information about the OSCC service is lacking. 
Sometimes women are not directed to the OSCC, 
unless they are accompanied by members of 
women’s groups, who are aware of the service. Few 
hospitals display information about the service, 
and even if they do, often, the onus is on the 
survivor to ask for it.
 The procedures that women survivors have to 
undergo can also be difficult. In order to obtain 
the services of specialists to do the necessary tests 
and examinations, a police report must be lodged. 
The difficulty in this is that it predetermines a 
course of action for the woman—and she may 
not have had both the time and space to make 
the choice. If a woman does not make the police 
report, the doctors will not perform the necessary 
examinations.  
 Gender sensitisation would go a long way 
in helping women in such situations obtain 
the medical care that they require. If hospitals 
could foster closer symbiotic relationships with 
women’s groups, this could ensure that the 
healthcare system and healthcare professionals are 
continually gender-sensitised. Hospitals could also 
involve women’s groups in the OSCC feedback 
system and recommend resources for hospital staff 
information and training.

Endnote 

1  These women’s organisations also have received counselling calls where rape victims report   
 that they have turned up at the hospital for a medical check-up and have been asked by   
 health care professionals to first lodge a police report before requiring a check-up. In cases   
 where the victims obtained a medical examination from a private health facility, such medical  
 reports are inadmissible in court.
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Bangladesh
The ‘We Can End All Violence Against Women’ 
Campaign (WE CAN), funded by Oxfam-GB, was 
launched in Bangladesh in 2004 and is now active in 
Afghanistan, India, Nepal, Pakistan and Sri Lanka. The 
campaign’s strategy is to actively engage communities to 
change norms around violence against women (VAW) 
and to reduce the acceptability and occurrence of VAW.  
The campaign recruits ‘change-makers,’ members of the 
community that try to influence others in various ways. 

Oxfam Novib funded a study tour to Bangladesh for 
NGOs to explore if the WE CAN strategy can be used in 
other regions. Nine participants from NGOs in Indonesia, 
Malaysia and the Netherlands joined the study tour which 
was held from 22-27 April 2007. Oxfam-Bangladesh and 
the WE CAN Secretariat took participants to rural areas 
to see the campaign in action, wherein they interacted 
with change-makers (including rural women and men, 
police, lawyers, students, teachers and local politicians). 
Participants learned that WE CAN’s approach is to 
engage with VAW perpetrators rather than putting 
them on the defensive by ‘naming and shaming.’ Open 
discussions on VAW that included current or former 
perpetrators of violence were observed to be taking place 
in communities. A unique aspect of the campaign is the 
realisation by implementers and funders that changing 
beliefs and behaviours will take a long time, and as such 
the campaign has initially been funded for six years.  

Source: Luciana Rodrigues, former ARROW Programme 
Officer, who participated in the study tour. For further 
information, go to: www.wecanendvaw.org

Gender sensitisation of men is an effective strategy to 
combat domestic violence, according to a recent study in 
three villages in Bangladesh conducted by the Bangladesh 
Women’s Health Coalition (BWHC). Titled, “Combating 
Domestic Violence through Changing Knowledge and 
Attitude of Males: An Experimental Study in Three 
Villages of Bangladesh,” the study involved a pre-post 
control group design, wherein one village served as the 
control village (no intervention took place) and the other 
two were experimental villages wherein intervention 
program of sensitising men through peer groups took 
place for six months.    

The research revealed that domestic violence, 
particularly wife battering, physical oppression and 
mental torture, was prevalent in the study areas. Poverty 
stemming from unemployment was commonly attributed 
as a major cause of the husbands’ violent behavior; women 
were found to be passively accepting domestic violence. 

Comparison of males’ attitudes in pre- and post-

intervention phases in the two experimental villages, using 
interviews and focus group discussions, revealed that the 
sensitisation programme had significant positive effects 
on men’s perception and attitudes towards women, with 
domestic violence having been reduced to a significant 
extent. Such changes were not found with males in the 
control village. More participants in the experimental 
villages were also found to gain knowledge about 
reproductive health and issues to domestic violence. 

Source: Jahanara Sadeque, Director, BWHC. 
Email: bwhc@siriusbb.com, jsbwhc@siriusbroadband.com

India
The Protection of Women from Domestic Violence Act 
2005 has been passed in October 2006. Aimed to protect 
and compensate women who have endured violence in 
the home, the act recognises all forms of physical, sexual, 
verbal, emotional or economic violence against women 
that takes place in the home. Under this law, marital 
rape is also criminalised. Before this act was introduced, 
marital rape was not a recognised crime, except when 
committed against a girl child below the age of 15 years. 
The act will also protect women from crimes such as 
dowry killings that are sometimes perpetrated by people 
other than the woman’s husband. 

The act can be applied to any woman living in a 
household, including those in de-facto relationships, 
as well as women who are sisters, widows, mothers and 
single women. It is said to be an empowering act, where 
survivors of abuse will be able to claim a share of the 
abuser’s property and salary, and to claim for medical 
damages caused by the abuse. The act also recognises 
the abused woman’s right to residence and allows her to 
remain safely in her home. Failing that, it allows for the 
appointment of protection officers and private service 
providers to help her find alternative residence and to 
ensure her medical needs are met.  

Source: Combat Law, Vol.4, Issue 6, Nov.-Dec. 2005. 
Available at www.combatlaw.org/information.php?issue_
id=25&article_id=633

Indonesia
The Indonesian Domestic Violence Act offers protection 
from any form of violence perpetrated against anyone 
living in a household, including domestic workers. Any 
form of physical, sexual and psychological violence, as well 
as neglect of an individual in the household, is an offence. 
The law is expansive in its definition of domestic violence, 
and potential victims of violence.
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However, a report issued by Amnesty International 
indicates that there is still an alarming rate of abuse 
against domestic workers in Indonesia. It showed that 
domestic workers are still very susceptible to violence 
especially physical and sexual violence. The domestic 
workers, who are mainly women and young girls, were 
reported to have little knowledge of their sexual and 
reproductive rights, or on how to access reproductive 
health services. They were unaware of sexually transmitted 
infections (STIs) and how to protect themselves from 
these, leaving them at greater risk not only of STIs but 
also unwanted pregnancies. Cases of abuse are also under-
reported to the police by domestic workers themselves; 
the domestic workers are isolated from their family and 
friends, and risk losing their jobs if they speak out. 

According to Amnesty International’s report, the 
government’s failure to protect domestic workers’ rights 
and to prevent, investigate and punish abuses committed 
against them leaves the violence perpetrated against them 
in the shadows.       

Many organisations have begun public awareness 
campaigns to make the Indonesian population aware that 
domestic violence is a crime, and that domestic violence 
laws are applicable to domestic workers. The Ministry of 
Manpower and Transportation is also reportedly working 
on a separate legislation for domestic workers. The law 
is said to help regulate the domestic workforce, and to 
ensure that minimum standards of employment are met in 
the household, to better protect domestic workers’ rights. 

Source: “Indonesia exploitation and abuse: The plight of 
women domestic workers.” Available at web.amnesty.org/
library/index/engasa210012007

Malaysia
The Parliamentary Select Committee on the Penal Code 
and the Criminal Procedure Code was convened in 2003 
to review provisions in the two statutes. The Committee 
issued its report in May 2006, and proposed some 
changes. Some of the laws changed were related to rape. 

The first of these changes was made to the definition 
of rape, where the issue of consent was elaborated on. 
The amendments now make it possible to punish those 
who obtain consent using positions of power or authority 
over the woman. One of the main reasons this change 
was made was to accommodate the many cases of rape, 
especially of young women, by so called witch doctors 
(bomoh). These bomoh have been reported to prescribe 
sexual intercourse in order to get rid of evil spirits. 

Another amendment to the definition of rape was to 
include a provision to punish husbands who force their 
wives to have sexual intercourse. The new provision states 
that it is a crime for a husband to use threats of hurt or 

death or to cause hurt to the wife or any other person in 
order for him to have sexual intercourse with her. 

While the amendment would offer some amount of 
protection to women, it only addresses hurt or threats 
of hurt or death. It does not take into consideration 
other forms of threat which includes revoking money for 
running the household, or even threats of divorce or other 
forms of psychological violence. Moreover, the exception 
in the law that prohibits marital rape still remains intact. 
One of the reasons for this was that criminalising marital 
rape was regarded as being against Syariah law. The new 
provision was thus seen as a compromise between the 
demands of women’s groups and that of other groups that 
did not recognise marital rape.

Source: Press Statement cum Frequently Asked Questions on 
the Report by the Parliamentary Select Committee on the 
Penal Code (Amendment) 2004 and the Criminal Procedure 
Code (Amendment) 2004 issued by the Joint Action Group 
for Gender Equality ( JAG), found at www.wao.org.my and 
www.awam.org.my 

Pakistan
The Hudood Ordinances were introduced as part of the 
Islamisation of Pakistan. When introduced, they were not 
debated in Parliament and have been subjected to severe 
criticism by civil society and members of the Parliament 
themselves and law-makers.  The law has severe 
repercussions on women and minority groups in Pakistan. 
A main concern is that women’s rights have been eroded, 
and there has been an impact on women’s health. For 
example, the legal requirement for four male witnesses for 
an act of rape limits women’s ability to report the crime. 
Pregnancy, which is a possible outcome of rape, can also 
be used as evidence of ‘zina’ or adultery against a woman, 
and she can be imprisoned for this. The perceived laxity 
in punishing rapists has also caused an increase in rape, as 
the perpetrators know that women would not report the 
incident. 

The Pakistan National Commission on the Status of 
Women called the law discriminatory, and recommended 
its repeal. In 2004, President Pervez Musharraf called for 
a review of the Hudood Ordinances. After much debate, 
the president signed an amendment to the Ordinances 
in 2006, and efforts were made to release the women 
imprisoned for adultery. The Women’s Protection Bill 
was introduced to promote and protect women’s rights. 
However, there has been resistance to this bill from the 
conservative opposition groups and the bill is yet to be 
implemented. 

Source: Shirkat Gah.“The Hudood law must be repealed.” 
Pakistan Human Rights Watch. Available at www.hrw.org
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Amnesty International. 2005. “Women, violence and 
health.” London, UK. 44p.  Available at web.amnesty.org/
library/Index/ENGACT770012005?open&of=ENG-398
Tel.: +44-20-74135500. Fax.: +44-20-79561157.

This brief report discusses violence against women 
(VAW) as a human rights violation and a public health 
issue. Given the health consequences of VAW, the 
paper points out that there is a need for awareness and 
skills development among health practitioners. This will 
ensure that they can better identify victims and ensure 
that proper care is given; refer survivors of violence 
to appropriate services; contribute effectively to the 
woman’s need for safety and, possibly, justice; cooperate 
effectively with other sectors to better protect women and 
respond to their needs; and advocate more effectively for 
women’s rights. The report also has recommendations to 
governments and policy makers on how to better protect 
survivors of VAW, and how to ensure that they receive 
proper and adequate treatment and care. 

Brown, D. [et al.] 2007. Third Milestones of a Global 
Campaign for Violence Prevention Report 2007: Scaling 
up. Geneva, Switzerland: World Health Organization 
(WHO). 32p. Available at www.who.int/violence_injury_
prevention/publications/violence/milestones_2007/en/
index.html Tel.: +41-22-791-3264. 
Fax.: +41-22-791-4857.

The third of its kind, this report catalogues the various 
initiatives undertaken by governments from all over the 
world in a bid to prevent violence since the publication 
of the World Report on Violence and Health in 2002.This 
publication aims to provide a continual source of support 
to countries that are making an effort to work to prevent 
violence. It also captures lessons learned from these 
government endeavours, sums up the effects of violence 
to society and to the health sector, and consolidates and 
disseminates normative guidance on how to assess and 
prevent violence and the problems associated with it.

Ellsberg, M.; Heise, L. 
2005. Researching Violence 
against Women: A Practical 
Guide for Researchers and 
Activists. 259p. Available 
online at www.path.org/
publications/details.
php?i=1524 Tel.: +206-
285-3500. 
Fax.: +206-285-6619.

This guide draws on the 
experiences of researchers 
from more than 40 

countries who contributed to the WHO Multi-Country 
Study on Women’s Health and Domestic Violence Against 
Women. It presents methods for performing quantitative 
and qualitative research on gender-based violence in 
low-resource settings. It covers all aspects of the research 
process, from study design to training field workers. It 
also presents ways to use findings to influence decision-
makers. Most importantly, it provides ethical guidelines 
for protecting the safety of women participating in 
research. 

Espinoza, H.; Camacho, A.V. 2005. “Maternal death 
due to domestic violence: An unrecognised critical 
component of maternal mortality.” Public Health, 
Vol.17, No.2, pp.123-129. Email: camachov@paho.org

This article argues for the need to re-define maternal 
mortality so that domestic violence can be recognised 
as a cause. While the definitions of maternal mortality 
used in most countries do not include death due to 
complications brought about by violence, research has 
shown that women do die of such complications, and 
often the violence has begun or escalated as a result 
of pregnancy. Unwanted pregnancies are highlighted 
as a risk factor for domestic violence, where ‘honour-
killings’ may be committed by partners or relatives, and 
adolescent women may self-harm. Even in developed 
countries such as the United States where maternal 
mortality is low, research has shown that women 
with unwanted pregnancies are at much greater risk 
of violence from an intimate partner than those with 
wanted pregnancies. Having outlined the case for 
revision of the definition of maternal mortality, the 
authors then discuss the challenges associated with data 
collection, due in part to the difficulty in identifying, 
registering and reporting these kinds of deaths. 
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Shaw, D.; Faundes, A. 2006. “What is the relevance of women’s 
sexual and reproductive rights to the practising obstetrician/
gynaecologist?” Best Practice & Research Clinical Obstetrics and 
Gynaecology. Vol.20, No.3, pp.299-309. 
Tel.: +1-604-8225821. Fax.: +1-604-8226061.
Email: dshaw@medd.med.ubc.ca

This article argues that women’s sexual and reproductive 
rights are a fundamental part of daily practice for 
obstetricians/gynaecologists and the key to the survival 
and health of women around the world. Obstetricians/
gynaecologists are natural advocates for women’s 
health, yet may be lacking in their understanding of 
relevant laws or the limits of conscientious objection. 
Understanding the relevance of respecting and 
promoting sexual and reproductive rights is critical 
for providing current standards of care, and includes 
access to information and care, confidentiality, informed 
consent and evidence-based practice. The paper also 
explains the connection of violation of women’s rights 
in their daily lives through common problems such as 
gender-based violence and discrimination with serious 
health consequences. 

World Health 
Organization (WHO). 
2005. WHO Multi-country 
Study on Women’s Health 
and Domestic Violence 
against Women: Initial 
Results on Prevalence, 
Health Outcomes and 
Women’s Responses. Geneva, 
Switzerland: WHO. 98p. 
Available atwww.who.
int/gender/violence/
who_multicountry_study/
en/index.html

This report presents the initial results of interviews with 
24,000 women from 10 countries. The report findings 
document the incidence and prevalence of intimate 
partner violence and its association with women’s 
physical, mental, sexual and reproductive health. Data 
included in the study covers non-partner violence, sexual 
abuse during childhood and forced first sexual experience. 
The report also covers women’s responses to violence (who 
they seek help from, why they do not, their perception 
of the violence and services that they use). The report 
ends with 15 recommendations to strengthen national 
commitment and action on violence against women.  

Hoare, Joanne. (Ed.). 2007. “Gender-based Violence.” 
Gender and Development. Vol.15, No. 1. Oxfam Great 
Britain. Available at www.oxfam.org.uk/resources/
issues/gender/gad_contents.html#Genderbasedviolence 
Tel.: +44-0-1865-473727.

This issue of Gender and Development is dedicated 
to gender-based violence. Articles focus on issues 
such as gender violence in schools, property grabbing 
in Africa, femicides in Central America, domestic 
violence in Georgia, gender-based violence against 
children in emergencies, and community mobilisation 
as a prevention strategy. An editorial by Joanna Hoare 
discusses some of the history of this issue, and presents 
a gender-relations perspective on violence and responses 
to gender-based violence in the development context. 
And as with all editions of this journal, relevant book 
reviews, views, events and debates, as well as a resource 
list are included. 

Mishra, Yamini. 2006. 
Negotiating Culture: 
Intersections of Violence 
against Women in Asia 
Pacif ic, Report of the Asia 
Pacif ic NGO Consultation 
with the United Nations 
Special Rapporteur on 
Violence against Women, 
Yakin Ertuk, 11-12 
Sept. 2006, Ulaanbaatar, 
Mongolia. Chiang Mai, 
Thailand: Asia Pacific 
Forum on Women, Law 

and Development. 82p. Available at www.apwld.org/
publication.htm Tel.: +66-0-53-284527. 
Fax.: +66-0-53-280847.

This report details the proceedings of the consultation 
and includes discussion as well as in-depth 
presentations on different aspects of ‘culture’ and its 
effect on women and violence against women. Some of 
these include issues of religion, nationalism and identity 
politics. The understanding and use of the concept of 
culture itself is also discussed extensively. Strategies that 
women in the Asia-Pacific are currently using to address 
harmful cultural paradigms where they result in violence 
against women are documented. Recommendations for 
future actions at the community, national and international 
levels are set out in detail in Annex 1 for organisations and 
movements, and at a sub-regional level for the UN Special 
Rapporteur on Violence Against Women’s Report.
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Definitions

Violence against Women
Violence against women is “any act of gender-based violence that 
results in, or is likely to result in, physical, sexual or mental harm 
or suffering to women, including threats of such acts, coercion 
or arbitrary deprivation of liberty, whether occurring in public or 
private life....This encompasses...physical, sexual and psychological 
violence occurring in the family and in the general community, 
including battering, sexual abuse of children, dowry-related 
violence, rape, female genital mutilation and other traditional 
practices harmful to women, non-spousal violence and violence 
related to exploitation, sexual harassment and intimidation at
work, in educational institutions and elsewhere, trafficking in 
women, forced prostitution and violence perpetrated or condoned 
by the state. 1 

Types of violence: Physical violence, sexual 
violence and social violence
Physical violence includes acts where the perpetrator is said to 
attack “the physical integrity of girls and women’s bodies.” “The 
manifestations of physical violence range from pushing and 
shoving, to hitting, beating, torture and murder.2

Sexual violence “refers to any non-consensual sexual activity 
ranging from sexual touching to rape. Sexual violence can 
take place within marriage as well as in totally anonymous 
and arbitrary circumstances such as gang rape. Sexual violence 
against children can take many forms, of which incest is but one 
example.2

Social violence includes social and cultural norms that allow 
violence against women. These include such practices like the 
“genital mutilation, forced marriages, caste systems which place 
women at the lowest rung of the ladder, and ideologies which 
devalue women....Social structures of control such as laws which 
do not protect women’s rights, and law enforcement agencies 
which often turn a blind eye to violence against women and 
children are also culprits.2 Laws and policies that prevent women 
from accessing remedies in the form of medical care such as 
abortions for unwanted pregnancies can also be considered VAW. 
Women who do not have this choice often resort to unsafe 
abortions that can cause considerable harm to their lives. 

Intimate partner violence
“One of the most common forms of violence against women is 
that performed by a husband or intimate male partner. Although 
women can be violent in relationships with men, and violence is 
also found in same-sex partnerships, the overwhelming health 
burden of partner violence is borne by women at the hands 
of men. Intimate partner violence includes acts of physical 
aggression, psychological abuse, forced intercourse and other 
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forms of sexual coercion, and various controlling behaviours such 
as isolating a person from family and friends or restricting access 
to information and assistance.”3

Endnotes

1    “Violence against women.”  www.who.int/mediacentre/factsheets/
 fs239/en/
2     Definitions by Sisterhood Is Global Institute (SIGI). Cited in 
       Triningtyasasih [et al.] 2007. “Chapter 3: Violence against 
       Women.” pp. 97-131. ARROW. 2007. Rights and Realities: 
       Monitoring Reports on the Status of Indonesian Women’s Sexual 
       and Reproductive Health and Rights. Kuala Lumpur: ARROW. 
      199p.
3    WHO. Intimate Partner Violence Facts. www.who.int/violence_ 
 injury_prevention/violence/world_report/factsheets/en/ipvfacts. 
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The 2006 World Health Organization (WHO) Multi-Country 
Study on Women’s Health and Domestic Violence against Women1 
reports that one in five women have suffered or are suffering from 
intimate partner violence. The results from the study show a great 
deal of variation from country to country. While this indicates 
that violence by a male intimate partner is widespread in the 
countries included in the study, it also indicates that violence is 
not inevitable and can be mitigated. 

Four Asia-Pacific countries—Bangladesh, Japan, Samoa and 
Thailand—were included in the study. Across these sites, between 
15% and 71% of women reported physical or sexual violence, or 
both, by an intimate partner at some point in their lives. 

Most sites reported prevalence rates in the range of 30-60%. 
Between 4% and 54% of women reported physical or sexual 
violence, or both, by a partner within the 12 months prior to the 
study.  Bangladesh province had the highest incidence of intimate 
partner violence, with 41.7% of women studied having suffered 
physical violence in their life and 15.8% reporting physical 
violence in the 12 months prior to the study. 49.7% of the women 
had suffered sexual violence in their life, while 24.2% had suffered 
such in the 12 months prior to the study.

Japan has the lowest cases of reported intimate partner violence, 
whether physical or sexual. 12.9% of women reported having 
suffered physical violence in their life, while 3.1% had suffered 
physical violence in the 12 months prior to the study. 19.5% 
of women reported ever enduring sexual violence, and 1.3% of 
respondents had suffered it in the 12 months prior to the study. 

In examining the impact of violence on women’s reproductive 
health, the study included various statistics on women’s access 
to health care. The incidences of abortions and miscarriage 
among those reporting violence were analysed. Table 1 shows the 
number of women in the Asia-Pacific sites who have had either 
induced abortions or miscarriages. 

The table shows that only in Samoa and Thailand province 
were there significant differences between the incidence of 
miscarriage between women who had never experienced violence 
and those who have. In almost all of the sites, women who 
had experienced violence reported higher numbers of induced 
abortions than women who had not experienced violence. 
This possibly shows that many women who are suffering from 
violent relationships could be having unwanted pregnancies and 
therefore seek medical services to terminate them. 

As women in violent relationships lack the power to 
negotiate for safe sex, these pregnancies could be caused either 
by forced sexual intercourse, or unwillingness or inability to use 
contraception during intercourse. This raises the possibility of 
other health risks such as the likelihood of contracting sexually 
transmitted infections, including HIV/AIDS.2 

Women suffering violence do come into contact with the 

healthcare sector—to seek care for physical injuries, or during 
miscarriage or even to seek induced abortions.1 As an important 
contact point and source of help, the healthcare sector must 
intensify its efforts in sensitising staff to violence as a possible 
cause of illness or reason to terminate pregnancy. It must also 
take steps—including not requiring spousal consent for abortion 
procedures or suggesting alternative contraceptive options such as 
injectables—to ensure that the health needs of women in violent 
relationships are met and their sexual and reproductive rights 
affirmed. 

Endnotes

1   Garcia-Moreno, C. [et al.] 2005. WHO Multi-Country Study on Women’s Health and Domestic Violence against 
      Women. Geneva: World Health Organization. 
2   United Nations. 2006. “Secretary-General’s in-depth study on all forms of violence against women.” Geneva, 
      Switzerland: United Nations. 139p.

Intimate Partner Violence: 
Impact on Women’s Reproductive Health
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site
experience 
of violence

ever had 
induced 
abortion 
(%)

ever had 
Miscarriage
(%)

total 
no. of 
pregnant 
Women 

Bangladesh 
city

Never 9.9 16.6 585

Ever 19.0 15.8 695

Bangladesh 
province

Never 1.7 10.6 482

Ever 3.2 12.1 791

Japan city
Never 12.4 21.1 750

Ever 27.5 22.8 149

Samoa
Never 0.2 7.7 613

Ever 0.2 15.0 533

Thailand city
Never 4.5 17.4 530

Ever 12.5 17.6 376

Thailand 
province

Never 2.0 16.3 492

Ever 7.6 20.7 463

Table 1. Ever-pregnant Women in Asia-Pacific Reporting 
Having Had an Induced Abortion or Miscarriage According to 
Their Experience of Violence by an Intimate Partner
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