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Abstract

Intimate partner violence (IPV) is a major public health issue in India, with
prevalence rates ranging from 18-76%. The negative health effects of IPV are well
established and include physical and mental issues such as broken bones,
psychosomatic symptoms, and increased rates of sexually transmitted diseases,

depression and post-traumatic stress disorder.

This study investigated the relationship between the different types of IPV
(psychological, physical and sexual) and common mental disorders (CMD) in a group
of Indian women from a low socio-economic area of Mumbai, India. Furthermore,
the study investigated the effects of autonomy, experience of social support and

spirituality on CMD outcomes in these women.

A cross sectional study design was followed using a modified version of the
Demographic and Health Survey instrument and the short version of the General
Health Questionnaire translated for use into Hindi and Marathi. Local Community
Health Workers were employed and trained to carry out the data collection. Survey
data were analysed using both descriptive and inferential analysis methods. In
particular the variables of interest (IPV, CMD, autonomy, spirituality and social
support) as well as predictor variables (age, income, religion etc) were fitted into a
multinomial logistic regression model and the log-likelihood ratio test was used to

assess goodness of fit.

A total of 907 women were surveyed, and the majority of respondents were Hindu
or Buddhist and belonged to the Backward Castes and Scheduled Tribes but had a
high rate of literacy with half the sample having completed high school. Over a
qguarter of the women in this sample (28.7%) reported experiencing IPV and a
similar proportion of women (28.2%) had a Common Mental Disorder (CMD). As

expected there was a large degree of overlap between all three forms of IPV



(emotional, physical and sexual) with 1 in 10 women experiencing all three. Rates of
CMD increased with co-prevalence of emotional IPV, physical IPV and sexual IPV in
that particular order. The results suggest that CMD and physical health may be

mediated by experiences of IPV.

Statistical modeling explained the odds of women in this sample experiencing
various forms of IPV and CMD but surprisingly there were no common determinants
for all three types of IPV. Husband’s controlling behaviour, his frequency of
drunkenness and a woman’s level of autonomy were significant risk factors for two
types of IPV and CMD. Social support and the use of spirituality as a coping

mechanism were not significantly associated with any of the variables of interest.

A framework for addressing IPV and IPV related CMD was developed for use by KJ
Somaiya Hospital and proposes evidence based clinical and community models. A
woman’s journey through the system was also developed and the rationale for the

various pathways is provided.

Several recommendations are suggested based on the results of this study including
the development of a community mental health outreach program that targets all
women, the development of policies and protocols to facilitate appropriate
responses to IPV by medical staff at K] Somaiya, screening women that attend the
outpatient clinic for IPV and implementation of referral procedures, establishment
of a program to address alcohol misuse by males in the community and initiation of

a coordinated community response to IPV to change attitudes.
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CHAPTER 1 INTRODUCTION TO THE STUDY

"Far away there in the sunshine are my highest
aspirations. | may not reach them, but | can look up
and see their beauty, believe in them, and try to follow
where they lead." —Louisa May Alcott quoted in Elbert
Hubbard's Scrap Book (1923) by Elbert Hubbard, p. 62

1.1 Introduction

This thesis investigates Intimate Partner Violence (IPV) and Common Mental
Disorders (CMD) in a cohort of Indian women living in a lower socio-economic area
of Mumbai, India. It is one of a few studies that examined the effects of social
support, spirituality as a coping mechanism and levels of autonomy on violence and
CMD, and proposes a model for the factors that are significantly associated with
them. The results provide valuable information on the factors that impinge on IPV
and CMD in Indian women. The first chapter introduces the outline of the thesis,
provides the background and rationale for the study, the aims, objectives and

significance and gives a summary of the other chapters.

1.2 Rationale for the study

It is without doubt that violence against women is a common and wide spread
public health issue that cuts across nations, cultures, religions, languages and socio-
economic strata. In 1993, the United Nations General Assembly adopted the
Declaration on the Elimination of Violence against Women which defines violence

against women as:

“any act of gender-based violence that results in, or is likely to result in,
physical, sexual or psychological harm or suffering to women, including
threats of such acts, coercion or arbitrary deprivation of liberty, whether

occurring in public or in private life” (United Nations, 1993).



The most common type of violence against women is violence carried out by an
intimate partner, and around the world women are at higher risk of violence in their
home than anywhere else. IPV is a major contributor to ill health in women and
results in a high social burden on society. Apart from deaths and injuries, IPV is
associated with numerous adverse health outcomes which may be a direct result of
the physical violence or are the result of the violence on the cardiovascular,
gastrointestinal, endocrine and immune systems through chronic stress or other
mechanisms (Black, 2011, Coker et al., 2002a). Victims of IPV — whether sexual,
physical, or psychological are significantly more likely to suffer various psychological
consequences such as depression, anxiety, suicide, and reproductive health issues
such as unwanted pregnancies and sexually transmitted infections. They are also
are more likely to display negative health behaviours such as substance abuse and
alcoholism (Black, 2011, Coker et al., 2000, Ellsberg et al., 2008). It was estimated
that IPV in 2002-2003 cost the American economy $8.3 billion (Max et al., 2004) and
in 2007 cost the Australian economy $13.6 billion (Braaf and Barrett-Meyering,
2011), with the largest contributors being pain, suffering and premature mortality,
followed by health care costs which can persist as long as 15 years after the

cessation of abuse (Rivara et al., 2007).

The World Health Organization (WHO) Multi Country Study found that the lifetime
prevalence rate of physical and/or sexual violence ranged from 15% in Japan to 71%
in Ethiopia with the other countries falling between 23% and 49% (WHO, 2005).
More than half of physically abused women surveyed (between 55% and 95%) had
not told anybody about the violence and had never sought help from any formal
agency (e.g. health services, legal advice, shelter, police, women’s nongovernmental
organizations, local or religious leaders), the interviewer often being the first person

the women disclosed their experiences of violence to (WHO, 2005).



Researching IPV is challenging as its parameters are not always well defined,
severity of violence is subjective and the mental health consequences are linked to
physical events in complex ways. Under reporting of IPV due to stigma and shame
associated with the acts of violence also make researching this issue more difficult.
Thus there is an urgent and growing need for robust and reliable epidemiological
data to establish whether the patterns, risk factors and consequences of IPV in India

are similar to other studies.

In 2004, when this study commenced, there were few research studies investigating
the prevalence and incidence of IPV in India (Jeyaseelan et al., 2004, Jain et al.,
2004, Hassan et al., 2004, Martin et al., 2002, Network, 2000, ICRW, 2000, Martin et
al., 1999, Jejeebhoy, 1998, Rao, 1997, Jejeebhoy and Cook, 1997), and even fewer
that focused on the relationship between IPV and mental health, in particular

depression (Patel et al., 1998, Patil et al., 2002, WHO, 2002).

Since then, a few more studies have investigated the relationship between violence
and mental health (Chandra et al., 2009, Kumar et al., 2005, Vizcarra et al., 2004,
Nayak et al., 2010, Patel et al., 2006b). This study strengthens the sparse evidence

base that supports the association between IPV and CMD in India.

Another aspect that has not been studied in detail in India and the Indian context,
but has received some focus in industrialised nations, is the role of social support
and autonomy on IPV and on the women’s mental health status. Studies, mainly
from the USA, have shown that social support plays an important role in
moderating the effects of IPV and may protect against the development of
depression and Post Traumatic Stress Disorder (PTSD) in women who are abused
(Carlson et al., 2002, Coker et al., 2002b, Coker et al., 2003, Fowler and Hill, 2004,
Holt and Espelage, 2005, Kaslow et al., 1998, Kocot and Goodman, 2003, Mitchell
and Hodson, 1983, Rose et al., 2000, Thompson et al., 2000).



In contrast, the researcher was unable to find any studies from India that
investigate social and family support with respect to IPV or mental health that were
published before methodology development and data collection occurred in early
2005. There are several studies that investigate the role of social support in relation
to work-family stress in middle and upper class working women (Aziz, 2004,
Rajadhyaksha, 2006, Daga and Husain, 2001) and the role of social support for
people with HIV/AIDS (Mittal et al., 2006, Kohli et al., 2005). The results of this
research provide new information and insights on the relationship between social

support and CMD in Indian women.

Spirituality is another variable of interest in this study. Spirituality, defined as
religious beliefs and practices, has in the past been linked to various mental issues
such as neuroses and psychotic delusions, however recent research has shown that
spirituality and mental health are positively associated (Koenig, 2009, Baetz and J,
2009). Other research, including a meta-analysis of 147 studies have found that
spirituality acted as a buffer to the negative effects of stress, with greater
spirituality and religiosity associated with less depressive symptoms, even after
controlling for other coping strategies (Smith et al., 2003, Kim and Seidlitz, 2002,
Young et al., 2000).

In India, Anjana (2003) found that people that recite the Bhagavad Gita (the holy
book of the Hindus) were less likely to show symptoms of depression and anxiety
and were more effective in the management of adjustment problems than non-
reciters. Other studies from India investigated the use of spirituality in coping with
disasters (Rajkumar et al., 2008) or with terminal iliness (Thombre et al., 2010), and
found that spirituality was significantly associated with better outcomes. This study
examined whether there was a similar association between spirituality and CMD in

women who are experiencing IPV.



Autonomy is generally defined as the ability or capacity of women to make choices
and decisions within their household relative to their husbands (Anderson and
Eswaran, 2009). Autonomy within the sphere of IPV, reproductive health and
nutrition has been investigated in depth on the Indian subcontinent and other
developing countries (Spektor, 2010, Ghosh, 2007, Brunson et al., 2009, Hadley et
al., 2010, Jejeebhoy, 2002, Senarath and Gunawardena, 2009, Acharya et al., 2010,
Dyson and Moore, 1983, Vyas and Watts, 2009, Jejeebhoy and Sathar, 2001, Patel
et al., 2006a, Hindin and Adair, 2002), however there is a dearth of literature on
autonomy and CMD in Indian women (Kermode et al., 2007, Patel et al., 2005, Patel
et al.,, 1998). The current study contributes new knowledge to previous research

that attempts to explain the relationship between autonomy, IPV and CMD.

1.3 IPV and mental health — an overview

Research on the potential health consequences of IPV, particularly in the United
States and other industrialised countries, increased dramatically in the 1990s. The
early focus was on injury as the primary health consequence, but broadened to
encompass a range of other health related conditions associated with violence
against women such as chronic pain, reproductive issues, alcohol and drug abuse
and mental health problems (Campbell, 2002, Campbell et al., 2002, Golding, 1996,
Golding, 1999). This research indicated that in addition to the immediate physical
sequelae, IPV increased women'’s risk of future ill health, leading to violence being
viewed as a risk factor in the development of a number of diseases and conditions

(Golding, 1999).

Mental health problems such as depression, anxiety and PTSD have consistently
been associated with experiences of IPV both in industrialised and developing
countries (Golding, 1999, Gururaj et al., 2004, Houry et al., 2006, Humphreys and
Thiara, 2003, Ishida et al., 2010, Koss et al., 2003, Kumar et al., 2005, Nurius et al.,
2003, Resnick et al., 1997, Robertiello, 2006, Roberts and Lawrence, 1998, Tiwari et

al., 2008, Vizcarra et al., 2004). These studies show that abused women are 3 to 5



times more likely to suffer from depression, 3.7 times more likely to have PTSD and
3.8 times more likely to attempt suicide than non-abused women (Bonomi et al.,
2006, Ellsberg et al., 2008, Golding, 1999). In addition, mental health symptoms are
strongly correlated with the severity and length of violence experienced, with

recent and severe abuse leading to more severe symptoms (Pico-Alfonso, 2005).

Studies from all India have also found consistently high rates of IPV, ranging from
18% to 70%, with the variation attributed to differences in study methodology
(Babu and Kar, 2009, Chandra et al., 2009, ICRW, 2000, Jejeebhoy, 1998, Kumar et
al., 2005, Martin et al., 1999, Rao, 1997). More recently, research from India has
examined the impact of violence on women’s health and the findings are consistent
with those from western countries, namely higher odds of physical, reproductive
and mental health problems in women experiencing IPV (Begum et al.,, 2010,
Chowdhary and Patel, 2008, D'Costa et al., 2007, Kumar et al., 2005, Patel et al.,
2006b).

1.4 Background to the study and researcher’s interest

This study arose out of the researcher’s interest in women’s issues in particular
mental health, her personal experiences in the Indian society and the desire to
make a difference. Having witnessed and experienced some of the restrictions
placed on Indian women due to gender inequality and cultural traditions such as
movement restrictions, being highly educated but not being allowed to work and
female identity dependent on the male in the family (father from birth and then
husband after marriage), the question arose on the effect of these limitations on
women’s mental health. Tentative investigation of this issue indicated that in
developing countries increasing literacy and education levels in women was
considered the key to improved health, increased income, and ultimately

empowerment and gender equality.



Interestingly the situation of women in Kerala raised even more questions. Kerala,
one of the southern-most states of India, has the highest rate of female literacy in
India (95%), however it also has one of the highest rates of stress related mental
disorders and attempted suicide for women in the country (Eapen and Kodoth,
2003). While the rates of reported IPV in Kerala are not the highest in the country,
(19.8 % vs 39.7% all India average) what was strange is that states with much lower
levels of literacy had lower levels of IPV (International Institute for Population
Sciences and ORC Macro International, 2007). For example, the states of Meghalaya
and Himachal Pradesh have IPV rates of 15.0% and 6.9% respectively and literacy
rates of 67% and 80% respectively, compared to Kerala’s literacy rate of 95%
(International Institute for Population Sciences and ORC Macro International, 2007).
Other studies have also shown that despite high levels of education, women in
Kerala still suffer gender inequality as demonstrated by increasing numbers of
dowry deaths, ongoing restrictions on employment outside the home and high rates

of IPV and sexual abuse (Eapen and Kodoth, 2003, Mukhopadhyay, 2007).

In particular, the researcher wanted to investigate the effects of IPV on the mental
health of women, how women cope and what factors moderate or mediate
resilience. Thus it was decided to focus on IPV and mental health as the subject of

the study.

This study commenced in 2004, with approval and development of the PhD
candidacy proposal, the project planning and literature review. The main data
collection in Mumbai, India was undertaken in 2005. Between 2005 and 2012, the
research study was undertaken in part time format. During this period there was a
sudden increase in the number of publications on the issue of IPV in India and other
developing countries especially the WHO multi country studies, the International
Clinical Epidemiology Network (INCLEN) WorldSAFE--World Studies of Abuse in

Family Environments and Vikram Patel’s work in Goa. Thus while the thesis includes



current literature, the methodology and data collection aspects were based on

literature available only up to 2004.

1.5 Research questions, aims and objectives

The research questions for this study arose from the researcher’s interest in IPV and
its effects and her close relationship with India and Indian people. As discussed
earlier, studies from Western countries have shown IPV prevalence rates to range
from 10-15%, and have also shown that women who are abused suffer from much
higher rates of depression, anxiety and PTSD than non-abused women, with rates
ranging from 50-80% (Abbott and Williamson, 1999, Acierno et al., 1997, Carlson et
al., 2002, Cascardi et al.,, 1999). The little research into IPV prevalence from the
Indian subcontinent when this study was started showed that prevalence rates
ranged from 20-70% depending on the type of study (cross sectional or in depth
interviews) and sample characteristics (urban, rural, low socio-economic or middle
class) (Khosla et al., 2005, Ahmed-Ghosh, 2004, Babu and Kar, 2009, Babu and Kar,
2010, Bangdiwala et al., 2004, Chandra et al., 2009).

The question then arose that if findings from Western studies on the association
between IPV and mental health issues were extrapolated to the Indian population,
it could suggest that up to 50% of all women in India are depressed, anxious and
have PTSD as a result of IPV. However this is obviously not the case and the
researcher wondered if the Indian belief in karma could be a protective factor in the
sense that women believe that the violence is retribution for past misdeeds and
thus they relinquish responsibility for its causation as well as accept the violence as
a way to atone and obtain good karma in the next life. Furthermore by doing this
attribution of the violence to external causes and the belief that acceptance of this
fate will result in a positive outcome may protect the mental health of Indian

women and cause less mental health problems.



The overarching aim of this quantitative study was to investigate IPV, CMD and
associated psychosocial issues experienced by women from a low socio-economic
community in Mumbai, India. Mumbai was chosen due to an existing relationship
between the Centre for International Health, Curtin University and KJ Somaiya Trust

representatives who offered support to the researcher in carrying out the study.

1. The first objective of the study was to determine the lifetime and previous 12
months prevalence of intimate partner violence [IPV or domestic violence (DV)]
in a low socio-economic Indian community. Previous studies have shown that
IPV rates in Indian populations are high, but values vary widely due to
methodological differences, so it was imperative to determine the rates of
violence experienced by the women in this study using a more standardised

methodological approach.

2. The second objective was to investigate the prevalence and co-prevalence of
CMD in the study population. To date few studies have specifically looked at
the relationship between different types of IPV (emotional, physical and sexual)

and common mental disorders (CMD) in Indian women.

3. The third objective of this study was to document and investigate the
association between the extent of women’s social support network and their

experiences of IPV and CMD.

4. Fourthly, the study aimed to examine and compare the effects of using
spirituality to cope with stressful situations on levels of CMD between women

who experience IPV and those that do not.

5. Lastly, the fifth objective of this study was to compare the effects of autonomy

on CMD between women who experience IPV and those that do not.



1.6 The research site

1.6.1 Overview of India

India is one of the most populous countries in the world and is situated in Southern
Asia, bordering the Arabian Sea and the Bay of Bengal, between Burma and
Pakistan, see Figure 1.1. Being a large country (approximate land area of 3.3 million
kmz), India’s climate varies from tropical monsoon in south to temperate in north,
and is prone to a number of natural hazards such as droughts, flash floods, as well
as widespread and destructive flooding from monsoonal rains, severe
thunderstorms and earthquakes which are exacerbated by overcrowding and

overpopulation driven soil erosion and deforestation.

Figure 1.1. Political map of India (www.maps.com)

India became an independent republic in 1947 and is made up of 28 states and 7

union territories with a population of approximately 1.21 billion people with a

10
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median age of 25.1 years and a life expectancy of 64 years (National Census of
India, 2011, UNICEF, 2011). The major ethnic groups in India are Indo-Aryan (72%),
Dravidian (25%) and Mongoloid and other (3%) and in 2007 the main religions were
Hindu (81.6%), Muslim (12.5%), Christian (2.7%), Sikh (1.6%) and others (1.9%)
(National Census of India, 2011).

Hindi is the national language spoken by a large proportion of the population (41%)
but there are 14 other official languages spoken and hundreds more unofficial
languages and dialects (National Census of India, 2011). Seventy four precent of the
population are literate, with more men than women being literate (78.1% vs 58.5%)
and this varies dramatically from state to state, for example in the state of
Rajasthan, the literacy rate for women is 53% whereas in Kerala it is over 91%
(Kishor and Gupta, 2009). Overall, India is considered a developing country, with a
Gross National Income per capita in 2009 of US $1170 although there are significant
regional disparities, and with 42% of the population living below the poverty line,
on less than USS 1.25 per day (UNICEF, 2011). Despite impressive gains in economic
outlay and output, India faces serious problems such as significant overpopulation,
environmental degradation, extensive poverty, and ethnic and religious strife

(World Bank, 2011).

1.6.2 Overview of Mumbai

Mumbai, formerly known as Bombay, is the capital of the state of Maharashtra and
is India's economic, financial and cultural capital. Located on the northern portion
of India's western coastline, the Konkan coast, Mumbai has a deep natural harbour.
Positioned near the Arabian Sea in a tropical zone, Mumbai's climate has two main
seasons: the wet season with monsoonal downpours and high temperatures and
the dry season with cooler drier weather. In fact, data collection for this project was
stopped for three months in 2005, due to floods caused by 944 millimetres of rain
on 26 July 2005, which was the highest ever recorded rainfall in a single day. The

city consists of two distinct regions: Mumbai City district and Mumbai suburban
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district which together cover a total area of 603 km? and have a population of
approximately 13 million (Department of Relief and Rehabilitation, 2012) making it
the most populous city in India and second most populous city in the world

although unofficial figure list the population at over 20 million (see Figure 1.2).

Aqama/ 3 = N % N
G 3 &y,
MUMBAI s’ & sy S 32 5 o
Geetal  Past 53 .
Nagar,  Ghodbandar & 'ﬁ o
v *Suvamna =% %
Mira Kastimira
| By %-%Snm
21 New Kabarwadawall
o %
Forisar{ (PN o SER02C0 % Kavesar
West " asigd Dabisar
Ngvagaon "7 EAst= 2
o % IGhartanpada " &) joy patiipada pg'2
¢ Borivall KK Chtatsar
Goral West 41} Dortval Gan'ghi Thane Thane west -
Diamond x4 thds A West Manpada w
“Mangust ayd Borval Netlonn) THANE
ast i Balku i
£ Kanciwats West ([ pojaar Kahe  Park\ S A;,,, mpada %
Malad 1 " Nagar ™~ Ra. %,
u\avl(op +- Kandiwali E %, &
Westy g'km,w, Eostpamu . Tulsi ! Ambe Wad) L *‘Q
e 2 m,\,._. l|a\ad I\st Ggrour  Nagar | ake I Thane Mombsh aciva i
oy L West Vaidya . v £
*Marve . R Ml BRIHANY mnnuua."” Frakur MUED g
Saman J{fad East Saraj + + Viadi— W= "Diva
e e Nagar ROI'" * Aghok MUMBA | % pada (;,,,.,,,,,, F“, ] :
8. (I Kanyapada Mulnd \
Ballerina walag. [S0GSRON S | Mun "est. Nmmm. Kaus
*y | West o Gm:gaon ¥ s Mmunnspmu Wadi ke
3”""’ Cinemax ) vihar e gnaoge i ! N %:
" Lake et Aol S ®
oty Sanghavi Amitit, Maroshipada  ghartinadd, T A Ravole . &
Nagae | || central 7 "
Sl Versova Vet mljumw # Bngnddp avsh 3 Operi~
' ¥ Jogeshwayt East A i L
Ag ungle
Jlosrts Ancher enamucet’z"‘z ol ..,,{, arg I‘ Ghansoli p
"z‘g;m"a- g Adnen Marol \_Bowa i e - =9
ohinoor e Py
Pork viewk: /T2« Contmentaf andivall [ ;. A/ N 53
le Par o
o ,;’ea “Shératon R Regancy Sakinaka /" ¥ikhrol & Kopar i S
Conh:nn! + lvle Parle East Shreyas 'Fﬁnysha J Khdnrane} Pav“e o eﬂ
Nishant » xe
M-uvm Radisson B rnmwar £ Nagar s Jungle
ARABIAN s.,..ﬂ ud ¥ Santacruz & west,”* Ghitkopar L :
West |9 ast i Vash)
SEA , 75 d"’l D B’ i
s " knar vm | Roraty ?l [ Bty <.
g |Turbhe Dense
:
Bandr Vies4 Bandra T = - deveme w,ﬂul‘f . >anp.m Mixed
Holy Family+ '§_ Bandra /7 ~+E¥St & Mankhug \ yyJungte
s < \East b T *Maharastra | NA V, Nagar
Bandra Fort® ‘ohafaﬁﬂ e s, MO e enicdRE T 2 1Y
i Mdrse o Park Nagar Leprosy ! Nerul y Ayyappa ¥
1 Antop yChembur = rombay i + Q\A
YDmr Grsty § ; g «n 8D W
Woll *Ml‘ O acals Mabul  Prayag ’ ety *Belapyy’
Stda ywioy ok Nark fane. . MNagar o S
ARABIAN Wi Oo..rw Trombay / Seawood Hanuman
- ¥ gl # / Estate
SEA Lgm; “ i 0
Bre Hind, ;
";?N' /
mnnum Central 1 G""A"dm i Baman i +
Mahalaxmi Byailla Dongri Sai Baba
Breac!  Group "“"9“ Butcrer I NHAVE el 1
¥ Groups Harbour Tsland Shivajl .
Candy Elephanta | Nagar  —— ]
Girgaon Islands i
Mpulbm * e ‘Hmﬂbc H e
W * Dew Road
Batap - B Samaneyi  Cross ! Sneva Other Road
a{ ,'mlslaﬂﬂ ,' g = Railway
Bhavan Church Gat ot o5 JaneT ~ -~ District Boundary
Oberoix mornumbal Vi S Jas¢ | Vegetation
%W&y of India 7 SR Waterbody
Nariman T Middle Ground ; A ¢ * Hotel
Presidentx” T Rock ; . <" | # Hospital
st. John ch¥ ; L i
; . Religious Place
Oyster Rock i +
o i W= Education
i © Imp Landmark

Figure 1.2 Map of Mumbai (www.mapsofmumbai.com)

* Approximate location of Pratikshanagar

The population density is estimated to be about 20,500 persons per square
kilometre; by comparison London has a population density of 5100 people per
square kilometre. According to the latest census, more than 54% of the city's
population lives in slums (National Census of India, 2011). The sex ratio is 848
females per 1,000 males in Mumbai, lower than the national average of 914 females

per 1,000 males and this is partly because of the large number of male migrants
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who come to the city to work (National Census of India, 2011). The overall literacy
rate in Mumbai is over 94.7%, which is higher than the national average of 74%, and
interestingly, with a literacy rate of 69%, the slums in Mumbai are the most literate

in India and possibly the world (National Census of India, 2011).

Marathi is the official language of Maharashtra state but there are other languages
that are widely spoken in Mumbai such as Hindi, Gujarati & English. Religious
breakdown in Mumbai is slightly different to that for the whole of India, due to the
migrant influx of cultures and people from all over the country with Hindus (67.4%),
Muslims (18.6%), Buddhists (5.2%), Jains (4%) and Christians (3.7%), and Sikhs,
Parsis and Jews making up the rest of the population (National Census of India,

2011).

Mumbai is also the financial, commercial and economic capital of the country and
many of India’s conglomerates and companies as well as foreign financial
institutions and corporations are based there (Swaminathan and Goyal, 2006). A
large proportion of the city’s workforce is made up of state and central government
employees, but there are large numbers of unskilled and semi-skilled self-employed
people who work as hawkers, taxi drivers, mechanics and in other blue collar
professions, in the massive shipping industry or in the media industry. Dharavi, in
central Mumbai, which is Asia’s second biggest slum and has over 800,000
inhabitants, has a large recycling industry, processing recyclable waste from other

parts of the city (UNDP, 2009).

The economic, financial and information technology (IT) boom of the 1990s and the
associated employment opportunities continue to draw many migrants to the city
exacerbating the already existing urbanisation problems such as widespread
poverty and unemployment, poor public health and poor civic and educational

standards for a large section of the population.

13



1.6.3 KJ Somaiya Trust and Pratikshanagar slum

This study was made possible through the collaboration of the enrolling institution
(Centre for International Health, Curtin University) and the KJ Somaiya Trust, which
started in 2004. The K J Somaiya Trust was founded by Pujya Shriman Karamshibhai
Jethabhai Somaiya, who was committed to the ideal "what you receive from society
give back multifold" (Somaiya Trust Webpage, 2011). In 1991, the KJ Somaiya Trust
built a medical college and free hospital located on a 22 acre campus in the heart of
Mumbai at Sion (Ayurvihar Complex) (Somaiya Medical Trust, 2011). The hospital
and medical centre were built to serve a number of nearby slum communities
including the community of Pratikshanagar where the participants of this study

reside (Somaiya Medical Trust, 2011).

Pratikshanagar covers an area of approximately 2 km? and has a population of
approximately 50,000 people. The residents of this community are recipients of the
Somaiya Action for HIV/AIDS Support (SAHAS) program run by the hospital that
offers psychological counselling, training in management of the disease with
nutritional counselling, nutritional supplements, training of caregivers, and skill
development for income generation. Furthermore local people are recruited and
trained as community health workers who then visit the slum communities to
survey the needs of families and to provide information about the Somaiya Hospital
services. The researcher, under the auspices of the SAHAS program, was given the
opportunity to conduct this study in the slum community nearest to the KJ Somaiya

Hospital.

1.7 Study design and methodology

This study used a predominantly quantitative design, which has its roots in
positivism meaning that there is an objective reality which can be examined and
measured or quantified in some way (Seers and Critelton, 2001). It is an

observational study in that it describes the issue of IPV and CMD in a group of
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women from a low socio-economic community in Mumbai, without attempting to

intervene or change the outcome.

The cross-sectional survey design using systematic sampling was chosen as it is the
most appropriate method of describing the prevalence of IPV and the
characteristics of the women who experience it. This design is useful at identifying
associations and can be used to infer causation (Follingstad et al., 1990). This design
also allows the researcher to investigate the relationship between characteristics of
the study participants and the variables of interest within the limited time frame

and budget constraints of a PhD program.

The researcher employed several approaches to reduce common method variance
and causal inference and enhance the validity of the survey through item
construction, reliability assessment and construct validation (Rindfleisch et al.,
2008), and these are described in more detail in the Chapter 4, the Methodology

chapter.

The participants in this study were married women who resided in the
Pratikshanagar slum next to the KJ Somaiya Hospital in Sion-Chunabatti area of
Mumbai. The researcher took all possible steps to ensure that the study was
conducted according to the WHO and National Health and Medical Research
Council (NHMRC) ethical and safety recommendations for IPV research and that
study participants were not harmed, put at risk or distressed by the data collection
nor identified or singled out (Ellsberg and Heise, 2002). These included employing
and training local health care workers to carry out the data collection as the
researcher, being a white female, attracted undue attention whenever she visited
the slums. Data was collected in privacy and anonymously and interviewers were
instructed to refer to local support services if necessary. Furthermore, preliminary
results from the survey were provided to staff at K} Somaiya Hospital to allow for

follow up activities to address IPV to be carried out in the community.
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1.8 Findings of the study

A total of 907 women were surveyed and the majority of respondents were Hindu
or Buddhist and belonged to the Backward Castes and Scheduled Tribes. Over a
quarter of the women in this sample (28.7%) reported experiencing IPV and a

similar proportion of women (28.2%) were also clinically depressed.

As expected there was a large degree of overlap between all three forms of IPV
(emotional, physical and sexual) with 1 in 10 women experiencing all three forms of
IPV. Rates of CMD increased with co-prevalence of emotional IPV, physical IPV and
sexual IPV in that particular order. The results suggest that CMD and physical health

may be mediated by experiences of IPV.

Statistical modeling explained the odds of women in this sample experiencing
various forms of IPV and CMD but surprisingly there were no common determinants
for all three types of IPV. Husband’s controlling behaviour, his frequency of
drunkenness, and a woman’s level of autonomy were significant risk factors for two
types of IPV and CMD. Social support and the use of spirituality as a coping
mechanism were not significantly associated with any of the variables of interest.

These findings are presented in chapters 5 and 6.

1.9 Brief limitations of the study

Being a research project within the context of a PhD, this study has several

limitations.

° Firstly, being based on a cross sectional survey, the results provide a ‘snapshot
in time’ of the relationship between CMD, certain other factors and the
likelihood of experiencing IPV. As such these relationships cannot be
interpreted as causal where one factor causes another to occur (Rindfleisch et
al., 2008, Heilman, 2010). Secondly, like most studies that measure IPV, this

study tends to underreport the true prevalence of IPV in this community.

16



° Thirdly, financial and time considerations association with being a
postgraduate student on a scholarship limited the time allocated to fieldwork
and data collection, and this inevitably has impacted on the results, with less
than the required number of surveys collected. This may have limitations on
the generalizability or applicability of the results.

° Finally, the researcher had to rely on the abilities of the staff at K} Somaiya
Hospital, as well as the community health workers for the collection of survey
data and this is acknowledged as a potential limitation.

Further, a more detailed exposition of the methodological limitations is presented

in the methodology chapter. The limitations are expanded upon in the concluding

chapter.

1.10 Overview of the thesis

This thesis is presented in 8 chapters.

The current chapter (Chapter 1) provides a brief overview of the entire thesis,
including the professional context of the researcher, the prevalence and context of
IPV and CMD in India, the aims and objectives as well as the study setting, rationale

and significance are included.

Chapter 2 examines the issue of gender inequality and provides an overview of
gender inequality and how it affects women. It discusses the most well-known
theories of causation of IPV from a Western perspective, as well as the mental and
physical effects that violence has on victims, finishing with a specific look at IPV in

India.

In Chapter 3, the theories of stress and coping are discussed from a Western

perspective in particular as they relate to IPV. The relationship between stress and

CMD is examined as well as moderating factors such as social support. The final
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section of this chapter discusses the cross cultural variation of defining stress and

coping and in particular stress and coping from a traditional Indian perspective.

Chapter 4 describes the methodology of the study, in three parts, namely the pre-
data collection, data collection and the analysis of results sections. The pre-data
collection section contains the methodology for carrying out the literature review
and the development and translation of the instrument, the data collection section
includes the pilot testing of the questionnaire as well as the actual data collection,
and the analysis of results section gives details of the statistical tests and the
anthropological analysis used. The limitations, methodological issues encountered

and steps taken to ensure validity and reliability of the study are also included.

Chapter 5 presents and discusses the results of descriptive analysis with respect to
the existing literature. It includes the socio-demographic characteristics of the
participants, the experiences of decision making power within the household,

experiences of IPV and general health characteristics.

In Chapter 6 the results of the inferential analysis are presented and discussed,
particularly the correlation between IPV and CMD, autonomy and violence and
autonomy and CMD. The lack of significant association between social support,
spirituality and CMD are discussed and the best model for IPV is presented and

discussed.

Chapter 7 summarises and discusses the implications of the results of the study, a
discussion of response to the research objectives, the limitations and
generalisability of the findings and proposes a list of recommendations and a

concluding comment.
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CHAPTER 2  'NTIMATE PARTNER VIOLENCE -
CAUSES AND EFFECTS

“Violence is the last refuge of the incompetent.” —

Isaac Asimov

2.1 Introduction to the chapter

This chapter discusses the issue of gender inequality which is the underlying cause
of Intimate Partner Violence (IPV) the world over. The chapter provides an overview
of gender inequality internationally and how it affects women. It discusses some
well-known theories of causation of IPV from a Western perspective, the prevalence
and risk factors of IPV, as well as the mental and physical effects that violence has

on victims. The chapter concludes with a specific look at IPV in India.

2.2 Gender norms and gender inequality

Gender is a social and cultural construct that defines what it means to be male or
female, and is assigned based on the biological sex at birth (Anderson, 2005, Russo
and Pirlott, 2006). It encompasses many other elements including gendered
behaviours, values, expectations, roles and environments which are culturally
dependent and can change over time and over a life course (McCloskey et al.,
2005). For example what is expected of a young unmarried woman is different from
what is expected from a married mother, and these expectations are different in

different cultures.

In India, young unmarried women are supposed to live with their parents, are not
supposed to engage in premarital sexual relationships and are expected to marry
someone of their parents’ choice. Married Indian women are expected to live with
their husband and often their in-laws, are responsible for raising children and

expected to be understanding wives that hold the family together (Cho, 2012).
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Gender also determines the social position and role of a person in society, and
usually gives women less power and resources than men (Russo and Pirlott, 2006).
Gender norms are the prevailing attitudes and values that ascribe and define the
social roles and behaviours associated with both genders. These are firmly
entrenched in every culture’s social structures (Keleher and Franklin, 2008, Lott,
2011) and there is no country in the world where women are equal to men legally,
socially and economically, not even in the most equalitarian societies in Scandinavia
(WHO, 2005). Gender norms are used to organise and maintain social relations and
order at individual, community and institutional levels, and transgressions or
challenging these norms often result in sanctions or punishment (Sen and Ostlin,
2008, Keleher and Franklin, 2008). The norms are present at all levels of society,
from household and family level to neighbourhoods, communities and wider society
and are perpetuated by social customs and establishments that produce legislation

and codes of conduct that maintain gender inequities (Keleher and Franklin, 2008).

All countries, but in particular developing countries, experience tensions related to
the conflict between the changing roles of women in society with the traditional
concepts of women’s domains (Keleher and Franklin, 2008). Implicated in these
interactions between systems trying to maintain the gender norms and those trying
to change or modify them is the concept of relative power, control over and access
to resources (Keleher and Franklin, 2008, Lott, 2011). The outcomes of these
interactions are usually unequal, as the inequitable dynamics expose women and
girls to numerous risks such as violence, discrimination, denial of education,
poverty, social and economic injustices, exploitation, restrictions on mobility and
political activity. At the same time gender inequality reinforces male behaviours
that affect women such as sexual violence and unsafe sexual practices, denial of
women’s rights and support for males to maintain control over their female

partners (Keleher and Franklin, 2008).
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Nobel laureate Amartya Sen divides gender inequality in India into seven types:

1. Mortality inequality: In India this is demonstrated by the higher rates of
female mortality due to gender specific causes.

2. Natality inequality: The preference for male children leads to sex-selective
abortion and female infanticide.

3. Basic facilities inequality occurs through the unequal provision of nutrition,
healthcare and education between males and females.

4. Special opportunity inequality observed through gender imbalance in
opportunities for higher education and professional training.

5. Professional inequality through decreased opportunities for employment,
promotion as well as restrictions on occupation type.

6. Ownership inequality is expressed through unequal inheritance and
ownership laws and traditions.

7. Household inequality is demonstrated through the asymmetrical division of
labour within the household and a lack of decision-making power by females

within their own homes (Sen, 2001).

Gender inequality limits women’s access to and control over resources, in economic
opportunities, in power and political voice which in turn systematically empower
men to the detriment of women who become socially, economically and politically

dominated (WHO, 2005).

Of the majority of people living in poverty today globally over 70% are women and
children, and women as a group work in the most poorly paid occupations, in jobs
with less status and pay than men (Steel and Kabashima, 2008, Lott, 2011). Despite
women making up half the world’s population and being a third of its workforce
they own only 1% of the world’s property and earn only 10% of its income (Lott,

2011, WHO, 2011).
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Disparities in access to education between boys and girls means that two thirds of
the world’s illiterate people are women, which in turn limits their access to
employment, independence, heath care and nutrition impacting on the next

generation in a vicious cycle (WHO, 2011).

In the political realm, gender inequality is clearly evident with only 17% of national
parliamentary seats worldwide being occupied by women, although in some
countries such as Rwanda, 55% of the lower house of parliament seats are occupied
by women (Lott, 2011, Hughes, 2009). Some attribute this latter trend to civil
conflicts which have exposed women’s suffering and increased their participation in
human rights movements leading to a change in traditional gender roles. However
political equality in these cases was achieved despite continuing gender inequality

in the social and economic spheres (Hughes, 2009).

The persistence of gender inequality, even in countries like those in Scandinavia
that have the most gender equal policies in the world, is attributed to the universal
division of domestic labour relating to child care. It is a universal assumption that
mothers bear more responsibility for the care and welfare of children, thus devoting
far more energy and time to these tasks than men (Brighouse and Wright, 2008).
Furthermore, these unequal parenting responsibilities are reinforced in public and

institutional forms which then contribute to those within the family and vice versa.

The interplay between gender systems and structural processes is an important
determinant of health and the effects of gender inequality are most noticeable in
the disparity in health status between men and women all over the world, but
especially in developing countries where women suffer more from chronic diseases
than men (Sen and Ostlin, 2008). For example the proportion of total DALYs
(Disability Adjusted Life Years) lost due to reproductive ill health in women of
reproductive age in the world is 21.9% compared to that of men at 3.12% (WHO,

2005). Even after removing ill health due to maternal causes, women still lose more
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than twice as many DALYs to reproductive ill health as men (7.43% compared to

3.12%) (WHO, 2005).

Research also indicates that women are disproportionately affected by common
mental disorders such as depression and anxiety and gender inequality (Chandra
and Satyanarayana, 2010, WHO, 2011). For example, Patel and colleagues (2002),
have shown that economic hardship and marital unhappiness were significant
contributing factors to the incidence of chronic depression in women and
demonstrated a positive relationship between poverty and the risk of common
mental disorders (Patel and Kleinman, 2003). They also found correlates of gender
inequality such as marital sexual violence, lack of autonomy and severe economic
difficulties to be independently associated with the risk of common mental

disorders (Patel et al., 2006b).

Poverty and food insecurity are the strongest and most consistent predictors of
CMD in women and gender inequality exacerbates this further with physical and
sexual abuse, societal pressures to conform to traditional gender roles, and
inequitable access to health care make women vulnerable to mental disorders and

contribute to its severity and chronicity (Chandra and Satyanarayana, 2010).

In conclusion, both gender and gender inequality are major factors contributing to
the higher burden of ill health for women in the world and research findings
support this theory (Sugarman and Frankel, 1996, Jejeebhoy and Sathar, 2001,
Hassouneh-Phillips, 2001, Patel and Kleinman, 2003, Brighouse and Wright, 2008,
Rohde et al., 2008, Chandra and Satyanarayana, 2010). The mechanisms of action of
gender based inequality are complex and varied and to a large extent dictated by
the cultural norms of a particular society that define the distinct roles, values and

behaviours of women.
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Societies where patriarchy is dominant, where women lack social, political and
economic autonomy and where their identity is defined by marriage, gender
inequality and discrimination are the norm (Sugarman and Frankel, 1996, Schuler et
al., 1996, Jejeebhoy and Sathar, 2001, Asthana, 1996, Beer, 2009, Hunnicutt, 2009).
These societies also have the highest rates of female morbidity and mortality and

lowest life expectancy for females (Beer, 2009, Hunnicutt, 2009, WHO, 2011).

2.3 Gender based violence

One of the major contributing factors to, as well as a result of gender inequality is
gender based violence or violence against women (Bott et al., 2005). Gender based
violence encompasses any violence that is caused by gender roles and gender status
in society. The United Nations General Assembly’s Declaration on the Elimination of
Violence against Women [CEDAW, (1993)] defines violence against women, or
gender based violence as "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 in private life." This definition includes

"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" (WHO, 2005).

It is well accepted that women commit violence against men as well and research
from the US has shown that there is little difference by gender in the prevalence
rates of common acts such as shoving and hitting (Russo and Pirlott, 2006). While

men also experience higher overall levels of violence than women due to armed
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conflicts, gang and street violence, women are more likely to be suffering violence
and death at the hands of family members and intimate partners (Krug et al.,

2002b, Bott et al., 2005).

Violence is also used by men as a means to punish women for perceived
transgressions of gender norms, to show authority or power and to save honour, for
example honour killings and dowry deaths, Furthermore, in many societies, the use
of violence against women by husbands and immediate family members is
considered acceptable and is often justified by the broader society and the victims

are blamed and stigmatized instead of the perpetrator (Bott et al., 2005).

However to understand the complexity of gender based violence one needs to focus
on how gender defines the dynamics, the predictors and the results of violence for
both males and females. Specifically important for this study is an understanding of
the culturally entrenched traditions, attitudes laws and institutions that condone,
justify and enforce gender based violence, objectify women and sexualise violence

against them (Bott et al., 2005, Heise et al., 2002).

Gender based violence can be conceptualised through the ecological framework
that explores the relationships between the personal, situational and sociocultural
factors and envisages violence as a result of many factors influencing behaviour, see

Figure 2.1 below (Krug et al., 2002a, Heise et al., 2002).
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linked to dominance

* High levels of crime

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

Weak community
sanctions against
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Individual level: biological and personal history factors among both victims and perpetrators

Relationship level: close social relationships, particularly between intimate partners and within families

Community level: the community context in which social relationships are embedded, including peer
groups, schools, workplaces, and neighbourhoods

Societal level: larger society factors that create an acceptable climate for violence and reduce inhibitions
against it

Figure 2.1 Ecological model of factors associated with IPV
Source: Interagency Gender Working Group,
http://www.igwg.org/igwg_media/gbv/ecological-model.pdf

At the individual level, the model identifies biological and personal characteristics
that increase the likelihood of being a victim or a perpetrator of violence. These
include low literacy levels, witnessing or being abused as a child (Krug et al., 200243,
Krug et al., 2002b, Heise et al., 2002) as well as drug and alcohol use (Stanley, 2008,
Graham et al., 2011).

At the family and relationship level the close social and familial relationships are

explored and how these can increase the risk of violence. At this level,

characteristics such as female lack of autonomy and decision making power within
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the household and marital conflict have been found to be strong predictors of

violence (Heise et al., 2002).

At the community level the model considers community characteristics such as
neighbourhoods, schools and workplaces to identify factors associated with
increased risk of violence. High residential mobility, high population density, high
levels of unemployment and social problems such as drug use have all been shown
to increase the risk of violence (Heise et al., 2002). Cross cultural studies have also
shown that communities where women are isolated or lack social support and
where male violence is condoned also predict higher rates of violence (Koenig et al.,

2003).

The final societal level of the ecological model scrutinizes the societal factors that
affect gender based violence such as cultural norms that promote male dominance
and ‘ownership’ of women (through bride price), rigidly enforced gender roles and
tolerance of the use of violence to solve disputes (Heise et al., 2002, Russo and
Pirlott, 2006). Also included in this level are policies and legislation, such as
inequitable inheritance laws that favour males and that maintain high levels of
social and economic inequality in a society thus contributing to increased risk of

gender based violence.

The ecological framework provides an overview of the complex pathways and
causative factors that work together at all levels to increase risk of violence and
how this risk changes throughout the different stages of life of a person.
Furthermore, the framework highlights the fact that there are a number of factors
that are common to all types of gender based violence for example cultural norms,
poverty and alcohol and drug abuse are risk factors for more than one type of
violence. Thus women can often be exposed to more than one type of violence at a
time, for example women at risk of physical violence by a partner are also at risk of

sexual violence.
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Women can also be exposed to different types of violence depending on their age,
for example young girls in many parts of the world undergo female genital
mutilation and may then be abused by her partner during her marriage (Purdon and
Tettero, 2008). The most common type of gender based violence in the world is

Intimate Partner Violence (IPV).

2.4 Intimate partner violence

Violence carried out by a male partner is also known as IPV and it encompasses
physical, psychological and sexual abuse. According to research conducted in 24
countries on four continents, between 8% and 76% of the women interviewed
reported that they suffered physical abuse from their male partners with
prevalence rates varying from 8-14% in western countries to 40-76% in developing

countries (Campbell, 2002, Martin et al., 1999).

A recent WHO conducted multi-country study on IPV has found prevalence of
physical and/or sexual violence ranged from a low 15% in Ethiopia to 71% in Japan
(Abramsky et al., 2011) while the lifetime prevalence of physical violence among
African married women ranged from 17% to 48% and from 40% to 52% in South
American women (Coker and Richter, 1998, Ellsberg et al., 2008, Jewkes et al., 2002,
Jeyaseelan et al., 2007, Jeyaseelan et al., 2004, Kishor and Johnson, 2004).
Furthermore, IPV was the eighth leading cause of death in women in the 15-44 age
groups in 2004, and recent studies suggest that this type of violence is a growing

public health concern (McAuliffe, 2007).

IPV is part of a pattern of abusive behaviour and control and includes repeated
physical assault such as hitting, kicking, beating; repeated or ongoing psychological
abuse such as intimidation and humiliation; and coercive or forced sexual
intercourse (Alhabib et al., 2010, Simister and Makowiec, 2008, Ellsberg et al., 2008,

Garcia-Moreno et al., 2006, Jewkes et al., 2002). It may also include behaviours
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such as isolating and monitoring the victim’s movements, and restricting her access

to resources (Garcia-Moreno et al., 2006, Heise et al., 1999, Jewkes, 2002).

2.5 Theories of IPV

In the western world there have been many theories developed over the years to
account for and provide a conceptual understanding of violence and IPV. To date
most explanations of the causation of violence remain partial and incomplete,
emphasize different yet connected aspects of violence, but do not provide a
comprehensive explanation or framework that explains the entire range of
interpersonal, institutional, and structural violence (Brown, 2006). These can be
categorised into frameworks put forward by sociologists (see Dobash and Dobash’s
work) and frameworks put forward by psychologists (see Dwyer and Gondolf’s
work) (Knight and Hatty, 1987). The frameworks developed in the field of sociology
place IPV in a macro model of society, while the frameworks developed by the field

of psychology account for IPV at a micro level.

The theories that evolved from a sociological perspective attribute IPV to social and
cultural factors, whereas the psychologically derived theories attribute IPV to
individual factors such as aggressiveness and psychopathology (Anderson, 2005,
Straus, 1980). Each of these theories are supported to a certain extent by empirical
evidence, however they also have shortcomings, particularly around their ability to
explain all episodes of IPV and to have a significant impact in the prevention and
treatment of IPV (Bell and Naugle, 2008). The most well-known theories are

discussed in the coming sections.

2.5.1 Feminist theory

Feminist theory consists of a number of different ‘schools’ of feminist theories, for
example white radical feminism which locates the root cause of women's
oppression in patriarchal gender relations, or socialist feminism which attributes it

to class conflict (Dominelli, 2008). What the different strands of feminism have in
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common is that they all speak out against the unfairness of the patriarchy. Seminal
works by Dobash and Dobash, Yllo, and Walker explain IPV as a result of sexism and
female inequality that exists in patriarchal societies (Dobash and Dobash, 1979, Yllo,
1988, Walker, 1984). The gender roles that are defined by the patriarchal society
place more value on males and their needs and wants and thus put males in a
position of power over women. Supporters of these theories propose that it is the
socially defined gender roles that lead to and sanction victimization of women as
men use various tactics including IPV to control and exert their dominance while at
the same time socialising women to be non-violent (Dobash and Dobash, 1979,

Walker, 1984).

There have been three waves of paradigm shifts in feminist theories over the last
century. The first wave was the suffragette movement that fought for basic
citizenship rights, such as the right to vote, to own property and have custodial
rights over their children (Bulbeck, 1997, Jeffreys, 1997). Their background was
upper and middle class and they opposed the idea of women being the ‘weaker

sex’.

The second wave occurred between mid-1960s and mid-1980s and built on the
groundwork done by the first wave expanding on the agenda of sexual inequality
and focus, and was aimed as social issues in society, such as IPV and sexual abuse
(McPhail et al., 2007, Pease, 1996). What separated the second wave from the first
were its theoretical foundation and the inclusion of women from less privileged

backgrounds (Fraser and McMaster, 2009).

Some of the issues addressed by the second wave included women’s possibility to
maintain a career after marriage and the ability to get a personal home loan. During
this time they also managed to make rape in marriage illegal based on the fact that
it was a social and cultural problem, not merely an individual or interpersonal issue

(Segal, 1999a, Herman, 1992, Greer, 1972, Connell, 1995, Anatas, 2007). Adjacent
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with the second wave of feminism was the rise of the pro-feminist movement, and
what has developed into a men’s movement, who sought to change the perception
of traditional gender roles as well as challenge men’s violence against women

(Pease, 1997, Pease, 1996, Mayo, 2005, Jenkins, 1990).

The third wave of feminist movement began in the 1980s and has progressed into
current date, is characterised by significant financial and socio-political change and
this has had a mixed impact upon different subgroups of women (Segal, 19993,
Fraser and McMaster, 2009). The main focus of this wave was the more subtle
forms of power in society and its impact on women. Empirical support for this
theory comes from studies that have shown a positive correlation between rates of
IPV and men’s patriarchal beliefs, that is when men hold traditional gender-role

attitudes they are more likely to perpetrate IPV (Yllo and Straus, 1984).

Furthermore, feminist theory acknowledges that women can also perpetrate IPV;
however this is not considered as serious a social problem as men’s violence against
women mainly due to the fact that women, due to their smaller physical size and
strength, tend not to inflict as much physical harm as male perpetrators (Kurz,
1997). Limitations of feminist theory revolve around its failure to explain violence
between same sex lesbian couples and violence perpetrated by women outside the
framework of retaliation and self-defence, as well as its limited impact on

prevention and treatment of IPV (Bell and Naugle, 2008).

2.5.2 Resource theory

This perspective of IPV was first iterated by Goode in 1971 and has been further
developed over the years by Makepeace and Teichman and Teichman (Goode 1971;
Makepeace 1987; Teichman and Teichman 1989). According to the resource theory,
force and violence are resources which can be used to resolve conflict and members

of a family, which is viewed as a stratified power system, compel other members to
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behave according to their wishes by the use of force, including violence (Goode

1971).

The fundamental principle of this theory stipulates that the distribution of resources
is the main reason for violence between men and women. When the balance of
resources is in favour of the woman, men tend to respond with violence. In other
words, men that lack resources, relative to their female counterpart, compensate
with violence (Atkinson et al, 2005; Anderson, 1997; Hotaling & Sugarman, 1986;
McCloskey, 1996).

One shortcoming of this theory is that it largely ignores the impact of socio-cultural
aspects on women'’s lives. Instead, it builds its reasoning on the assumption that
men want to be the breadwinner in the family and act in accordance with
traditional gender roles. As a response to this, there are suggestions that gender
ideology is a vital component to understanding IPV, and the effect of relative
resources appears to be moderated by the husband’s gender ideology (Atkinson et
al., 2005). There is a growing body of research to support the notion that
antecedents, consequences and interpretation of IPV are strongly correlated to

gender ideology.

2.5.3 Social learning theory

The social learning theory has its roots in the well-known work of Albert Bandura
(Bandura, 1977, Bandura, 1986) and posits that IPV is acquired through the
modelling of violent behaviours observed during childhood. The theory grew out of
the inability of classical and operant conditioning to provide satisfactory
explanations for learning, for example, gender roles or social skills. The general
notion behind social learning theory is that gender-linked behaviour is assimilated
by children observing and imitating actions by people in their surroundings and
whether those actions are being punished or rewarded. The most direct

observations occur through parenting, but parenting alone, and the way boys and
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girls are treated differently, are not sufficient to fully explain gendered behaviour

(Lytton and Romney, 1991).

Research has found that even when parents directly discourage traditional gender
roles, or gender typing, children still organise themselves into separate worlds
depending on whether they are boys or girls, each directed by ‘rules’ for what boys
and girls do (Meyers, 2005). But social learning does not stop as people grow out of
childhood; it is an ongoing process and part of assimilation into society, with people

active participants in their own learning (Ronen, 2008).

Bandura (1986) began studying gender modelling in the late 1950s and in 1986 he
published Social Foundations of Thought and Action: a Social Cognitive Theory. In
the 1960s Bandura conducted the Bobo Doll Experiment (Bandura et al., 1961)
where he studied the influence of violent behaviour on children and what he found
was that violence among children was acquired through the modelling of violent
behaviour, something that can transform into IPV later in life. The impacts of
exposure to violence affect males and females differently. Females exposed to
violence in childhood are more likely to be victimized later in life than males
exposed to violence in childhood are of becoming offenders (Mihalic and Elliott,

1997).

The theory provides an explanation for the development and transmission of
intergenerational family violence in response to early exposure to IPV in the family
or origin. Furthermore, Straus (1980) found that some children who have been
victims of abuse learn to use violence as a value rather than turn against it.
Limitations of Social Learning Theory include the fact that it ignores the potential
moderating role of emotion in IPV, and that it does not account for the use of
violence by people that have not been exposed to it in their own families and in

early social interactions (Schunk, 2012).
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2.5.4 Personality theory

The personality theory is one that is commonly used for the justification of IPV,
namely that the perpetrator has certain negative characteristics which make him
more prone to violence. This theory has been supported by some clinical data and
population surveys, and there are some general personality characteristics that can
separate male perpetrators of IPV from the general population such as low self-
esteem and high levels of anxiety (Walker, 1979, Barnes et al., 1991, Goldstein and
Rosenbaum, 1985). Some researchers suggest that psychopathology and other
personality disorders as well as being abused as a child can make some men more
violent as adults as demonstrated by the high incidence of psychopathy among

abusers (Fugate et al., 2005, Krishnan et al., 2012).

Some psychiatric disorders such as borderline personality disorder and antisocial
personality disorder, are sometimes associated with IPV and it is estimated that
approximately one third of all perpetrators have some type of mental illness
(Siemieniuk et al., 2010, Lee and Hadeed, 2009). A major limitation of this theory is
that other researchers have found that less than 10% of perpetrators fit into this
category and Gelles (1990) argues that social factors are more important, with
personality traits, mental illness, or psychopathy being less important (Muldoon et

al., 2011).

This snapshot of causation theories of IPV demonstrates that none of the theories
by themselves can adequately and completely explain the occurrence of violence in
intimate relationships but they have provided a unique perspective on the issue.
However a paradigm shift occurred when Johnson (1995, 2010) argued that there
are three different types of IPV namely intimate terrorism, situational couple
violence and violent resistance, with different causes and developmental paths and
different consequences that need to be analysed through different models.

e Intimate terrorism is the attempt to control a partner using coercive and

control tactics such as physical and sexual violence, emotional abuse, isolation,
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using children, using male privilege, economic control and is usually associated
with the more common term ‘IPV’. Gender inequality plays a central role in
intimate terrorism and it is mainly perpetrated by men against their female
partners (Johnson, 1995, Johnson, 2005, Johnson, 2010, Kelly and Johnson,
2008).

e Situational couple violence is not rooted in patriarchy or in the need to control
another person, and consists of conflicts ‘getting out of hand’ where one
partner uses violence to take control of a specific situation (Johnson, 1995). The
violence can be perpetrated by either partner, tends not to escalate and the
violence is less severe (Johnson, 1995).

e The third type of IPV is the violent resistance and this refers to violent actions
carried out in self-defence, such as hitting back, with the perpetrator usually

being a woman (Johnson, 2005, Johnson, 2010).

Johnson’s typology of violence was substantiated by research carried out in the UK
and USA across different population samples (Graham-Kevan and Archer, 2003,
Johnson and Leone, 2005) and was used by Menon (2007, 2008) to analyse types of
controls in IPV in India. Johnson’s framework of IPV is the lens through which | have
analysed the issue of IPV in this study. In western societies risk factors for IPV can
be categorized into four major groups: poverty, masculine identity, relationship
conflict, alcohol and drug abuse (Jewkes et al., 2002). In contrast, in countries with
patriarchal societies like India, risk factors for violence against women can be
divided into seven groups as follows: perceived male superiority, low status of
women in society, poverty, alcohol abuse, presence of in-laws, absence of a male
child and possibly inadequate dowry (Rao, 1997, Jewkes et al., 2002, Fikree and
Bhatti, 1999).

2.6 Effects of IPV

Violence against women has adverse consequences in the short and long term, on

women’s health, on the health system and on the community and economy. It has
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significant economic consequences, reducing family income and increasing health
care costs, job absenteeism, reduced productivity, and costs related to law
enforcement. Worldwide, IPV causes as much death and disability in women aged
15—49 years as cancer, and causes more ill health than malaria and traffic accidents
combined (WorldBank, 1993). Research has shown that women who have been
abused tend to use health services more often than women who have not been

abused (WHO, 2005, Resnick et al., 1997, Ellsberg et al., 1999b).

Ellsberg has also shown that abused women earned 46% less than their non-abused
counterparts, even after controlling for all other factors affecting earning power
(Ellsberg et al., 1999b). Costs of IPV to the community are also high. For example
the direct economic cost of all forms of violence against women in Australia in
2002-3 was $8.1 billion, and in 2008-09 it was $13.6 billion (Access Economics,
2004, Braaf and Barrett-Meyering, 2011). In Denmark, it was found that the health
care costs of victims of violence were €1,800 higher per year than for non-victims,
due mostly to higher psychiatric costs and numerous visits to health care facilities

due to the violence (Kruse et al., 2011).

In developing countries there are few formal support services for victims of violence
and few women seek help from formal services but because of the high prevalence
of violence the economic costs associated with IPV are significant. For example in
Guatemala, the costs of IPV in 2004 amounted to the equivalent of 7.3% of Gross
Domestic Product (GDP) while in Fiji, in 2002 the annual estimated cost was
US$135.8 million or 7% of the GDP (United Nations, 2006). The overall social costs
of IPV are significant but difficult to measure accurately (World Health Organisation,
2010). Ongoing violence against women limits efforts to reduce poverty by limiting
women's participation in productive employment, it undermines women's access to
education, and affects the welfare and education of children in the family (World

Health Organisation, 2010).
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2.6.1 Short term physical and mental effects

Short term non-fatal physical effects of intimate partner abuse include bruising,
cuts, lacerations, fractures, sexually transmitted diseases and acute stress
manifested as altered heart and respiration rates and abdominal aches (Shay-Zapien
and Bullock, 2010, Campbell, 2002, Hassan et al., 2004, Sarkar, 2008, Pico-Alfonso
et al., 2006, Graham-Bermann et al., 2011, Bonomi et al., 2006, Acierno et al., 1997,
Coker et al., 2000, Ellsberg et al., 2000, Kilpatrick et al., 1997, Resnick et al., 1997,
Jeyaseelan et al.,, 2007). Pregnant women who experience violence have an
increased risk of miscarriage, premature delivery and giving birth to low birth
weight babies (Sarkar, 2008, Shay-Zapien and Bullock, 2010, Murphy et al., 2001,

Janssen et al., 2003).

2.6.2 Long term physical and mental effects

Long term physical health effects of IPV include organ damage, unwanted
pregnancies and adverse pregnancy outcomes, chronic infections and systemic
disorders due to a depressed immune system from HPV & HIV, gastrointestinal
disorders and other chronic conditions such as hypertension, diabetes and asthma
(Pallitto and O’Campo, 2005, Campbell, 2002, Coker et al., 2000, Ellsberg et al.,
2008, Tjaden and Thoennes, 2000, Decker et al., 2009, Silverman et al., 2008).
Violence also contributes to ill health by increasing the negative behaviour of the
victims, such as smoking, excessive alcohol and drug use (self-medication) (Schuck
and Widom, 2003, Sullivan et al., 2010, Golding, 1999, Bhatt, 1998, Abbott and
Williamson, 1999, Walker et al., 1999).

Victims of IPV are also more likely to suffer long-term mental and emotional health
problems, including persistent fear, low self-esteem, chronic stress, depression,
posttraumatic stress syndrome and suicide. Short term mental health consequences
of violence include acute stress, fear and anxiety, which with ongoing violence often
become chronic conditions leading to depression, anxiety, obsessive compulsive

disorders, eating disorders, post-traumatic stress disorders and suicidal ideation
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(Pico-Alfonso et al., 2006, Dutton, 2009, Gururaj et al., 2004, Bradley et al., 2005,
Ellsberg et al., 2008, Kaslow et al., 1998, Ishida et al., 2010, Devries et al., 2011).

Studies in India, Bangladesh, USA, Papua New Guinea and Peru show a high
correlation between IPV and suicide rates with abused women 12 times more likely
to attempt suicide than non-abused women (PANOS, 1998). The WHO multi
country study also found that the most consistent risk factor associated with
attempted suicide and suicidal ideation, after controlling for demographic variables,
was IPV (Devries et al., 2011). See Figure 2.2 for a diagrammatic representation of a
hypothetical model explaining the development of violence related common mental

health disorders.
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Figure 2.2 Hypothetical model for the development of common mental health
disorders. (Source Resnick, Acierno and Kilpatrick, 1997)
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2.7 IPV - the Indian perspective

India is a patriarchal, patrilocal and patrilineal society where culture, customs and
traditions play a vital role in legitimising, obscuring, and denying the existence of
wife abuse. The strong belief in family and marriage as a sacred institution permits
violence within its boundaries to be viewed as a private affair, and as such it is often
above public scrutiny (Subadra, 1999, Panchanadeswaran and Koverola, 2005).
Gender inequality in India is rooted in centuries old religious texts, customs and
social norms that class women as socially inferior to men, husbands ‘own’ their
wives and have the right to dictate and dominate every part of her life, including
disciplining her (Panchanadeswaran and Koverola, 2005, Martin et al., 2002,

Jejeebhoy and Cook, 1997, Rao, 1997).

India’s economic restructuring began in the early 1990s, and has undergone
dramatic transformations since then with new avenues for prosperity and mobility
(social and physical), and new technologies, media and services which have affected
the lives of rural and urban Indians in novel ways. At the same time, the patterns of
poverty and social exclusion along the lines of caste, class, region and gender

continue to exist and thrive within the overall patterns of economic transformation.

The feminist movement in the 1970s and 1980s has brought the issue of IPV to the
forefront of Indian national discourse, and effected changes in legislation
culminating in the Protection of Women from Domestic Violence Act in 2005. The
state and national policies against IPV are informed by the international
conventions and India is committed to the Beijing Platform for Action and a
signatory to CEDAW. Despite this, responses to IPV in India are marked by the
dichotomy between modernity and tradition. Institutions such as the police, the
legal system and the health sector are underwritten by modern laws and policies
yet are embedded in traditional structures of patriarchy that are influenced by

society. These institutions are furthermore largely populated by individuals who
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rather than transform the patriarchal structures through their actions tend to

perpetuate them instead (Jacobsen et al., 2012).

Jacobsen et al (2012) argue that the context of rapid socio-economic and cultural
transformation reinforces the modernity-tradition dichotomy in responses to IPV a
view supported by other researchers who found that changes in norms and roles for
women have been minimal (Subadra, 1999, Parashar, 2008, Panchanadeswaran and
Koverola, 2005). Thus Indian society condones the use of violence against women in
certain circumstances for example, wife’s alleged sexual infidelity, neglect of
household duties, disobedience of husband’s dictates and disputes over dowry
(Jejeebhoy and Cook, 1997, Jewkes, 2002, Rao, 1997), and when IPV occurs within

certain boundaries of severity as set by the community (Jewkes, 2002, Rao, 1997).

Furthermore, violence against women in the martial home is viewed as acceptable
by many women, lending support to the theory of ‘system justification’ which states
that subordinate groups tend to embrace ideologies promulgated by dominant
groups that justify their own inferiority (Vindhya, 2007). For example Jejeebhoy
(1998) found that more than three quarters of women held attitudes that
supported and justified the use of violence by husbands against their wives in
certain instances, while another study found that 65% of women from South India
agreed that a man may hit his wife if she does not do as he says and 36% agreed
that a man may force his wife to have sex when she refuses (Krishnan, 2005).
However, long term trend analysis of attitudes of men and women to violence has
shown a dramatic change for both groups between 1992 and 2007, with
significantly more men and women finding violence unacceptable (Simister and

Mehta, 2010).

This particular study (Simister and Mehta, 2010) investigated long-term trends in

Indian rates of IPV and attitudes to such violence using data from several large scale

Indian household surveys that span from 1990 to 2007. The results suggest that
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Indian women are becoming more liberated as indicated by increasing trends in
attitudes that do not justify violence from partners, but at the same time incidence
of IPV have increased. The authors argue that there is evidence to suggest that
some of the IPV is a male response to the increasingly modern attitudes of Indian
women and this increase may be temporary, as India transitions to a more modern

society.

Specific to the Indian subcontinent is the existence of extended or joint families that
prescribes rigid and hierarchical norms and roles for all its members promoting
group needs above individual needs and age associated status, fostering conformity
and interdependence within the family and upholding male domination and female
subordination (Segal, 1999b, Srinivas, 1957, Dyson and Moore, 1983). Thus three or
more generations and two or more family groupings of the same generation may
live together as sons bring their wives into the parental home, although in urban
areas, the nuclear family consisting of husband and wife and their children, is
becoming more common. In this context, women are expected to be emotionally
and socially dependent all their lives, first on their father, then on their husband
and in old age on their eldest son (Segal, 1999b, Srinivas, 1957, Dyson and Moore,
1983).

At marriage, which is usually arranged by the parents, women leave their natal
family and join their husband’s family. This tradition has reinforced women’s
position as a burden, not valued enough to expend food, education and other
resources on as she belongs to her husband’s family. Dowry, although illegal for
many decades, is still given and demanded at marriage time, and reinforces
women’s low status in India. In fact, dowry deaths, where women are murdered by
their husbands and/or his family because of inadequate dowry has emerged as a
worrying trend in recent decades, with thousands of women killed this way every

year (Segal, 1999b). These norms are maintained and exacerbated by inheritance,
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property and divorce laws that favour men who continue to dominate in the

economic, social and sexual spheres of the household (Go et al., 2003).

For abused Indian women, leaving their husbands and/or pressing charges is not a
viable option, and most women are aware that their identity is almost exclusively
linked to their marital status whilst their socio-economic factors do not provide
viable alternatives to the life of violence (Jejeebhoy and Cook, 1997, Jejeebhoy and
Sathar, 2001). While there is legislation in place to protect women against ‘all types
of violence’ those responsible for upholding the law, the police, and the justice
system are hampered by excessive bureaucracy and corruption, discouraging help
seeking by victims of violence (Schuler et al., 2008). Women are reluctant to press
charges or imprison their husband because the husband can often bribe his way out
of the charges, the process is too costly, and the women fear reprisals by his family

or believe he will divorce them and take the children upon his release (Cho, 2012).

Lohia (1998) describes the true story of a newly married pregnant girl whose family
was unable to pay the bridegroom’s request for dowry, and who was later found
dead in the garbage tank with her hands tied behind her back, and her legs and
mouth taped. Her family registered a complaint with the police accusing the
husband of murder, but the police ruled the act as suicide. Other studies of
battered women show that seeking help from the police, community elders or from
their natal families did not help the women achieve safety nor prevented the

violence, and in some cases the violence increased (ICRW, 2000).

The law is often used in a biased way against women when it comes to assets, for
example, it does not protect a woman’s right to the matrimonial home, while
shelters, legal aid and other organizations that have the potential to help battered
women are scarce in India. Moreover the victim is usually ignored or disowned by
her relatives for bringing shame on the natal family and she has to cope with the

immense stigma attached to being divorced or unmarried. This in turn may cause
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the woman and her children to become social outcasts furthermore ostracizing her
and making her life even more difficult if not impossible (Lohia, 1998, Subadra,

1999).

In the last decade there has been a significant increase in the number of research
studies focusing on violence experienced by Indian women at the hands of their
husbands and his family (Speizer and Pearson, 2011, Mogford, 2011, Mahapatro et
al.,, 2011, Babu and Babu, 2011, Raj et al., 2010, Krishnan et al., 2010, Kaur and
Garg, 2010, Heilman, 2010, Begum et al., 2010). Common themes emerging from
these studies are that violence against women is very prevalent even in pregnancy,
the in-laws, particularly the mother-in-law, are often instigators or abusers as well,
women have limited recourse and the violence has significant effects on the

women’s physical and mental health.

2.8 Review of research on IPV in India

In the past decade, the literature on IPV in India has expanded from a few
publications that dealt with small, specific sample groups (Jejeebhoy and Cook,
1997, Rao, 1997, Jejeebhoy, 1998, Martin et al., 1999, Segal, 1999b) to numerous
publications on various aspects of IPV, its consequences and risk factors based on
analysis of national data sets from the National Family and Health Surveys (NFHS).
The following section summarises the findings from these studies and discusses

some of the more important risk factors for IPV in India.

2.8.1 Prevalence of IPV

In the earliest studies on the lifetime prevalence of physical violence in India,
Jejeebhoy and Cook (1997, 1998) found that 40% of women in Tamil Nadu and
Uttar Pradesh had been beaten by their husbands, with somewhat higher rates
found in the northern state of Uttar Pradesh. Rao (1997) in a sample of 163 women
found a prevalence rate of 22% however he cautioned that this figure was

significantly under reported. Martin et al (1999) investigated physical and sexual
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abuse in five geographic districts of North India using representative samples of
male respondents and found that both ranged from 18% to 45%. Between 4%-9% of
the men in this sample also admitted that they physically forced their wives to have

sexual intercourse (Martin et al., 1999).

In the 1998-1999 National Family Health survey one fifth of ever married women
reported experiencing physical abuse, with rates ranging from 6% to 40% in
different states (International Institute for Population Sciences and Macro
International, 2000). A survey of 1279 men and 553 women from a slum in Mumbai
found that 43% of women reported ever being physically abused by their husbands,
but only 21% of men admitted to ever abusing their wives (Verma and Collumbien,
2003). Prevalence of violence in the 12 months prior to the survey was similar to

both men and women at 11.5% (Verma and Collumbien, 2003).

The WorldSAFE study found lifetime prevalence of any physical IPV to range from a
low of 31% in Vellore to a high of 43.1% in Trivandrum with more than 10% of
women experiencing current physical violence (Hassan et al., 2004). In the same
study sample, the lifetime prevalence of psychological and verbal violence ranged
from 18.8% in Vellore to 46.3% in Trivandrum (Ramiro et al., 2004). Another study
in Maharashtra, Western India, documented a lifetime prevalence of physical abuse
of 46.9%, including during pregnancy, with almost one quarter reporting abuse in

the 6 months prior to the study (Jain et al., 2004).

Furthermore, 38% of the women also reported psychological and verbal abuse, 18%
were threatened with harm, and 12% of women actually having kerosene poured
on them in order to set them on fire (Jain et al., 2004). A study on pregnant women
in North India found that approximately a third experienced physical abuse during
their pregnancy, and in 48% of cases the abuse was perpetrated by the husband, in
61% of cases the mother-in-law and in 30% of cases by other members of the

husband’s family (Khosla et al., 2005).
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In 2005, a South Indian study documented that 34% of women reported being
physically abused, while 12% reported that their husband forced them to have sex
against their will (Krishnan, 2005). In another study from North India, 34% of men
admitted to ever being physically violent against their wives, with 25% occurring in
the year prior to the study, and 32% reported ever having committed sexual
violence against them, 30% in the year prior to the study (Koenig et al., 2006). A
large scale study investigating men’s actions against their wives found that 37% of
the 3,642 men had committed one or more acts of physical of sexual violence in the

12 months prior to the study (Stephenson et al., 2006).

More recently, a study investigating physical, psychological, sexual and any type of
violence among women from Eastern India found the lifetime prevalence of each
type of violence to be 16%, 52%, 25% and 56% respectively (Babu and Kar, 2009). By
contrast, the men in the same study reported higher rates of all types of violence
except sexual, at 22%, 59%, 17% and 59.5% respectively (Babu and Kar, 2009). Data
from the most recent National Family Health Survey NFHS-3 covering the 29 states
of India indicated an all India average prevalence of emotional violence of 14%, less
severe physical violence such as slapping or hitting of 31%, severe physical violence
such as punching or using a weapon of 10%, and sexual violence of 8% (Dalal and
Lindqgvist, 2010). However there were large differences between the states, for
example in Himanchal Pradesh the prevalence of all types of violence was 6.2%

while in Bihar it was 59.9% (Heilman, 2010).

Similar to research from developed countries, the lifetime and current prevalence
of all types of violence were higher in smaller studies and those carried out in health
facilities (Chaudhary et al., 2009, Chandra et al., 2009) than in larger scale
population studies (International Institute for Population Sciences and ORC Macro
International, 2007). A breakdown of prevalence of violence by religion using the

NFHS-3 data shows that rates are highest in the Muslim community (43%) followed

45



by the Hindu community (39.7%), the Christian (33.6%) and the Sikh (25.3%)
(Heilman, 2010).

Finally, analysis carried out to examine long term trends in Indian society regarding
IPV shows that between 1995 and 2007 there was a significant increase in the
prevalence of cruelty such as verbal humiliation and some physical violence by
husbands against wives, however the authors suggest that some of this violence is
in response to changes in attitudes and behaviour among women and may only be a

temporary increase (Simister and Mehta, 2010).

2.8.2 Risk factors for IPV

It is clear that gender based power dynamics and patriarchal norms underlie
women’s susceptibility to IPV however studies from developed and developing
countries including India have investigated numerous socio-cultural and individual
factors that may either pose a risk or protect against IPV. Some factors not only
increase the likelihood of IPV but are also an outcome of it, for example economic
inequality, and many interact in complex ways, complicating the issue further. In
the coming sections, risk factors are discussed using the ecological framework
developed by Heise and Garcia-Moreno (2002) but combining community and

societal factors into one category as several factors are common to both groups.

2.8.2.1 Individual level factors
a. Education

Education is one of the factors that has shown a consistent and significant
relationship to IPV, for perpetrators as well as victims. Both international and Indian
studies have shown that IPV decreases with increasing education (World Health
Organisation, 2005, Abramsky et al., 2011, Bott et al., 2005, Coker and Richter,
1998, Dalal and Lindqvist, 2010, Hassan et al., 2004, Hien and Ruglass, 2009, Hindin
and Adair, 2002, International Institute for Population Sciences and Macro

International, 2000, International Institute for Population Sciences and ORC Macro
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International, 2007). Being educated gives a woman higher status in their

household, and thus make them less vulnerable to abuse (Vyas and Watts, 2009).

In Bangladesh and India, the likelihood of recent physical violence was significantly
lower among more educated husbands and wives (7 or more years of schooling)

compared to those with no education at all (Koenig et al., 2003, Koenig et al., 2006).

The WHO Multi Country study found that attainment of primary level education by
women is somewhat protective against violence, with the highest level of
protection occurring when both the male and female have attained secondary
education (Abramsky et al., 2011). The most recent NFHS-3 data shows a linear
association between education level and probability of experiencing violence, with
four times as many illiterate women experiencing violence as those with the highest
level of education (49% vs 12%) (Heilman, 2010, International Institute for
Population Sciences and ORC Macro International, 2007). Inequality in educational
level, particularly where the woman is more educated than the man also increased
a woman’s risk of experiencing IPV, although the association was found to be weak

(Abramsky et al., 2011).

b. Age
A woman’s age and her age at marriage are strongly associated with their risk of
violence, with younger women and women married at a younger age more likely to
experience IPV. The WHO Multi country study, covering 11 developed and
developing countries found that younger age of women was strongly associated
with recent risk of IPV with women in the 15-19 age group being 5 times more likely
to experience violence compared to women over 35 years (Abramsky et al., 2011).
Other studies found that risk of abuse decreases with increasing age, suggesting
that in India younger women may lack the experience to avoid situations that
trigger abuse, or lack social support during integration process into the husband’s

household (Sambisa et al., 2011).
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Age at marriage is an important risk factor in India, and although the legal age is 18,
one fifth of respondents in the NFHS-3 were married by the age of fourteen and
86% were married by the age of twenty (International Institute for Population
Sciences and ORC Macro International, 2007). Indian studies have found that
women who are married at a younger age are at increased risk of IPV (ICRW, 2000,
Kishor and Johnson, 2004). Almost half (46%) of women married under the age of
15 have experienced physical or sexual violence compared to one fifth of women
who were married at 20 years old (International Institute for Population Sciences

and ORC Macro International, 2007).

c. Witnessing violence
Intergenerational transference of violence is not a new concept, and studies have
found that a child’s exposure to violence between adults in the home was the
strongest risk factor for committing violent acts as adults, with children adopting
the roles they witness in their homes, as either perpetrator or victim (Seltzer and
Kalmuss, 1988, Turcotte-Seabury, 2010, Skaperdas et al., 2009, Stith et al., 2000).
Kishore and Johnson (2004) in a study across nine countries found that women who
witnessed violence between their parents were twice as likely to experience abuse

themselves.

In the NFHS-3, one fifth of the respondents had witnessed violence perpetrated by
their father on their mother as children, and the prevalence of IPV among these
women was 63%, or twice as high as among women who had not witnessed
childhood violence (Heilman, 2010, International Institute for Population Sciences
and ORC Macro International, 2007). Among the men surveyed in the NFHS-3 study,
a third had witnessed their father beating their mother in childhood, and 46% of
these men went on to commit IPV compared to 35% who did not (Heilman, 2010,

International Institute for Population Sciences and ORC Macro International, 2007).
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Thus in India it appears that women’s experiences of childhood violence are more

predictive of future IPV than those of men.

d. Drug and alcohol misuse
Alcohol and drug misuse are correlated with many relationship issues, including
increased rates of family and IPV and the violence is more frequent and severe
(Stanley, 2008, Graham et al., 2011). While there is no conclusive evidence that
alcohol misuse definitively causes IPV, alcohol has repeatedly been found to be a
risk factor. Studies found that women whose partners misused alcohol were 3 to 3.6
times more likely to experience IPV compared to other women (Stanley, 2008,
Demetrios et al., 1999). Bennett et al (1994) found that men who perpetrated IPV
tended to be younger, consumed more alcohol frequently and had more alcohol

related problems (Bennett et al., 1994).

In India, a husband’s alcohol consumption was significantly associated with IPV,
regardless of caste and economic status, and more than half of women whose
husbands consume alcohol reported experiencing violence (Krishnan, 2005, ICRW,
2000). In the NFHS-3, 39% of men reported consuming alcohol and over half (54%)
of the women whose husbands used alcohol reported some kind of IPV (Heilman,
2010, International Institute for Population Sciences and ORC Macro International,
2007). It is clear that alcohol is a major risk factor for IPV in India (Kaur and Garg,
2010, Babu and Kar, 2010, Pandey et al., 2009, Jacob et al., 2009, Chaudhary et al.,
20009).

[llicit drug use is also a major risk factor in IPV; however it has not been widely
studied in India. Studies from developed countries show that women who use illicit
drugs are 2-4 times more likely to be victims of IPV (El-Bassel et al., 2005). Another
study found that half of the males that commit IPV in the US also use illicit drugs,
compared to 18% of males that do not abuse (Lipsky and Caetano, 2011). In

Bangladesh use of marijuana was the social variable with the strongest relationship
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to violence, with users more than twice as likely to also have perpetrated violence

against their spouses in the past year (Johnson and Das, 2009).

The only national household survey on illicit drug use in India was published by the
United Nations Office of Drugs and Crime (UNODC) and found that in 2004 ten
million Indians were chronically dependent on alcohol, 2.3 million on cannabis and
0.5 million on opiates (United Nations Office of Drugs and Crime (UNODC), 2005).
This translates in India’s population having twice the global average prevalence of
illicit opiate consumption as well as similarly high rates of illicit drug related
violence and crime including IPV (United Nations Office of Drugs and Crime

(UNODC), 2005).

e. Children
Generally studies from developed and developing countries have found that the risk
of IPV increases with the number of children, for example in the US, a woman who
has at least one child is twice as likely to be abused than one without children,
whereas in India and Bangladesh, the odds of abuse significantly increase if a
woman has three or more children (Vest et al., 2002, Panda and Agarwal, 2005,
Sambisa et al., 2011, Peedicayil et al., 2004). In Pakistan, a study found that women
with five or more children were almost three times more likely to have experienced

physical and sexual violence by an intimate partner.

However this may also be an indication that women that experience frequent
physical and sexual violence are more likely to have more children due to their lack
of decision making power regarding contraceptives (Kapadia et al., 2010).
Comparable findings from numerous studies in developing countries suggest that
having children can potentiate IPV by exacerbating factors such as poverty related
issues e.g. lack of space and resources (Vest et al., 2002, Panda and Agarwal, 2005,

Sambisa et al., 2011).
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Data from the NFHS-3 supports these conclusions, with results that show that
women that do not have a child, have significantly reduced odds of experiencing
physical and emotional IPV but not sexual violence (International Institute for
Population Sciences and ORC Macro International, 2007). Heilman (2010) posits that
the ability to decide not to have children may be one indicator of autonomy that

reduces a woman’s risk of experiencing physical and emotional violence.

Male child preference, which has a prevalence of 20-25% among Indian men and
women, is associated with negative attitudes towards women and increased risk of
IPV (Vindhya, 2007, Raj et al., 2010, Raj et al., 2006, Diamond-Smith et al., 2008,
Santhya et al., 2007). A lack of a male child or the existence of only girl children
increases a woman’s risk of experiencing IPV but also the risk of violence by in-laws,
and the existence of a male son has been found to be protective against violence in
only a few studies (Vindhya, 2007, Raj et al., 2010, International Institute for
Population Sciences and ORC Macro International, 2007, Schuler et al., 1996, Rao,

1997).

2.8.2.2 Family and relationship level factors
a. Socio-economic status

Wealth of a household was found to be a protective factor with significant or non-
significant protective relationships to IPV (Vyas and Watts, 2009). IPV occurs in all
socio-economic groups, however it has been repeatedly found to be more prevalent
and more severe in poorer communities in countries as diverse as USA, Bangladesh,
Nicaragua and South Africa (Bates et al., 2004, Ellsberg et al., 1999b, Jewkes et al.,
2002). The NFHS-3 supports this finding in India, showing that women in the
poorest quintile were 30% more likely to experience violence compared to women
in the richest quintile (Heilman, 2010). Furthermore, a south Indian study found
that violence was less likely in richer families because they could afford to pay
higher dowries, thus protecting their daughter from violence (Srinivasan and Bedi,

2007).
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b. Employment and independent income
A woman’s employment status and the ability to contribute to household resources
show a mixed effect on risk of IPV. Studies investigating women’s employment
status and risk of violence found that in Egypt being employed was associated with
significantly lower violence however in India and Bangladesh it was associated with
higher physical violence and in the Dominican Republic and Nicaragua with higher
physical and/or sexual violence (Kishor and Johnson, 2004, Vyas and Watts, 2009).
On the other hand, in Albania an unemployed woman had significantly lower risk of
violence when compared with women in white collar employment (Vyas and Watts,
2009). In India, women that owned land had significantly lower risk of intimate
partner physical violence compared to women that did not own land (Panda and
Agarwal, 2005). It seems that the ability to bring an income offers a higher status to
a woman and lessens the risk of violence, but, depending on the country context ,it
can also challenge traditional gender roles and power balance in the family and

increase her risk of violence (Vyas and Watts, 2009).

c. Membership in micro-credit or women’s community groups
Of particular interest in India and South Asia generally is the effect of women’s
membership in a micro-credit organisation or women’s group on the risk of IPV.
Such organisations are very popular and have high levels of membership, and are
promoted to increase women'’s status and autonomy by making her life more visible
and by increasing her perceived value in the family (Bates et al., 2004). To date the
evidence on the direction of the nature and relationship between women's
membership in savings and credit groups and IPV is uncertain (Koenig et al., 2003).
For example Schuler et al (1996) found that membership in micro credit and savings
programs was associated with two thirds lower risks of violence and that these
protective effects extended to non-members living in villages with credit programs

(Schuler et al., 1996).
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Other studies have found the opposite with 70% of women indicating that violence
had increased following their membership in such a group, and only 20% reporting a
decrease in violence (Rahman, 1999). Koenig et al (2003) found that effects of
micro credit and women’s group membership on risk of violence depended on the
cultural context of the community. That is, in more traditional and culturally
conservative communities, membership in a savings scheme and consequent
empowerment escalated the prevalence of IPV, while in less conservative and
traditional communities, membership had no effect on the risk of violence (Koenig
et al., 2003). Koenig et al propose that this escalation in violence is only temporary
and in response to women’s changing roles, but after “women's individual and
collective empowerment and autonomy gain acceptance and become
commonplace” a decrease in the risk of violence will be observed (Koenig et al.,

2003).

d. Autonomy
Dyson and Moore (1983) defined autonomy as the extent to which women can
promote their self-interests and that of their children and described several
measures of autonomy relevant to developing societies including level of mobility
outside the home, choice of partner and marital arrangements that do not estrange
women from their natal family, inheritance rights related to property and some
control of reproductive rights (Dyson and Moore, 1983). Govindasamy and
Malhotra (1996) redefined autonomy to include culturally specific and relevant
concepts such as women’s ability to negotiate and measured women’s position in
society through variables such as input into household decision-making, and control
of household resources (Govindasamy and Malhotra, 1996). Because studies use
proxy measures for autonomy such as level of mobility outside the home,
reproductive choices and opportunity to make household decisions, it is difficult to
determine conclusively the relationship between autonomy and the risk of violence,
particularly as the effects of individual and contextual aspects vary significantly

according to sociocultural conditions (Koenig et al., 2003).
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Some studies found that autonomy increases with age (Acharya et al., 2010), and
increasing age is negatively associated with risk of IPV although the causative
relationship is not clear. In a south Indian study (Krishnan, 2005), employment and
control over income were used as proxy measures for autonomy, and found that for
those women who worked for and had control over their income were more than
twice as likely to experience IPV than other women. Koenig et al (2003) posits that
in conservative settings increased female autonomy may be considered provocative

and actions related to the expression of autonomy increase the risk of IPV.

e. Family structure
Family structure such as living with in-laws or as a nuclear family is a factor that has
mixed effects on the risk of IPV. Several South Asian studies have found that living in
extended families increases the risk of IPV, and this violence occurs in the context of
broader family violence with women already abused by their husband being 5.3
times more likely to be abused by their in-laws as well (Raj et al., 2010, Raj et al.,
2006, Chan et al., 2009). On the other hand, a study from Bangladesh found that
women residing in extended families had a significantly lower risk of violence
compared to women living in nuclear families (Koenig et al., 2003). Menon and
Johnson (2007), using NFHS-2 data found that the odds of a woman experiencing
violence was less if she lived in an extended family or if others in the family were
responsible for household decisions. In south India and Cambodia, living with a
member of the wife's family was also related to significantly lower rates of IPV (Rao,

1997, Koenig et al., 2003).

2.8.2.3 Socio-cultural and community level factors

a. Rurality
The WHO Multi Country Study on Domestic Violence has found that in all countries
of the study, the prevalence of IPV was higher in rural areas compared to urban

areas (World Health Organisation, 2005). This finding holds true for India as well
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(International Institute for Population Sciences and ORC Macro International, 2007,
Kishor and Johnson, 2004) although one study found that prevalence rates in urban
slums are even higher than in rural areas of India (ICRW, 2000). India’s population is
predominantly rural, with only 11% living in large cities, 22% in small towns and the
rest in rural areas (International Institute for Population Sciences and ORC Macro
International, 2007). The NFHS-3 data shows that rurality increases the likelihood of
experiencing IPV with 42.9% of women from rural areas reporting violence
compared to 28.7% of women who reside in an urban area (Heilman, 2010,

International Institute for Population Sciences and ORC Macro International, 2007).

b. Cultural and community norms
Anthropological studies have shown that community level cultural and contextual
factors influence the levels of IPV in various cultures and in particular that
community level sanctions against severe violence were an important factor in
restricting levels of violence against women (Koenig et al., 2003, Counts et al.,
1992). Furthermore, societies undergoing social changes that challenge traditional
gender roles were found to have higher rates of IPV (Hindin and Adair, 2002, Koenig
et al., 2003, Koenig et al., 2006). By comparison, more traditional societies where
women conform to traditional gender norms have lower rates of violence than
societies in which women are more empowered (Campbell and Soeken, 1999,
Koenig et al., 2003, Schuler et al., 1996). Other studies found that communities with
higher patriarchal ideologies had higher rates of IPV, and violence was more
common among men who held strong patriarchal beliefs (Pallitto and O’Campo,

2005, Yllo and Straus, 1984).

Menon (2008) on the other hand found strong evidence that in highly patriarchal
societies the risks of violence may be reduced because the family structure (i.e.
joint or extended) limits women’s attempts at transgressing against traditional
gender norms and that violence may be used as a last resort, after all other control

mechanisms have failed (Menon, 2008). In the NFHS-3, a proxy measure for

55



patriarchy and traditional gender norms was husbands’ controlling attitudes.
Results show that the likelihood of violence by a husband that tries to control his
wife is twice as high as that of a husband that does not try to control his wife, 56%
vs. 27% respectively (Heilman, 2010, International Institute for Population Sciences

and ORC Macro International, 2007).

c. Attitudes to and tolerance of violence
Communities in which there is a tolerance for the use of violence to solve disputes,
such as societies in active conflict or post conflict, and/or in which the members
hold attitudes that justify the use of violence against women have been shown to
have significantly higher rates of IPV (Segal, 1999b, Ahmad et al., 2004, Ahmed-
Ghosh, 2004, Dobash and Dobash, 1979, Yllo and Straus, 1984). In the WHO Multi
Country Study, women who justified a man’s use of violence against his wife were
more likely to have experienced IPV themselves (WHO, 2005). Heilman (2010)
found similar results in India, with 45.6% of women who justified partner violence
having been victims themselves compared to 32.4% of women who did not justify
violence. Similarly, 43.4% of Indian males that justified violence against women
were also violent towards their wives compared with 34% who were not (Heilman,
2010). In conclusion, there are many risk factors that need to be taken into
consideration when investigating IPV, and the above sections describe the main

ones that affect Indian women.

2.9 Summary of the chapter

IPV is one of the visible and most pervasive signs of gender inequality. There are
many theories that try to explain how and why IPV exists but none of them provide
a complete explanation or way to rectify the issue. IPV occurs in all countries but it
is more likely to occur in patriarchal societies. The effects of IPV are well
documented and include short term physical injuries as well as long term mental

health problems. In India, recent studies have shown that approximately 1 in 3
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women suffer IPV which is accompanied by sexual, physical and mental health

issues. The next chapter discusses stress and coping in victims of IPV.
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CHAPTER 3 STRESS AND COPING

“Life is not always a matter of holding good cards, but
sometimes, playing a poor hand well.” — Robert L
Stevenson quoted in Sacred Journey of the Peaceful

Warrior (1991) by Dan Millman, p. 78

3.1 Introduction to the chapter

To enable a better understanding of the processes surrounding IPV and its
relationship to common mental disorders, the theories of stress and coping are
discussed and IPV, and all it encompasses, is categorised as a stressor. Before
continuing any further, it needs to be emphasised that the topics of stress, stress
response and coping in humans and how these affect health, and in particular
mental health, are immensely complex processes that have been studied for a
relatively short time (since mid-last century). As such the interactions between
stress, coping and ill health are not completely understood or explained especially

in relation to such a multifaceted issue as IPV.

The theoretical foundations discussed in this chapter have been developed from a
Western middle class perspective, based on research carried out by Western
scientists on Western participants and thus generalization to other cultures needs
caution. There is a dearth of research on the processes of stress and coping from an
Indian perspective, and the final section of this chapter discusses Laungani’s work
(2002) on the cross cultural variation of defining stress and coping and Palsane and

Lam’s work (1996) on stress and coping from a traditional Indian perspective.

3.2 Theories of stress
This study is grounded in the seminal works of Lazarus (1984, 1991), Bandura (1986,
1992) and Hobfoll (1988, 1989). In the cognitive-relational theory, Lazarus and

Folkman (1984) define stress as:
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“Stress is a particular relationship between the person and the environment
that is appraised by the person as taxing or exceeding his or her resources and

endangering his or her well-being” (p. 19).

This theory has been further expanded to a meta-theoretical concept of emotion
and coping processes (Lazarus, 1993) whereby these complex processes are made
up of:

e Causal antecedents or person related variables such as beliefs and
commitments and environmental variables such as situational limitations and
requirements;

e Mediating processes such as mental assessment of the requirements of the
situation as well as the required coping strategies (problem and/or emotional
focused);

e Effects including short term physiological changes and long term psychological

and physical health.

Cognitively, initial exposure to a stressor can be assessed and classified as
challenging, threatening or harmful. Challenging situations involve physical and
psychological activity; the person has an opportunity for personal growth and the
situation is usually experienced positively, for example participating in a race. In a
threatening situation the person perceives being in danger and expects future harm
or loss and this can be both physical and/or emotional. The level of threat
experienced is related to the difference between perceived coping capacity and the

potential level of harm of the situation.

Although the situation is experienced negatively the individual involved attempts to
engage strategies to take control of the situation, for example being followed while
walking alone on a dark street. Finally, in a harmful situation the person has

experienced some kind of damage, be that physical injury, loss of important
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person(s) or item(s), loss of confidence or social standing. In such a situation,
instead of trying to implement strategies to take control of the situation, the person
is overwhelmed by a feeling of helplessness and gives up. Concurrently with this
initial assessment, a person exposed to a stressor undertakes a secondary
assessment or appraisal and evaluates their available coping options including
physical strength, social support and material or other resources to effect a change

in the situation in order to remove or minimize the stressor (Lazarus, 1993).

Folkman (2008) further revised and modified the theory of stress to include the role
of positive as well as negative emotions in the process of stress. She discussed
recent research evidence that highlighted the restorative roles of positive emotions
in relation to psychological, physiological and social coping resources. Outcomes
include benefit finding and reminding (e.g. the silver lining in every cloud), adaptive
goal processes (e.g. relinquishing unattainable goals and re-engaging in alternative
goals), reordering priorities (e.g. focusing on what is important) and giving ordinary

events positive meaning.

While the mechanisms of action are complex and not always straight forward, the
consequences of these positive emotions include restoration of self-confidence,
reinstatement of feeling of control, sense of mastery and renewed sense of purpose
all of which assist with coping processes and moderate negative outcomes such as

depression and anxiety (Cronbach and Shavelson, 2004).

Hobfoll (1989) expanded the definition of stress into the model of conservation of
resources which is based on the assumption that “people strive to retain, protect,
and build resources and that what is threatening to them is the potential or actual
loss of these valued resources” (p.513). The model of conservation of resources
builds on Maslow’s hierarchy of needs theory (Maslow, 1968) and Bandura’s social
learning theory which states that people interact with their surroundings in order to

increase the chances of obtaining positive reinforcement (Bandura, 1977).
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Thus according to Hobfoll the definition of psychological stress is a response to a
situation where there is the perceived threat of or actual loss of resources or a lack
of resource gain after the investment of resources (Hobfoll, 1989). Furthermore,
even the perception of a loss or lack of gain of resources is enough to produce
stress. In this case, resources are defined as any objects, personal characteristics,
traits or anything else that is of value to a person or provide a way to obtain these
objects, personal characteristics, traits (Hobfoll, 1989). Similar to Lazarus and
Folkman’s (1984) stress-coping model which states that people try to limit stress
when exposed to it, the conservation of resources model predicts that people will
attempt to minimize loss of resources when exposed to stressors. People also strive
to increase their resources by investing resources they already have or are available

in their environment, for example, giving love and affection in return for the same.

The ecological model of stress in violent relationships takes into account the
individual, interpersonal and systemic factors which affect partner perpetrated
violence (Gondolf, 2004, Heise, 1998). Individual factors include the personal history
of the woman, such as witnessing abuse between parents while growing up, literacy
level as well as culture specific notions of stigma attached to disclosure of violence
and socialization to feel shame and guilt if a woman seeks help (Cho, 2012).
Intermediate factors consist of the immediate context where the violence occurs
such as the marital or other relationship, as well as allocation of control over

income and family wealth to the male.

Systemic factors in this model consider the formal and informal social structures
external to the relationship such as extended family, neighbourhood, work, the
state and other institutions. It also includes the community attitudes to gender
roles, female ownership of assets, normalisation of violence and male aggression
(Cho, 2012). Culture specific notions in systemic factors include rigid gender role

stereotyping, acceptance of female abuse in society, a subculture that normalizes
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male privilege and dominance, lack of services to victims of violence due to
patriarchal values within the police, legal and health sectors which promote stigma

and lack of legitimacy for the issue of violence (Cho, 2012).

In conclusion, the process of stress and coping has a transactional nature, the
person interacts with the stressor and the environment in an attempt to minimize
or remove the stress, while at the same time the environment and the stressor
influence the person, and each other, in a process of constant change (Green and
Baxen, 2002). Furthermore, Aldwin states that stress, coping and health are lifelong
processes, have a multidisciplinary perspective reflecting the roles of cellular,
organismic, personal and systemic interactions, reflect past or current contextual
factors such as socioeconomic status and are influenced by individual differences
such as decisions on whether and how to react to a stressor (Green and Baxen,

2002).

3.3 Biology of stress and disease causation

An important aspect that needs to be examined at this point is the biology of stress,
namely what happens in the human body during and after exposure to stress, and
in particular exposure to long term or chronic stress such as when living in a violent
relationship. A short overview of the most recent evidence on the pathways linking
stress to disease is also provided. Methodological reasons have led to the study of
the effects of stress on the endocrine, immune, haemostatic and nervous systems
as individual or separate systems, however in reality these systems are closely
integrated and constantly communicate with each other via complex pathways and
feedback mechanisms (Marmot, 2005). The biology of stress response is an
extremely complex process and beyond the scope of this study and thus only a

generalised and short synopsis is provided herewith.
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3.3.1 Biology of short term stress response

Ideally the body aims for a state of metabolic equilibrium called homeostasis where
the stimulating and calming chemicals in the body are balanced. The process by
which the body achieves equilibrium is called allostasis (Brunner and Marmot,
2005). The sympathetic nervous system (SNS), which stimulates the body, and the
parasympathetic nervous system (PNS), which is responsible for the relaxation
response, use hormones to carry out their functions. The hypothalamic-pituitary-

adrenal (HPA) system is activated first in a stress response (Marmot, 2005).

Exposure to a one off stressful event, such as one violent incident by the husband,
results in the sympathetic nervous system engaging the endocrine glands to initiate
several metabolic processes which collectively are known as the flight or fight
response. During this period the HPA system activates the production and release of
corticosteroids including cortisol, and neurotransmitters such as dopamine,
norepinephrine, and epinephrine (also called adrenalin) (Marmot, 2005). These
hormones activate a chemical cascade leading to increased breathing, heart rate
and blood pressure. The aim of this process is to move the oxygen rich blood to the
brain and the muscles at a faster rate in readiness for fighting or fleeing. The
epinephrine also releases glucose and fatty acids into the blood for readily available
energy while other hormones shut down functions that are not necessary for

fighting or fleeing.

The physical activity of fighting or fleeing then metabolizes the stress hormones
released as a result of the activation of the sympathetic nervous system allowing
the body to return to homeostasis. However if there is no opportunity to fight or fly
as may be the case of an abused wife, the hormones circulate in the body for a
longer period as the parasympathetic nervous system works on decreasing the
sympathetic nervous system activity and remove the hormones associated with the

initial stress response (Cohen et al., 2007).
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The fight or flight response is a defence system that has been hard wired in the
human brain for over 40,000 years and was designed for short-term use to allow
the body to deal with physical threats such as attack by wild animals, where the
emergency resolves very quickly either by fleeing or staying and fighting. In the
modern world however, the stressors that set off the fight or flight response tend to
be psychological in origin and chronic, such as financial worries, health problems
and relationship issues and cannot be resolved by fighting or fleeing. While the fight
or flight response is adaptive in situations of acute stress, it is maladaptive in

chronic stress situations (Sapolsky, 1993).

3.3.2 Biology of chronic stress response

Chronic stress is the worst culprit as it is most likely to result in long term or
permanent changes in the psychological and behavioural responses that control
susceptibility and course of disease (Cohen et al.,, 2007). If the stressor is not
removed after the initial flight or fight response or if it occurs frequently enough
such as in the case of a wife being abused regularly, the parasympathetic nervous
system does not have the time to return the body to equilibrium and the body is in
a state of chronic hyper-arousal. Eventually the sympathetic nervous system activity
declines and neurotransmitter production decreases, but corticosteroid secretion
continues at levels higher than normal. If the stress continues long term the fight or
flight response can become overactive and the body can suffer allostatic load which

is an impairment of the body’s ability to return to equilibrium (McEwen, 1998).

This stage is characterised by elevated cortisol and suppressed serotonin levels.

. Elevated cortisol effects — Increased cortisol levels in the brain lead to
destruction of neurons and inhibition of blood sugar uptake by the
hippocampus, the brain’s primary memory centre resulting in short term
memory loss. The regulation of the endocrine system is also affected,
becoming less responsive resulting in increased production of stress

hormones causing more stress and damage to the brain in a self-harming
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cycle. Cortisol affects the body’s immune responses via numerous biochemical
pathways, including decreasing cellular immunity and suppressing the body’s
natural response to a challenge, leading to inflammatory and autoimmune
diseases and an increased susceptibility to infection and tumours (Cohen et

al., 2007).

. Decreased serotonin effects — Serotonin regulates body temperature, blood
pressure, immunity, pain, digestion, sleep, and circadian body rhythms.
Decreased serotonin levels have been shown to result in increases in
irritability, depression, suicide, alcohol and drug use, eating disorders and
obsessive-compulsive disorder. Long term serotonin deficiency has also been
implicated in the neurobiology of post-traumatic stress disorder (PTSD)

(Brunner and Marmot, 2005, Marmot, 2005).

To summarise, the biological response to a stressor affects health by increasing
vulnerability to an illness or acts as a trigger for acute events e.g. heart attack
(Brunner and Marmot, 2005). Chronic stress increases the risk of cardiovascular
disease, elevates the blood pressure, increases atherosclerosis, and increases the
risk of heart attack. Through its complex effect on the neuroendocrine and immune
systems chronic stress can affect the onset of, and susceptibility to disease, the
progression or course of disease, even when there is another cause to the disease;
and can affect one’s recovery from disease (Brunner and Marmot, 2005, Marmot,
2005). Chronic stress has been linked to cancer, diabetes, obesity, and excessive

alcohol and other drug- use.

The possible process through which chronic stress can increase vulnerability to an
illness is by increasing the baseline levels of the neuroendocrine feedback controls
(Steptoe and Marmot, 2002). This conclusion is supported by research that found
altered functioning of the main neuroendocrine stress pathway in people with a low

quality of life (social and environmental) even after controlling for confounding
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variables (Sjogren et al., 2006, Kristenson et al., 1998). What has not been proven
yet is whether the abnormal neuroendocrine functioning is responsible for future ill
health, however findings from animal studies certainly point in that direction
(Brunner and Marmot, 2005). Thus prolonged exposure to chronic stress, together
with low levels of control over the situation and no possibility for resolution is
associated with ill health via the biochemical pathways described above, making
stress a major causative factor in the development of both physical and mental
health issues (Bosma et al.,, 1997, Brunner and Marmot, 2005, Marmot, 2005,
Cohen et al., 2007).

3.4 Stress and CMD

There is an abundance of robust empirical evidence that indicates a causative
relationship between stress and depression (Hammen, 2005), with stressful events
preceding major depressive episodes. For example in population samples 80% of
depressed patients experience a major stressful event in their life prior to
developing depression compared to non-depressed patients. This significant
relationship has been confirmed by stringent testing and through the use of
unplanned or fateful events as stressors such as disasters and unplanned death of
family members and twin studies (Hammen, 2005). Whilst most of the research on
the relationship between stress and depression has focused on stressful events that
have a defined beginning and an end, Kendler et al (Kendler et al.) have shown that
there is a linear association between the frequency and severity of stressful events
and the probability of developing depression. The time frame that precedes the
onset of major depression varies somewhat between studies but generally ranges

from three to six months (Hammen, 2005).

3.5 Coping
Simply put, coping is any action that is taken to deal with a situation that is stressful
or perceived to be stressful. Coping is a very individual and subjective process that is

influenced by culture (Pargament, 1997) as well as constrained by it.
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“Culturally derived values and beliefs serve as norms that determine when
certain behaviours and feelings are appropriate and when they are not . . .
even allowing for a wide range of situational and individual differences,
culturally derived values, beliefs, and norms operate as important

constraints” (Lazarus and Folkman, 1984 p165)

Coping modalities have been categorised into two groups by a number of

researchers.

Problem-focused vs. emotion-focused coping (Lazarus and Folkman, 1984) —
where coping focuses on changing the problem so it becomes less stressful
versus the use of emotional responses to cope with the stress caused by the
problem.

Locus of control and responsibility (Rotter, 1966) — where control and
responsibility for a stressor are attributed to either internal or external factors,
and coping mechanisms follow accordingly.

Assimilative vs. accommodative coping (Brandtstadter, 1992) — where coping
mechanisms try to restore the situation to pre-stressor state versus accepting
the stressor as an unchangeable factor and coping consists of acceptance,
priority setting, and cognitive restructuring.

Mastery vs. meaning coping (Taylor, 1983) — where coping involves attempts
to control the stressor and modify it versus finding meaning in the stressor and
its consequences.

Primary control vs. secondary control coping (Rothbaum et al., 1982) where
primary control coping consist of attempts to change the stressful
circumstances versus secondary control coping mechanisms that involve efforts

to adjust to circumstances as they are.

The common denominator for each of these categories is that the first coping

modality involves attempts by the individual to change the stressor in relation to
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themselves while in the other modality the individual attempts change within

themselves in relation to the stressor.

Coping is also time dependent, that is coping can occur before, during and after

exposure to a stressor and was categorised by Beehr and McGrath (Beehr and

McGrath, 1996) as follows:

e Preventive coping — occurs a significantly long time prior to a stressor; for
example an overweight person losing weight to avoid the risk of diabetes

e Anticipatory coping — occurs when the stressor or stressful event is anticipated
soon, for example someone afraid of flying taking a tranquillizer while waiting
take-off.

e Dynamic coping — occurs while the stressor or stressful event is ongoing; for
example, meditating to divert attention from pain during childbirth

e Reactive coping — occurs after exposure to a stressor or stressful event; for
example, getting used to a wheelchair after a car accident.

e Residual coping — occurs long after exposure to the stressor or stressful event,
by dealing with long term effects; for example, by not allowing oneself to think

painful thoughts many years after a traumatic event.

Finally, coping is process oriented, strategies and actions change with time,
experience and the nature of the stressor and the process is constantly assessed
within the context of the stressful situation and the positive and negative emotions
it raises (Lazarus and Folkman, 1984, Lazarus, 1993, Cronbach and Shavelson, 2004).
The role of coping is to protect people from psychological harm related to stressful
experiences, and this can occur by eliminating or minimizing the stressor, by
mentally controlling or defining the meaning of the stressor in a way that is
acceptable or by controlling or attempting to control the stress reactions and

consequences (Pearlin and Schooler, 1978, Koenig, 2009).
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3.5.1 Coping strategies in women experiencing IPV
Women who experience IPV use a combination of help seeking and coping
strategies to deal with the physical and/or mental health effects of violence and to
help secure safety, and it is proposed that help seeking resources are related to
women’s coping styles (Ambuel et al., 2011, American College of Obstetricians and
Gynecologists, 2012). Contrary to common perception, the majority of women (up
to 80%) in industrialised countries use formal or informal resources for coping with
their partner’s violence and its consequences, including health services, lawyers,
police, shelters and clergy (American College of Obstetricians and Gynecologists,
2012). Goodman (2003) summarized these help seeking responses into:

e Informal networks (talking or staying with family, friends),

e Formal and legal networks (clergy, employers, domestic violence shelters,

violence restraining orders),
e Safety planning (hiding money, improving safety),
e Resistance (fighting back, shouting, physical retaliation, leaving home), and

e Placating (keeping quiet and doing what is asked by the perpetrator).

As discussed earlier in this chapter, coping modalities can be dichotomized into
problem-focused or emotion-focused (American College of Obstetricians and
Gynecologists, 2012, Cronbach and Shavelson, 2004). For women in IPV situations
problem-focused coping strategies include action oriented practices to manage
stress such as changing the environment, attempts to resolve the problem,
modifying their own behaviour to lessen the stress or taking action to change the
source of stress (Lazarus and Folkman, 1984, Lazarus, 1993). By contrast, emotion-
focused strategies aim to lessen the emotional distress arising from IPV and consist
of techniques that modify emotions in the victim rather than change the stressor or
environment (Lazarus and Folkman, 1984, Lazarus, 1993). It is theorized that
initiation of formal and informal help seeking and the type of help sought are
influenced by the coping styles used by the victim of IPV (Ambuel et al., 2011,

American College of Obstetricians and Gynecologists, 2012).
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Liang et al (2005) recommend that women’s help seeking and coping strategies be
examined within the broader social context as cultural values and norms about
gender and class, religious affiliation, and attitudes toward the acceptability and use
of violence can affect their perceptions of whether the violence is an issue, whether
it is acceptable to seek help and whether services for victims of violence exist at all
and are accessible (American Medical Association, 1996, American College of
Obstetricians and Gynecologists, 2012). Pinnewala’s work (2009) on the
development of a new theoretical framework for South Asian women subjected to
partner violence supports the view that women’s help-seeking behaviours and
coping mechanisms are determined by cultural factors and societal constructs of

womanhood.

In South Asian cultures, patriarchy and all the associated factors tend to prevail and
women are held responsible for the maintenance and development of the well-
being of the family and its members even at a personal, emotional, and physical
cost to themselves (Cho, 2012). Combined with factors such as the importance of
collective identity, the societal construct of women as sacrificing, dutiful partners,
wives, and mothers, inadequate legislation and lack of external support systems to
assist victims of IPV, South Asian victims of IPV are in a more difficult situation than
their Western counterparts (Cho, 2012, McNutt et al., 1999). Often, leaving the
relationship is not a valid option, and South Asian women need to engage strategies
that minimize the violence, and develop resilience to cope with trauma by utilising
their cognitive resources and the limited community resources and support

systems.

Similar to Western women’s processes within the cycle of violence, South Asian

women engage a variety of coping strategies and the process occurs in stages

where the woman progresses and regresses through stages repeatedly as she
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attempts to develop effective coping skills in response to violence (Cho, 2012,

McNutt et al., 1999, Patel et al., 2007).

Initially, women may react to the violence by denial of the abuse or the extent of its
consequences, and particularly in developing countries, they may be unaware that
violence constitutes a legitimate issue. Then women tend to engage in emotion
regulation, seeking support from informal sources and avoidance strategies due to
issues such as stigma attached to disclosure and a lack of resources or alternatives.
Emotion-focused or avoidance coping and the use of religion are more frequently
used in non-Western cultures particularly in those that emphasize group benefit
over individual benefit and have strict hierarchical concepts (Shepard and Pence,

1999).

Seeking informal support from friends, family, and other community members to
resolve the violence is also favoured over accessing formal supports such as
pursuing the legal process (ICRW, 2000). Active problem-solving through accessing
external support systems, including crisis counselling tends to be a longer process
particularly in places where external resources are minimal or difficult to access,
and is thus one of the later stages of the coping process (Cho, 2012). In India and
most other South Asian countries, the majority of women do not go beyond
preparation to leave the abuser, and the few that do leave end up returning to the
relationship due to societal pressure, economic dependence, inability to support
their children, stigma, and lack of social support (Cho, 2012). This study focused on
two specific factors that can moderate the effects of IPV on mental health, namely
social support and religiosity, and these will be discussed in more detail in the

coming sections.

3.6 Social support

Social support is defined as "resources provided by others" (Cohen and Syme,

1985), or as "coping assistance" (Thoits, 1983) and it is derived from the effects of
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loss of relationships (Stansfeld, 2005). Definitions of social support can include the
structure of individual social life such as group memberships, and existence of
family ties, as well as the roles they may serve such as emotional support; (for a
review see Cohen et al.,, 2000) (Minnesota Advocates for Human Rights, 2000).
There is considerable evidence that social support has beneficial outcomes on both
physical and mental health, and in relation to its benefits in lessening the effects of
IPV (Madsen and Abell, 2010, Dutton and Greene, 2010, Alim et al., 2008, Zink et al.,
2006, Bosch and Bergen, 2006, Holt and Espelage, 2005, Coker et al., 2002b, Carlson
et al., 2002, Hurdle, 2001, Rose et al., 2000, Cohen and Wills, 1985). Uchino (2006)
has summarised potential mechanisms through which social support affects health

into two distinct but not necessarily independent pathways, see Figure 3.1 below.

Disease morbidity

Behavioural processes:

* Health behaviours
+ Adherence

Biological processes:
* Cardiovascular

* Neuroendocrine
* |Immune function

Social support:
* Structure and
function

Psychological processes:
* Appraisals v

* Depression Disease mortality

* Control

Figure 3.1: Potential pathways linking social support to health (Uchino, 2006)

According to this model, one pathway encompasses behavioural processes
including health behaviours such as exercising, not smoking and eating right, as well
as compliance with medical treatments (Stansfeld, 2005). By contrast, unsupportive
social relationships can increase risky health behaviours such as alcohol and other
drug use (Minnesota Advocates for Human Rights, 2000). The second potential
pathway of action of social support is through psychological processes related to

emotions or moods and feelings of control although to date, their mediating role on
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health has not been proven conclusively. Furthermore, the two distinct pathways
can also affect each other, for example, stress can increase negative health
behaviours such as smoking while on the other hand exercise can reduce stress
levels (Minnesota Advocates for Human Rights, 2000). Finally, Uchino proposes that
the behavioural and psychological pathways can influence social support processes,
for example, emotional distress affects perceptions of social support (Minnesota

Advocates for Human Rights, 2000).

In relation to IPV, it is hypothesized that social support affects the link between
violence and negative health outcomes; however there is disagreement on how this
relationship should be conceptualized in the context of IPV (Rothman et al., 2003).
Coker and colleagues (2003) proposed a model where social support partially
mediates the relation between IPV and health, by directly affecting the social
support of the victim. Aries and colleagues (1999) on the other hand proposed a
model where social support acts as a moderator between IPV and health outcomes,

indirectly modifying the extent of the relationship.

It is proposed that social support functions by increasing individual perceptions of
control and self-worth which then improve well-being and immunity to disease
(Rothman et al., 2003). Carlson and colleagues (2002) found that social support acts
as a buffer by allowing the threat of the stressor to be reappraised through
discussion with a supportive person and enabling the threat to be downgraded or
avoided (Stansfeld, 2005). Social support in the form of practical help may also
moderate the impact of the stressor enabling the person to deal with the

consequences of the situation in a more appropriate manner (Stansfeld, 2005).

The evidence base supporting the beneficial effects of social support on depression
and other common mental disorders in victims of IPV is quite extensive. A
consistent finding is that abused women who report low social support are

significantly more likely to be depressed than women who report high levels of
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social support (Raistrick et al., 2006, Carlson et al., 2002, Delonghe et al., 2008,
Mburia-Mwalili et al., 2010). Similar outcomes were obtained in relation to PTSD,
where tangible support and network size were found to moderate the relationship
between violence and PTSD and psychological wellbeing (Kaner et al., 2007,
Raistrick et al., 2006). The evidence base from India, while not as extensive as the
one from Western countries also shows that the mental health status of women
who report having good social support is better than women who report poor social

support (Jeyaseelan et al., 2007, Kumar et al., 2005).

3.7 Spirituality

Religion has played an important role in the life of people for thousands of years,
with evidence of religious rituals dating as far back as the Palaeolithic period over
500,000 years ago (Smart and Denny, 2007). Koenig (2009) argues that the purpose
of religion, and the reason why it has survived this long, is to enable people to cope
and make sense of suffering, provide a perception of control over situations that are
outside their control and understanding and facilitate communal living and

cooperation through promotion of social rules.

Until relatively recently, religious beliefs and practices were considered symptoms
of mental illness, starting with Jean Charcot and Sigmund Freud who linked religion
with neurosis, and even the DSM I, published in 1980 defined religious and
spiritual experiences as examples of psychopathology. But recent research is of the
view that religion and spirituality are used by people in crisis as resources to help
them cope, and the importance of spirituality in mental health is now widely

accepted (Thirthalli and Chand, 2009).

Religiosity and spirituality are defined in several ways depending on the context,
but it is generally accepted that religiosity refers to the institutionalized form of
faith and belief in a divine power, including practices. Spirituality on the other hand
is something people define for themselves, it is largely free of rules, and can be

understood as the process of searching and experiencing what is perceived as
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sacred or divine (Verma et al., 2006). Studies show that most people define
themselves to be both religious and spiritual, and there is a large degree of overlap
between the two terms (Verma et al., 2006). In this study religiosity and spirituality

are considered synonyms and used interchangeably.

Coping through the use of religion is very common across the world, particularly in

times of great stress and Koenig (2009) explains why this is so:

“Religious beliefs provide a sense of meaning and purpose during difficult life
circumstances that assist with psychological integration; they usually promote
a positive world view that is optimistic and hopeful; they provide role models
in sacred writings that facilitate acceptance of suffering; they give people a
sense of indirect control over circumstances, reducing the need for personal
control; and they offer a community of support, both human and divine, to

help reduce isolation and loneliness.” p 285

Religious coping in response to illness has been extensively studied particularly
among patients with cancer or HIV or other life threatening illnesses (for a review,
see Sherman and Simonton, 2007) (World Bank, 2011, Koenig, 2009). Researchers
have identified two types of religious coping, “positive religious coping” which
provides comfort and reassurance and “negative religious coping” which consists of
a sense of struggle or doubt (Babar et al., 2004). Interestingly, studies have found
mixed results when investigating effects of positive religious coping on health
outcomes, but have consistently found that negative religious coping is associated

with poorer health outcomes (Carver et al., 1989).

Systematic research published in the mental health literature on the effects of
religiosity on health and particularly mental health show that religious beliefs and
practices aid in coping with the stresses of life and are beneficial to mental health

(Thirthalli and Chand, 2009, World Bank, 2011, Koenig, 2009). The strongest and
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most consistent association is found by comparing different degrees of religiousness
or spirituality (from a non-religious to a deeply religious person) rather than

between different religious denominations (World Bank, 2011).

A review of 100 studies, both cross sectional and longitudinal, that examined the
relationship between religious practices and psychological well-being found that
79% of the studies found at least one significant positive correlation between the
two variables (World Bank, 2011, Koenig, 2009). This association was consistent
even after controlling for age, gender and socio-economic status and was similar

across different countries, religions, races and ages.

Smith and colleagues (2003) carried out a meta-analysis on the association between
religiousness and depressive symptoms in a large US cohort and found that
religiousness had the same magnitude of association with lower rates of depressive
symptoms as sex, which is a widely recognized factor that influences the prevalence
of CMD. Furthermore they found that the association between religiosity and lower
depression rates was twice as strong for people who were severely stressed
compared to those who had minimal stress at the time of the survey suggesting that
the protective effect of religiousness seems to be stronger for people under

psychosocial stress (Department of Relief and Rehabilitation, 2012).

Similar results are obtained when investigating the effects of religiosity on suicide,
anxiety, psychotic disorders and substance abuse, regardless of ethnicity, age or
gender, for an in depth review of this research see Koenig (2009). Finally, it must be
noted while many find comfort, hope, and meaning in religion, there are some for
whom religious beliefs and practices emphasize neurotic predispositions, increase

fears or guilt, and limit life rather than enhance it (World Bank, 2011, Koenig, 2009).

To date, the majority of research on stress and coping has been conducted in

Western countries and little is known about how differences in cultural and
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religious contexts shape these views in the developing world. In the next section, an

overview of stress and coping from an Indian perspective is discussed.

3.8 Stress and coping: the Indian versus the Western perspective

One of the major issues for this study is the appropriateness of applying Western
research findings and conclusions on stress and coping to an Indian population. The
cultural and social differences between India and western societies are well
documented, and have been discussed to some extent in earlier sections. Very
briefly and simplified, western societies tend to be individualistic, have their
religious roots in Judeo-Christianity, theoretically operate on an equalitarian social
structure and the social systems and cultures promote competition and individual
achievement (Palsane and Lam, 1996). By comparison, Indian society is collectivist
and operates on a vertical social structure with caste and hereditary hierarchies

defining the order of the society (Laungani, 2002, Henning and Klesges, 2002).

India has been shaped by thousand year old philosophies of life and religions that
have provided stable social structures and values, and the association between
religion and society is closely related (Palsane and Lam, 1996). Thus the meaning
and purpose of life and all its encompassing experiences are viewed differently in

the two societies.

Life in western societies is largely based on the social exchange principle of cost and
benefit and individuals strive towards increasing their benefits sometimes even at
the cost of others (Homans, 1958). It is achievement oriented and satisfaction is
obtained only when there is the perception of gain or increased benefit, be that
education, income, status etc. In such societies with highly competitive cultures the
possibility of conflict and frustration are high which in turn lead to high levels of
stress (Palsane and Lam, 1996). A concept closely related to stress in Western
literature is ‘locus of control’. Rotter (1966) categorised people into those that have

an internal locus of control, that is the person believes they are the cause of an
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outcome or that they can control an outcome, and those that have an external
locus of control, where a person believes that an outcome is determined by outside

forces like God, fate or chance or other people.

Rothbaum, Weisz and Snyder (Rothbaum et al., 1982) expanded on these concepts
by classifying internal locus of control as ‘primary control’, where a person tries to
change their world to suit them, and external locus of control as ‘secondary
control’, where a person changes themselves to suit the external world. There is a
strong need for control in Western societies, and loss of control is so abhorred that
even when an outcome is controlled by chance or others it is still interpreted as
control, albeit secondary (Rothbaum et al., 1982). Thus individual locus of control
has implications for stress, the perception of stress and how stress is dealt with. In
particular, in Western societies, stress and anxiety often arise when individuals feel
that they have no control over what is happening to them i.e. external locus of

control or secondary control (Sandler and Lakey, 1982, Fusilier et al., 1987).

People with an external locus of control tended to use fewer coping strategies, use
strategies with poorer well-being outcomes and have greater psychological distress
(Crisson and Keefe, 1988, Elfstrom and Kreuter, 2006). It can be theorised that in
cases of IPV, the women are repeatedly told and end up believing that the violence
is their fault, however in reality the locus of control is external, i.e., it is the abuser
who is responsible. The women thus perceive themselves responsible for the
violence but no matter what strategies they use, the violence continues making the
women feel powerless leading to psychological distress and mental health issues

(Dalgard, 2008).

By contrast, life as posited by traditional Indian philosophies is a cycle of birth, life,
death and reincarnation. The ultimate aim of this cycle is to attain moksha or
liberation from the perpetual chain of reincarnation and for this to occur a person

must follow the interrelated concepts of:
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1. Dharma — defined as ‘correct conduct’, not morally or ethically but in terms of
keeping within the laws of nature, life and cultural existence

2.  Detachment — meaning that one should not be too involved with the pursuit
of positive or pleasurable experiences, nor get attached to material
possessions or try to avoid negative experiences such as suffering

3.  Impulse control — to obtain control over the body and the self by the use of
practices such as fasting and abstinence

4.  Belief in rebirth and karma — whereby the deeds of a person whether good or
bad, accumulate and define their destiny in the next life and through the
practices of dharma and detachment a person aims to bring the sum of these
karma credits to zero.

5. Transcendence — found in most religions, literally means to ‘get out of
something’ and in this case means to get out of the rebirth cycle but its most
common meaning is belief in something supernatural. (Palsane and Lam,

1996).

Within this Indian view of life stress and coping are also conceptualised differently
than in Western societies. In fact, in the languages of India there is no equivalent
word for stress and the closest words that approximate the Western concept of
stress are klesha and dukha (Laungani, 2002). Taken from Indian indigenous
philosophies on which Hinduism, Buddhism and Jainism are based; klesha refers to
the stressor aspect or the unavoidable experiences of life while dukha could be

translated as sadness or unhappiness (Laungani, 2002).

One of the principal differences in the conceptualisation of stress between Eastern
and Western thinking is that in Indian culture both klesha and dukha are considered
an integral part of life and of being human (Shamasundar, 2008) and thus do not
raise the same concerns in the Indian people as the word stress does among

Westerners (Laungani, 2002).
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By emphasizing the importance of dharma and karma, the Indian belief system
assigns low significance to outcomes, people are encouraged to relinquish control
to a higher being and even outcomes that are controlled by individuals tend to be
attributed to a higher being (Palsane and Lam, 1996). Suffering is viewed as the
outcome of misdeeds in previous lives (bad karma) and this attribution of the cause
to factors beyond individual control provides relief from responsibility while at the
same time accepting the suffering is a way to atone for past misdeeds and invoke
good karma thus taking a step closer to liberation or moksha (Awasthi and Mishra,
2011). Dalal and Pande (1988) investigated the role of karmic beliefs in the
psychological recovery of disabled accident victims in India, and found that
psychological recovery of Hindu patients was significantly correlated with greater

causal attribution to karma.

The literature reports that, the karmic doctrine offered these victims a sense of
control, i.e., attributing their injury to events in their past lessened their sense of
immediate personal burden but provided them with the motivation to gain control
of their current lives by seeking treatment. Furnham (1999) found that an
attribution of health and illness to supernatural causes provides defence against
stress reactions and such beliefs are more prevalent in developing countries
(Furnham et al., 1999). Other studies indicated that people that use coping
strategies aimed at acceptance of a chronic disease had better psychological
outcomes compared to people that tried to avoid or deny their chronic condition

(Culver et al., 2004, Heijmans, 1999, Kershaw et al., 2004).

In the case of Indian women who experience IPV, the belief system may allow them
to attribute the violence to an external force, view the pain as only a temporary
condition that does not affect their inner self and by putting up with it or accepting
it, the women believe that it will have a positive outcome in their next life (Vos et
al.,, 2009), and this can lessen the psychological distress caused by the ongoing

violence (Tsey et al., 2007).
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3.9 Summary of chapter

This chapter provides an overview of the theories of stress and coping beginning
with Lazarus and Folkman’s seminal works on stress, appraisal and coping. The
theory of stress is extended and discussed from an ecological framework
perspective to include individual, neighbourhood and societal level factors that can
influence women in an IPV situation, highlighting the differences between Western
and Indian contexts. The biology of stress and in particular chronic stress is
summarised and mechanisms of action of stress and health outcomes are provided,

focusing on mental health wellbeing.

The second half of this chapter discussed coping strategies that victims of IPV may
engage in, particularly social support which has been shown to have a protective
effect against the development of common mental health disorders in victims of
IPV. Spirituality or religiosity has also been shown to affect health outcomes but has
not been studied in relation to IPV in India. The chapter concludes with an overview
of the differences in Western and Indian perspectives on stress and coping. Chapter

4 discusses the research methods used for the study.
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CHAPTER 4 METHODOLOGY

“Victory attained by violence is tantamount to a defeat,

for it is momentary.” — Mahatma Gandhi

4.1 Introduction to the chapter

This chapter describes the methods used for this study. The methodology is
divided into three parts, namely the pre-data collection phase, the data collection
phase and the analysis of results sections. The pre-data collection section contains
the methodology for carrying out the literature review and the development and
translation of the instrument, the data collection section includes the pilot testing
of the questionnaire as well as the actual data collection, and the analysis of results

section gives details of the statistical tests and the anthropological analysis used.

4.2 Preparation for data collection

4.2.1 Literature review

The starting point for the study was a comprehensive literature review that
included peer reviewed scientific articles, reviews and meta-analyses. Reports were
also sourced from governmental, non-governmental, national, international and aid
organisations. The literature review in this thesis considers peer reviewed journal
articles, reports and books and book sections published up until December 2011
however instrument development and data collection occurred in 2004 and thus

were informed by literature published only up to 2003.

The search for relevant literature began with an exploration of six, full-text scholarly
electronic databases, namely Current Contents, Ovid, Medline, ProQuest 5000,
EBSCOHost EJS, InfoTrack OneFile, Science Direct, Swetswise and Wiley
InterScience. They were chosen as they publish works on the topics of interest.
These databases were searched repeatedly and simultaneously using Curtin

University’s gateway called Gecko. Informal search methods such as scrutinizing the
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reference lists on collected articles and reviews and keyword search of the World

Wide Web were also used to seek out relevant literature.

The keywords used for all modes of literature search were as follows: violence
against women, IPV, intimate partner violence, mental health, depression, post-
traumatic stress disorder, PTSD, suicide, social support, coping mechanisms,

autonomy, Indian women, India, Asia, South Asia and developing countries.

A variety of search combinations were utilised to maximise the impact of the search
and to narrow the articles down to those most essential for this particular study.
The search was conducted until it was determined that the number of relevant

articles was exhausted.

One major issue with the literature review up until 2004 was the paucity of peer
reviewed scientific articles published in international journals on the topics of IPV
and of the effects of IPV on the mental health of victims in India or other developing
countries. To try and overcome this imbalance of information, reports from aid
organisations and non-government organisations, as well as conference
presentations such as poster abstracts by Indian researchers in the field were
sought. Since these works were not peer reviewed, the student exercised caution
when taking their results and findings into account. A bibliographic database for this
study was created and maintained in EndNote X4.0.2. Once articles and reports
were selected for review, a summary of the pertinent findings in each article was

made for easy referencing and added to the bibliographic database.

4.2.2 Ethical considerations of the study

All research involving people has inherent risks, but the potentially threatening and
traumatic nature of IPV research means that issues of safety, confidentiality,
informed consent and interviewer skills and training are even more important than

in many other forms of research.
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The researcher endeavoured to address all the ethical considerations highlighted by
the WHO guidelines for ethical IPV research (Ellsberg and Heise, 2002, Ellsberg and
Heise, 2005, Ellsberg et al.,, 2001) as well as the Australian National Health and
Medical Research Council’s guidelines on Human Research Ethics. The WHO
guidelines for ethical research have been developed to ensure that victims of IPV
that participate in research about their experiences are not endangered or further
victimised through:

e Poor study design and methodological issues,

e Lack of implementation of processes to ensure participant safety during and

after data collection,
e Poorly trained data collectors,
e Lack of support services to refer participants to if necessary, and

e Inadequate dissemination of findings.

The study had approval from Curtin University Human Research Ethics Committee,
and a copy of this approval is found in Appendix 1. This process ensured that the
study had merit, and the researcher who carried out the research has integrity,
indicating that the study was ethically justifiable. It also ensured that:

i. The study had a scientific basis and the design was sound. As part of the
ethics application, a literature review was carried out to demonstrate the
need for this study. The proposed methodology was also assessed and
found to be robust and appropriate for achieving the aims of the study.

ii. Participants were provided with sufficient information in an appropriate
format so they could make an informed and voluntary decision. A copy of
the participant information sheet in English, Hindi and Marathi was
provided to the ethics committee to enable evaluation of the information
to be provided to participants.

iii. Participants were assured of confidentiality and anonymity unless they

decided to waive it. No names or any other identifying information was
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recorded at the time of interview unless the participant specifically stated
that they wanted to be contacted again, or wished to provide their name.
Harm to participants was minimised and processes were developed to
minimise risks and provide support where necessary. The researcher
ensured that all the necessary steps were taken to ensure minimal harm to
participants by training the interviewers to follow the WHO guidelines to
carrying out IPV research (Ellsberg and Heise, 2002, Ellsberg and Heise,
2005, Ellsberg et al., 2001). The researcher also established a process
whereby KJ Somaiya Hospital staff would be available to provide
counselling or support if the participant needed it. Furthermore, KJ
Somaiya Hospital staff initiated follow up meetings at a later date with
participants that requested for further support or information at the time
of the interview and provided their contact details.

Voluntary withdrawal of participants was allowed with the survey
terminated if participants were likely to be injured or harmed. This
information was conveyed to participants in the information sheet before
an interview was started. Interviewers were also trained to ensure that all

surveys were collected in privacy and at a time suitable to the participant.

The researcher attempted to obtain ethical approval for the study from the KJ
Somaiya Trust as well but at that time the organisation did not have a formal ethics
committee and informed the researcher that they would accept the ethics approval

from Curtin University.

4.2.3 Development of survey instrument

The literature review provided a number of sources which the student used as a
starting point for the development of the questionnaire for this study. For example,
the WHO has numerous validated health related questionnaires such as the World
Health Survey and World Mental Health (WMH) Survey that have been used in

many countries (e.g. Egypt, Philippines and India) to survey and document
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everything from reproductive health to economic development to mental health
status. Other organisations which provide sample copies of questionnaires on their
web sites include government organisations like the Centre for Disease Control and
the National Institute of Health, USA, the United Nations and even some

universities and individual scientists.

In the end, the overall structure of the Demographics and Health Survey (DHS)
Household Questionnaire (version 8.9, April 2003) and the DHS Domestic Violence
Module (2003) from ORC Macro’s DHS+ website (http://www.measuredhs.com/)
were considered the most appropriate for this study and were used by the student
to develop the new questionnaire. The Demographic and Health Surveys (DHS)
project is a worldwide research project initiated by the U.S. Agency for International
Development (USAID) and is currently a joint venture between several scientific
organizations including Macro International Inc., USAID’s multi-project MEASURE
program and Johns Hopkins University Bloomberg School of Public Health/Centre
for Communication Programs (Hopkins CCP). The aim of this large program is to
provide a wide range of monitoring and impact evaluation indicators in the areas of
population, health, and nutrition of women and children in developing countries
and access to and use of demographic and various health data on developing
countries. This questionnaire was chosen because it covers the topics of interest for
this study in detail; it has been translated into many languages and validated in
many countries including India making it a reliable instrument that would allow the

results of this study to be compared to other studies that used this instrument.

The original DHS Household Questionnaire consists of a household questionnaire
and a women's questionnaire and is made up of modules addressing general
characteristics such as demographics and nutritional status with special modules
that are added to the questionnaires in order to collect specific information on
other topics such as reproductive behaviour, contraception use and HIV/AIDS

education. The questionnaire was modified to make it more appropriate for this
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study however the formatting and many of the questions of the original DHS
household questionnaire were retained to ensure the data collected would be valid

and reliable as well as comparable to other studies.

The modified, revised and developed questionnaire consisted of seven sections, as
follows:

(1) Respondent’s Background,

(2) Reproduction and Contraceptives,

(3) Health Care and Autonomy,

(4) Husband’s Background,

(5) Woman’s Work and Social Support,

(6) General Health Questionnaire and

(7) IPV.

These seven sections and their questions were chosen specifically not only to
address the objectives of the study but to also provide the socio-cultural context in
which the issue of IPV occurs. The new questionnaire contained a mixture of
multiple choice and open ended questions, depending on the information sought.
For example participants were given a number of items to choose from when asked
which method of contraception they use, with an option to select ‘other - specify’ if
the method they use is not available on the list. On the other hand, questions which
collected information specific to that participant, such as the three most frequently
encountered obstacles that prevent women from accessing health services, were
open ended, with each woman asked to name the three obstacles that she believed

affected women.

Section 1: Respondent’s background
This section was developed to gather information about the participants’
background, such as age, schooling, religion and living arrangements, and had a

total of 12 questions. Some of the questions from this section of the original DHS

87



Household Questionnaire were deleted from the new questionnaire as they were
considered irrelevant for the purposes of this study. Of the questions that were
retained, some were adjusted to suit the Indian target population. For example, the
question on the highest schooling achieved was changed to reflect the schooling

system in India, rather than the western style schooling system.

A number of culturally specific questions were also added such as what is the caste
or tribe of the participant, whether the participant had an arranged marriage or a
love marriage and who else resides in her household. These questions were
deemed necessary for inclusion in the questionnaire as the literature review, as well
as the student’s personal experiences showed these factors to be of relevance

when investigating the issue of IPV.

Section 2: Reproduction and contraceptives

This section in the original DHS Household Questionnaire was extremely detailed
and complex as it gathered information on lifetime reproduction and contraceptive
use as well as specifics on each pregnancy and delivery. However for the purposes
of this study only basic reproductive and contraceptive information was required,
thus most questions from the original questionnaire were discarded, leaving only 14

guestions in this section of the new questionnaire.

The formatting of the original, retained questions was kept, however as in the
previous section, the wording in some questions were adjusted to make them
relevant to the Indian population. For example, the list of contraceptive methods a
participant may use contained items specific to the Indian society, such as copper T,
the loop and abortion. Three new questions were also developed to address an
issue often raised in the literature review as an important protective factor against

IPV, namely the existence of a male offspring, especially a firstborn son.
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Section 3: Health care and autonomy

Since it is well documented that physical ill health can have negative effects on the
mental status of the subject, as well as be an indicator of psychosomatic issues, this
section was developed to gather information on the general physical well-being of
the women. Some examples of the questions in this section are whether or not the
participant is suffering from any chronic illnesses, are these illnesses affecting her
life, and are they being treated and who decides whether she can seek treatment

for herself or her children.

This section also addressed another major factor linked to increased risk of IPV,
namely autonomy. There were 15 questions in this section and some were
developed by the student with the aim of measuring concepts specific to this study.
In this section, there are also several questions regarding alcohol and drug use by

the participants as both have been shown to be exacerbating factors for IPV.

Section 4: Husband’s background and woman’s work and autonomy

This section was developed to gather demographic information on the participant’s
husband, such as his age, education and employment status, as well as on the
woman’s employment status. Both these factors have been documented in the
literature as having significant protective and/or exacerbating effects on a woman’s
experience of IPV. For example a woman who is employed outside the home may
have more autonomy, a protective factor, whilst at the same time she may be
accused of infidelity, an exacerbating factor. Once again, the questions have been

adapted to the Indian socio-cultural context, as detailed for earlier sections.

The researcher also included several questions from the original DHS questionnaire,
which inquired about the participant’s autonomy and independence in the
household. The autonomy measure in this survey was retained from the validated

Demographic and Health Survey instruments (ORC Macro, 2003) and measures the
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women’s decision making power, their mobility and access to resources. The
specific variables were

e Who makes decisions about your health?

e Who decides on the children’s health when they are ill?

e Who decides on how the woman’s income is spent?

e Who has final say on big household purchases?

e Who decides on what to cook on a daily basis?

e Who decides when the woman visits her family?

The possible responses to these questions were ‘respondent’, ‘husband’, ‘jointly
with husband’, ‘respondent jointly with others in the family’ and ‘others in the
family’. Only the answer ‘responded’ was scored as 1, all the others were scored 0.
The composite autonomy index ranges from 0 to 6 and was constructed by the

summation of all the indicators in the scale. This section has a total of 18 questions.

Section 5: Social support and spirituality

Social support has been found to be a protective factor against the development of
common mental health disorders in victims of IPV. Studies showed that increased
social support was associated with significant reductions in a wide range of adverse
mental health outcomes including depression, anxiety, post-traumatic stress
disorder (PTSD) and suicidal ideation (Coker et al., 2002b, Coker et al., 2003, Kaslow
et al.,, 1998).

This section of the questionnaire was developed to collect information on the
extent of the participant’s social support network, her perceived emotional and
financial support and the coping strategies she uses to relieve stress and to relax.
Since the meaning of emotional and social support is quite subjective, this section
has an introductory part where the participant is asked to define her understanding
of what emotional and social support is. If the content of the woman’s response is

the same as the pre-determined definition of social and emotional support, then
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the interviewer proceeds to the first question. If the content of the woman’s
response differs from the pre-determined definition, the interviewer explains the
definition used in the survey and only continues to the first question when there is

agreement on the shared understanding of social and emotional support.

If the participant’s understanding of social and emotional support is significantly
different to the pre-determined meaning, then the interviewer informed the
woman on what this section is measuring and specifies clearly the pre-determined
definition of social and emotional support. The interview then proceeded to the
first question only after the participant advises the interviewer that for the
purposes of this questionnaire she shares the same understanding of social and

emotional support as defined in the instrument.

Most of the questions in this section were developed by the researcher, however
the Arizona Social Support Interview Schedule (Barrera, 1980) was used to guide
item and theme development. The Arizona Social Support Interview Schedule is an
instrument used to measure psychosocial functioning and perceived social support
and has been previously used to study the social network in a group of migrant
Asian students (Lorenzo et al., 1995). This instrument was chosen above other
validated instruments such as the Interpersonal Support Evaluation List (Cohen et
al., 1985), or the Adult Social Support Questionnaire (Bogat et al., 1983) because of
the appropriateness of the questions to the Indian context. For example questions
such as “There is no one | could call on if | needed to borrow a car for a few hours”
(Cohen et al., 1985) were completely inappropriate in the Indian context
particularly as the participants in this study were drawn from a very poor area
where running water is considered a luxury, and nearly all participants in the study

did not have many material possessions.

Spirituality in this study was defined as the personal sense of importance given to

religion and spirituality. The rationale for using an open ended question was to
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allow participants to identify the strategies they used to deal with anxiety and stress
as at the time of survey design, there was no other culturally suitable measure

found.

A one item measure consisting of an open ended question where respondents could

list up to three strategies was used to measure the use of spirituality as a coping

mechanism. During data entry, responses were coded manually into 6 categories

determined by the researcher as:

e Social support — if responses included ‘visit family or friends’ ‘talk to husband’
or ‘spend time with kids’

e Spirituality — if responses included ‘pray’, ‘visit temple’ or ‘read holy book’

e Actively cope —if responses included ‘deal with it’ or ‘work out a solution’

e Distraction —if responses included ‘cook’, ‘watch TV’ or ‘go for a walk’

e Distress —if responses included ‘cry’ or ‘sleep’

e  Other —all other responses

For analysis the categories were collapsed to a dichotomous variable where
responses categorised as spirituality were scored as 1 and all others were scored as
0. The formatting of the original DHS questionnaire was carried through this newly
developed module, to ensure consistency and flow. There are 12 questions in this
section, the first question required an answer on a Lickert-like scale of 1 to 10 but
most of the other questions are open ended and allowed the woman to express her

own experiences and perception on the support she receives.

Section 6: General Health Questionnaire (Mental Health)

The General Health Questionnaire (GHQ) is a self-administered 32 item instrument
developed to screen for psychiatric morbidity in primary care and for use in general
population and in community surveys (Goldberg, 1972). The GHQ detects
breakdown in normal functioning, namely it identifies the inability to carry out

normal everyday functions and identifies stressful or distressing episodes in the
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participant’s recent past. The questions cover four main areas: depression, anxiety,
social impairment and hypochondriasis. The 28- and 30-item General Health
Questionnaires (GHQ) (Goldberg and Williams, 1988, Goldberg and Blackwell, 1970)
have been validated in different languages and cultures and in various settings

including India, in Hindi (Gautam et al., 1987).

For this study, the shortened version of the GHQ was used, containing 12 items
(GHQ-12) (Tarnopolsky et al.,, 1979). The GHQ-12 has been validated in Hindi by
Jacob et al (Jacob et al., 1997). For this study Goldberg's original scoring method
was used, with the instrument scored bi-modally (i.e. - 0-0-1-1) with items 2, 5, 6, 9,
10, and 11 reverse scored (i.e. 1-1-0-0). The scores ranged from 0 to 12 with higher
scores an indication of more problems. Where possible during analysis, the GHQ
scores were kept categorical, however when dichotomous values were needed, a
cut off score of 2/3 was used to separate between those with CMD and those
without. This cut off threshold was found by Jacob et al (1997) to be the most

reliable in the Indian context.

4.2.4 Translation of survey instrument

The wording of the English version of the instrument was examined and approved
by an independent researcher with extensive experience in conducting research in
Indian communities. Furthermore, the student consulted with a Mumbai based
psychiatrist, from KJ Somaiya Hospital to ensure that the questions asked were not

likely to cause psychological harm or distress to the participants.

The Indian constitution recognises 18 official Indian languages, even though there
are over 200 different languages and dialects currently in use across the country.
Hindi and Marathi belong to the Aryan language family which in turn is considered
to have evolved from Sanskrit. Both languages use the Devanagari script, and are
written from left to right. Special computer software, interface and fonts as well as

a good working knowledge of the written languages are needed to write in
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Devanagari script. Due to lack of availability of appropriate software in Perth, the
guestionnaire was translated by the student only into Anglicised Hindi. The wording

was refined with assistance from two bilingual educators.

Upon arrival in Mumbai, the instrument was translated into Marathi by a trilingual
translator with extensive knowledge of colloquial terminology related to the
research topic, and with the assistance of several trilingual social workers and
psychologists working in the research area. Further refinement of wording was
carried out during the translation process, where grammatically and technically
correct words and phrases were replaced with colloquial terms which were deemed
more appropriate for use on the sample population. Both the Hindi and Marathi

versions of the questionnaire were then transcribed into the Devanagari script.

Finally, during a focus group discussion which included the student, the translator
and several trilingual psychologists and social workers working in the area of
violence, the questionnaire was discussed and each question was back translated
from Hindi and Marathi into English. Discussion continued until a consensus was
reached on the meaning and wording of each question to ensure comparability of
the language versions. A copy of the final version of the survey instrument is

available in Appendix 3.

4.2.5 Pilot testing of survey instrument

Once the instrument was translated and back translated, the questionnaire was
administered to a convenience sample of 10 women working at KJ Somaiya
Hospital, and a re-test was carried out three weeks later on the same sample to
ensure reliability of the instrument. The sample of women was chosen to be similar
to the target population in age range, socio-economic status and education and

income levels. Responses were analysed for consistency and internal validity.
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4.2.6 Validation of survey instrument

The DHS questionnaire has been validated in many countries including India, and in
many languages, including Hindi (DHS+ website, 2004). The questionnaire was
administered to the 10 pilot study subjects in exactly the same way it was planned
to be administered in the main study. The time taken to complete the
questionnaire was also recorded for each subject to ensure that it was within
reasonable limits. Participants were also asked to provide feedback or comment on
any questions they found difficult or ambiguous. Interviewers were asked to note if
participants had difficulties answering any questions, or if they encountered any

other problems when administering the instrument. No changes were needed.

4.2.7 Ensuring validity and reliability of data

The researcher had prior knowledge and understanding of the economic, political
and cultural setting in which the study was conducted, having lived and travelled
through India numerous times in the past. However to ensure accurate
contextualisation of the quantitative data as well as the responses to open ended
guestionnaires, the researcher held a focus group discussion with 8 key informants
such as medical staff, social workers, local NGO staff and community leaders and
explored the issues of community support/control for victims of violence, health
care services for victims of violence and community perceptions regarding violence,
effects of violence and needs of victims of violence. The researcher also lived and
worked in the precise area to be studied for the duration of the data collection and
had daily contact with the informants’ world through shopping, leisure activities,
celebrating holidays, and visiting parks. The researcher also proactively identified
and put aside any preconceived ideas, beliefs and assumptions regarding the study

subject and used a daily reflective diary to record thoughts and feelings.
4.3 Data collection

Data and participants from the pilot study were excluded from the main study

because ‘an essential feature of a pilot study is that the data are not used to test a
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hypothesis or included with data from the actual study when the results are

reported’ (Peat et al. 2002:57)

4.3.1 Sample population and strategy
The sample population was drawn from a low socioeconomic area of Mumbai,
situated near the KJ Somaiya Hospital and was made up of married women over the

age of 14 years.

The population of interest in this study were women who experienced partner
violence and were also depressed as diagnosed though the GHQ 12 questionnaire.
To ensure the strength of the statistical relationships investigated, it was decided to
use power analysis to calculate the sample size needed for a statistically significant
result. At the time of designing this study, there were no Indian prevalence data on
the relationship between IPV and CMD, it was decided to use existing data from
western literature to calculate the sample size. It was also necessary to work
backwards i.e., calculate the number of participants required in the group of
interest, that is abused women with presence of CMD, and then determine the total

sample size.

Drawing on results from western studies, it was decided to use a conservative
prevalence rate of 60% for CMD in abused women with power analysis resulting in a
sample size of 330 women. The sample size was calculated based on the available
estimated prevalence of IPV from a review of previously published studies on
prevalence of IPV in India. Based on this, with a confidence level of 95% and
absolute precision of 0.05, the sample sizes required was calculated to be 970
women. To ensure that the required number of questionnaires was collected, it was

decided that data collection continued until the required number was reached.

A systematic random sampling strategy with a sampling interval of 15 was adopted.

This value was derived by dividing the number of households in the area serviced by
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KJ Somaiya Hospital by the sample size 17,000/970=17.5 (number of households
was calculated by dividing the total population in the area — approximately 100,000
people — by 6, the average size of an Indian household, arriving at approximately
17,000 households). Thus every 18™ household was visited and a respondent
recruited who was invited to participate in a survey on women’s health. In
households with more than one eligible woman, only one was selected by choosing
the one with the next closest birthday. If a potential respondent refused to

participate, the next 18" household was selected.

4.3.2 Administration of survey

A qualified social worker fluent in Hindi, Marathi and English was trained
extensively by the student in appropriate interview and support techniques and was
provided with training on how to conduct these interviews to ensure their
standardisation. The social worker was then entrusted with training and supervising
5 local women who worked as Community Health Workers (CHWSs) and they
collected the data. The social worker also carried out the translation of all open
ended answers which the CHWs wrote on the instrument in the original language of
the respondent. The CHWs were already visiting households in that area to provide
education on HIV, so the interview for this project was added on to their existing

program.

Interviews were conducted in the house of the respondent only if privacy could be
assured and the husband or any other adult was not at home. If the husband or any
other adult was at home, the woman was asked to visit K} Somaiya Hospital for the
interview and reimbursement for the transport to and from the hospital was
offered. If this was not possible, the CHW moved on to the next house. All
participants completed the survey in one sitting and each meeting lasted no longer

than one hour including the HIV education.
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Prior to seeking written consent, the main objectives of this study were explained
verbally to the women and the information sheet was read out in its entirety by the
interviewer in a language chosen by the respondent (Hindi or Marathi).
Respondents also had access to a printed information sheet, in English, Hindi and
Marathi, which informed them of the objectives, methods, level of participation and
potential outcomes of the research. The women were informed of their right to
withdraw at any time during the study without penalty. Any further questions or
clarifications were provided prior to receiving consent. All participants were
instructed that by completing the questionnaire they were giving consent for

participation in the study.

To the researcher’s knowledge no interviews were declined or abandoned however
there were several women who requested further assistance and voluntarily
provided their names and addresses for further contact. These details were
forwarded to staff at the HIV cell at Somaiya Hospital who had previously agreed to
provide ongoing support and counselling to any participants who needed it or asked

for it.

4.4 Quantitative data analysis

All data was entered into IBM Statistical Package for Social Sciences (IBM SPSS) by
the researcher. Prior to data analysis, all variables were scrutinized for accuracy of
data entry and missing values. Random surveys were spot-checked for accuracy and
the IBM SPSS software was used to check for outlying values, or incorrectly entered
variables. CMD, IPV, autonomy, coping using spirituality and social support scores
were added up and transformed into dichotomous variables which were used in
further analyses. Distribution of the demographic data was assessed to ensure the
data followed a normal distribution curve and was thus suitable for further

statistical analysis.
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For this study both descriptive and inferential statistics were used. Descriptive
statistics were used to describe the characteristics of the sample population in
detail, such as age distribution, religion, education level attained, marriage type,

health and contraceptive use, incidence of CMD and IPV.

Chi square tests, correlations and partial correlations were carried out with the
variables of interest (CMD, IPV, autonomy spirituality and social support) and some
of the demographic variables (respondent and husband’s ages and education levels,
religion, type of marriage) to investigate if there were any significant associations
which could be explored further. Variables which gave significant chi square and
correlation results were then used to carry out multinomial logistic regression to

determine the magnitude and significance of the association.

The aim of the inferential analysis was to make inferences on the research
questions using the sample data. To do this, it was decided to investigate what
attributes are associated with IPV and CMD, for example, income, age, religious
affiliation, autonomy, social support or spirituality. Social support, controlling
behaviour, autonomy of woman were all assessed as composite dichotomous ‘yes’
or ‘no’ variables made up of responses to a predetermined number of questions.
Women who responded yes to one or several of the questions within each item
formed one group of the dichotomy, and the women who responded ‘no’ to all the
guestions within each category formed the other group of the dichotomy. Similar

scales have been used in other studies eg. Garcia-Moreno et al (2006).

The data were analysed with a multinomial logistic regression model. To assess the
goodness of fit of a model, the log-likelihood ration test (LRT) was used. The LRT is
used to measure how important a predictor variable is in the model. It is a measure
of how much of the response variability is associated with the term of interest. To
do this a forward stepwise model were fitted. A significant LRT p-value (PrLRT)

indicates that the terms are important and should be retained in the analysis.
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Predictor variables (woman’s and husband’s age, income, religion, education, type
of marriage, whether they live in an extended household and female autonomy)
were fitted into the model for psychological IPV, physical IPV, sexual IPV, any IPV
and CMD to determine their significance. The odd ratio, 95% confidence interval

and probability of error are reported for each association and results discussed.

4.5 Analysis of open ended questions

Responses to open ended questions were translated by the trilingual social worker
and inscribed directly under the original answer on the survey instrument. Two to
three word responses were recoded into one word responses which were entered
as string characters into IBM SPSS. For example to the question “What are the three
main obstacles that prevent you from accessing health care?” some of the

v}

responses were “don’t have money” “too expensive” and “lack of money”. All these
responses were re-coded into “money” as the reason why these women did not
access health care was due to financial reasons. Eventually these one word
responses were re-coded into numerical values and analysed similarly to the

gualitative data.

Responses that were longer and more complex in content were summarized and
emerging themes were noted. Themes were then contextualised and classified
according to particular topics. These results were entered into and analysed using
SPSS Text Analysis for Surveys version 2.0, and add-on to IBM SPSS. Attempts were
made to generate propositions from the classified topics and identify any other
associations between the themes. The software also allowed some of the topics to
be recoded into numerical variables and for these results to be analysed for

associations with the qualitative data.

4.6 Summary of chapter

This chapter described the research methods used in the study including details on

how the literature review was undertaken, the development, translation and pilot
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testing of the questionnaire, administration of the questionnaire and the statistical
tests used to analyse the collected data. The next chapter presents the descriptive

results.
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CHAPTER 5 DESCRIPTIVE RESULTS

“Educate one man and you educate one person,
but educate one woman and you educate a whole

civilisation.” — Mahatma Gandhi

5.1 Introduction to the chapter

This chapter contains the descriptive results of the research study and their
implications are discussed with respect to the existing literature. A total of 907
women were interviewed over a period of 10 months from April 2005 to January
2006 in the Mumbai area of Pratikshanagar. From July 2005 to August 2005,
interviews for this study were suspended due to devastating floods and consequent
clean up that occurred when Mumbai received the highest ever recorded rainfall in
one day. Although it was intended to continue sampling until the required number
of respondents was reached, the natural disaster meant that the final number of
survey respondents were 93.7% of the original sample size. The descriptive results
below are reported on and supported with a systematic literature review to

enhance the analysis.

5.2 Respondents’ background

The mean age of the women in this sample was 30.2 +6.3 years with the minimum
being 16 years and the maximum being 65 years at the time of the interview. Mean
length of time living at the current residence was 7.7+5.9 years with the minimum
less than 1 year and the maximum being 50 years at the time of the interview. Just
over half the respondents (52.6%) have lived in the city prior to their marriage, with

the rest having moved to Mumbai from various rural locations.
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Only one in 10 women was illiterate a figure that is much lower than the all India
illiteracy rate of 41.6% but higher than Mumbai illiteracy rates of 5.3% (National
Census of India, 2011). Of the literate women, a third (32.2%) completed primary

school and almost half completed high school (45.2%).

Approximately half the respondents were Hindu (53.2%) and 42.2% was Buddhist.

The remaining women were Sikh (1.9%), Muslim (1.7%) or Christian (0.9%), see

Figure 5.1.
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Figure 5.1: Religious affiliation of the women surveyed

The majority of respondents belonged to the backward castes (41%), Shudhra
(33.2%) or other scheduled tribes (18.9%) or castes (4.6%) see Figure 5.2. The Indian
caste system defines the social classes, as well as the restrictions, in the Indian
society. This social structure consists of thousands of endogamous hereditary
groups which are called jatis or castes. The caste system is usually associated with
the Hindu religion but it is also prevalent in other religious groups such as Muslims
and Christians (Dyson and Moore, 1983). In the Indian Constitution cast-based
discrimination is now outlawed and in urban areas the caste system has lost its

stronghold but it still persists in rural areas in various forms as a result of social
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perceptions and divisive politics. There are five different levels of the caste system:
Brahman, Kshatriya, Vaishya, Shudra, and Harijans and within each of these
categories are the actual castes within which people are born, marry and die (Bayly,

1999, Srinivas, 1957, Sana, 1993).
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Figure 5.2: Caste breakdown of the women surveyed

All the women in the sample were married at the time of the interview. The mean
age at marriage was 19.9+2.8 years with 12 years being the youngest and 40 years
being the oldest age at marriage. According to the 2001 National Census of India,
the mean age at marriage for females, who married in the last five years, was 23.5
years for all of India, thus the women in this study had a lower mean age at
marriage than the India average. The mean length of time of marriage was 10.5+6.6

years with 81.1% having had an arranged marriage and the rest having a love

marriage.

The majority of respondents (77.1%) lived with their husband and child/children,
and 13% lived with their husband and parents-in-law with or without children. The
rest lived with other family members such as brothers, sisters, parents or

brothers/sisters in law. Indian society consists of an interwoven network of
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communities and each community consists of numerous extended families joined
by marital bonds, local neighbourhoods and cultural heritage. Thus the extended
family has a significant impact on the social and moral values throughout a
community and this differentiates it from most of the rest of the industrialised
world. In this study nuclear family units were more prevalent than extended family
networks however this can be explained by the fact that the location of the study
has a very high proportion of migrants from rural areas that have come to the city

seeking employment and left behind their extended family networks.

The ‘nuclear family’ in most industrialised countries consists traditionally of a
couple and their children, but in Indian society the term ‘family’ is more dynamic
and includes family members from several generations. For example, in one ‘family’
one may find several uncles, aunties, nephews, nieces and cousins living together
under one roof (Dasgupta et al., 1999, Shah, 1998). Furthermore, in Indian society,
regardless of religion, it is customary for women to leave their natal family and
become part of or ‘belong’ to their husband’s family upon marriage (Bayly, 1999,
Srinivas, 1957, Sana, 1993). In this study younger women and those recently
married tended to live with their in-laws while the older women and those married
for longer tended to live in nuclear units. Women visited their natal families an

average of 3.5+3.4 times a year.

5.3 Reproduction and contraceptives

The majority of respondents (87.1%) had given birth and had an average of 2.2+1.1
children and 9.5% of women were pregnant at the time of the interview. In the
majority of cases (93.7%) the decision to become pregnant was made jointly with
their husband. In the rest of the cases (6.4%) the husband decided by himself or
jointly with the in-laws. The respondents had a total of 1814 children between them
with over half the women (53.2%) having a daughter as a firstborn. Out of a total of
1814 children in the sample, 931 were boys and 882 were girls reflecting the

generalised bias against girl children in India. Approximately one fifth (21.4%) of
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women have had at least one miscarriage in their lifetime, a rate much higher than

the reported all India average of 8.85% (Rajaram et al., 2009).

The use of contraceptives was divided into roughly equal parts with 43.7% of
women using some form of contraception and 51.4% not using any. The most
common form of contraception was tubal ligation (76.3%) followed by copper
T/IUD/loop at 17.1% and the rest used condoms or the contraceptive pill. India has
one of the most dynamic family planning programs with current efforts focusing on
meeting the unmet needs for contraception, reducing infant and maternal mortality
and assisting families to achieve their reproductive goals (WHOSEA, 2004). Despite
this more than three quarters of those using contraceptives have access to a limited
choice with an overwhelming majority relying on female sterilisation or the IUD. In
1971, abortion was legalised in India, and this is frequently used as a family
planning method (Edmeades et al., 2010) and female foeticide, despite the fact that
inadequate service provision leads to large numbers of unsafe abortions (Kohli,

2008).

Safe abortion rates were calculated at 10 abortions per 1000 women ages 15-44 in
the 2003, however surveys estimate that two thirds of abortions are not performed
at approved facilities suggesting that the overall abortion rate in India is about 30
per 1000 women (Sedgh et al., 2007). Barriers to family planning include high levels
of illiteracy, poverty, poor access to correct information, gender inequality, limited
and uncoordinated programs and resources and staff shortages and limitations
(WHOSEA, 2004). Contraceptive use patterns in this study mirror the all India rates

as demonstrated in Figure 5.3 below.

The majority of women (97.4%) said that the decision to use contraceptive was
taken jointly with their husband, 2% decided by themselves and in 0.5% of cases the
husband decided on his own. Of the women that were not using contraception,

93.7% took that decision jointly with their husband, 4.3% made the decision by
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themselves, and in 1.9% of cases the husband decided by himself. Approximately
half of the women not using contraception (46.7%) did so due to fertility related
reasons such as infrequent or no sexual intercourse or because they wanted more
children. A further 24.1% were opposed to using contraception, 19.8% had no
knowledge of or source of contraception and the rest were method related reasons

such as costs or fear of side effects or inconvenience.
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Figure 5.3: Comparison of contraceptive use rates by married women in the study

population and in India (Data for India refers to the years 1999-2000, WHOSEA 2004)

5.4 Healthcare and autonomy

The majority of respondents (74%) rated their overall health as good, 22.5% rated it
as fair and the rest of the women rated it as poor (3.5%). Over a third (36.3%) of
those that rated their health as fair or poor complained of aches and pains mostly in
the hands, feet or back, and one fifth (19%) had some serious illness such as
tuberculosis, diabetes, gastro-intestinal (Gl) problems, hormone problems or
asthma. Another 17.3% had obstetrics and gynaecological problems such as

morning sickness, irregular menstrual periods or other reproductive problems and
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12.4% had blood pressure problems. The rest complained of fevers (5.8%),

weakness and dizziness (4%) or other issues (5.3%).

The majority of women (87%) responded that the health problems impaired their
ability to carry out day to day activities and almost all the women (93.1%) were
seeking treatment for their health problems. The majority of respondents (89.4%)
attended a western style, private or government owned medical facility to treat
their health problems and 10.4% used an ayurvedic, homeopathic or
religious/traditional healer. This result is most likely skewed in favour of the
western style medical facility because KJ Somaiya hospital, a large, privately owned
tertiary care facility is located at one of the main entrances to the Pratikshanagar

slum and offers free services to the slum community members.

The majority of women (80%) reported that the final say on decisions concerning
their health was made jointly with their husbands, and approximately 1 in 10 made
that decision on their own (9%) or had that decision made on their behalf by their

husband either on his own or jointly with his parents (11%).

Women were asked what the top three factors were that prevented women from
getting medical advice or treatment for themselves. Considering the sample
population was drawn from a slum area, it is not surprising that the most common
factor that prevented them from accessing medical assistance was:

e Lack of money;

e Lack of time or the excessive time spent waiting in queues; and

e |ssues with medicines such as unwanted side effects and length of

treatment.

Other factors that prevented women from accessing health care were lack of

autonomy, with women stating that it would cause tension at home or she was

afraid of what the elders in the household would say, or the attitude of the
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husband, presence of children and no one to take care of them while she accessed
health care. These barriers have previously been identified as affecting women in
developing countries disproportionately more than men. Proximate factors such as
lower levels of education, literacy and socio economic status contribute to this

disparity (Chang et al, 2008; Lewallen and Courtright, 2002).

However research has found that underlying these proximal factors is gender
inequality expressed as inadequate social support within the household or
community to allow women to access care, inadequate control over finances and
low societal value that is, the value placed on a woman’s worth by her husband and
family determines whether they allow her or support her access to health care

(Lewallen and Courtright, 2000).

In the majority of the cases (80.4%), the respondent jointly with her husband
decides on when and how to get treatment for their child/children when they are
ill. Approximately 1 in 10 responded that they solely are responsible for making
decisions regarding their children’s health (12.1%) and the rest (7.5%) responded
that they had no say in their children’s treatment seeking with the husband, in laws

or the husband jointly with the in laws being responsible for the decision.

Very few women in the sample consumed alcohol (1.4%) or drugs (5.9%), and of
those that responded in the affirmative to the question about drug taking defined
drugs as medicine rather than illicit substances. This result is comparable to other
findings that show alcohol use rates among women to be less than 3% and illicit

drug abuse rates even lower (WHO, 2004).

5.5 Husbands’ background and women’s work
The mean age of the husbands in the sample was 35.7+7.4 years. Over half (56.8%)
completed high school, one fifth (20.3%) completed junior college and 4%

completed a degree college. On the other hand, 4.6% were illiterate and 14.3%
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completed only primary school. In the majority of the cases (94.4%) the husbands
provided their wives with money for living expenses and roughly the same
proportion (93.7%) also worked on a regular basis. The husbands’ average monthly
income was INR 4161+2646 (AUS $100.3+63.7). The large standard deviation in the
husbands’ income was due to a small number of men that earned much larger

amounts than the rest of the husbands.

Over a third of respondents (39.7%) said they had paid work, with 33% of those
working from home mainly doing small sewing or beading jobs while the rest
worked away from home in jobs such as sorting rubbish to sell, as domestic servants
or community health care workers. Of the 60.3% that did not work a third (34.2%)
listed looking after children or having young children as the reason, approximately
another third (27.5%) said their husband or in laws did not allow them or did not
like them working, and 14.2% said they had too much housework. Other reasons
that prevented women from working were work related factors (8.5%) such as ‘no

need to work’ or ‘cannot find a job’, illness (6.9) and pregnancy (3.5%).

The women’s average monthly income was INR 1432+1587 (AUS $34.5+38.3) and
the majority of respondents (92.6%) disclosed their full income to their husbands.
The large standard deviation in monthly income was due to a very low number of
women being college educated and having much higher incomes than the median
income of the women in the slum which was INR 1000. In fact 62.3% of the women
that earned an income, the monthly amount was INR 1000 or under, 31.2% earned
between INR 1001 and INR 4000 per month, 20 women (5.8%) earned between INR
4001 ad INR 6000 and two women earned INR 15,000 and 20,000 per month

respectively, see Figure 5.4 below.
In about half the cases (49.0%) the women alone were responsible for deciding how

their income is spent and in another 47.3% of cases the women make that decision

jointly with their husbands. In a minority of cases (3.7%) the husband or husband
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together with the in laws or the in laws only decide how her income should be

spent.
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Figure 5.4: Distribution and amount of income

Decisions regarding large household purchases such as a radio, TV or furniture were
made jointly with the husband in the majority of the cases (65.9%), by the husband
alone or in conjunction with the in laws in approximately a quarter of the cases, and
only 1 in 10 women had the final say on such decisions. Purchases for daily needs
were made jointly with the husband in almost half the cases (47.3%), by the woman
alone in 38.5% of the cases and in the rest of the cases the decisions were made by
the husband with or without the in laws. Women had a greater say in decisions on
what food was cooked on a daily basis, with 82.1% of respondents being solely
responsible for that decision, while less than 1 in 10 made that decision jointly with
the husband, and the rest had that decision made for them by the husband with or

without the in laws.

Over three quarters of the women (78.5%) reported that decisions on whether and

when they can visit their natal family were made jointly with their husbands, 11.7%
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were solely responsible for those decisions and the rest had those decisions made

for them by their husband with or without the in laws.

An autonomy score or sum was calculated for each woman. The following six
questions were deemed to measure autonomy:
1. Generally speaking, who in your family has the final say on decisions
concerning your own health care?
2. Generally speaking, when your child is ill, who decides whether or not the
child should be taken for medical treatment?
3. Generally speaking, who in your family has the final say on decisions
concerning large household purchases?
4. Generally speaking, who in your family has the final say on decisions
concerning household purchases for daily needs?
5. Generally speaking, who in your family has the final say on decisions
concerning what food should be cooked each day?
6. Generally speaking, who in your family has the final say on decisions
concerning visits to YOUR family or relatives?
Responses indicating high autonomy, that is the respondent makes the decisions by
herself (Questions 1,2 and 6) or in conjunction with her husband (Question 3, 4 and
5), were given 1. All other responses indicated low autonomy and were given O.
Each woman’s autonomy score was calculated by summing the individual scores to
each of the 6 questions. The distribution of scores is found in Table 5.1 below.

Table 5.1 Distribution of autonomy scores

Autonomy score Frequency Percent (%)
0 122 13.5
1 374 41.2
2 263 26.0
3 98 10.8
4 38 4.2
5 24 2.6
6 15 1.7
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In this study, autonomy was converted to a dichotomous variable, with scores of 1
or below defined as low autonomy and anything 2 and above defined as high

autonomy. 54.7% of women had low autonomy and the rest had high autonomy.

5.6 Social support

Women were asked to rate their satisfaction with the emotional support they
receive on a scale of 1 to 10 with 1 being not satisfied at all and 10 being completely
satisfied. In this case emotional support was defined as having someone to talk to
when they are upset or sad or having someone to do things for them to make them
feel better. Most of the respondents (69.1%) were overall dissatisfied with the
emotional support they received with 21.5% being slightly dissatisfied, 19.5% being
dissatisfied, 10.8% being very dissatisfied and 17.3% being completely unsatisfied.
Of the rest of the women, 16.8% were neither satisfied nor dissatisfied with their
emotional support, while only 14.1% reported being overall satisfied, with most

being only slightly satisfied (8.1%).

Just over a third of the women in the sample (30.1%) were members of a “mahila
mandal”. “Mahila mandals” meaning women’s organisations arose in the 1970s
among the poorest groups of self-employed to challenge existing middle class
women’s organisations and the existing patriarchal trade union structures (Abbot,
1997). There are a number of different types of such grass roots organisations, the
Self Employed Women’s Association, for example, represents all types of self-
employed poor women and has a similar function to a union, whereas Annapurna
Mahila Mandal represents poor women engaged in a single type of self-
employment activity (meal makers) and its primary concern is credit facilitation for
its members (Abbot, 1997). Despite the differences in functions, these grass roots
organisations work to improve their member’s lives through individual and

community empowerment (Abbot, 1997).
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Respondents in the study sample that were not members of a mahila mandal gave
as reasons lack of time (32.0%), a dislike of the organisation (14.8%), living in rented
accommodation (11.8%) and husband not allowing them or discouraging them from
attending (10.7%). Of those that were members of a mahila mandal, a resounding
majority (90.6%) reported that the group provided them with support when
needed, in the form of emotional support (72.8%), both financial and emotional

support (21.1%), or financial support (5.2%).

As expected significantly more women that were members of mahila mandal had
high autonomy, x> (1, N = 904) = 15.14, p = 0.000. On the downside, membership in
the mahila mandal was significantly associated with increased rates of CMD and all
types of IPV see Table 5.2 below. It is possible that this relationship is mediated by
high autonomy rather than direct association between the membership in the

mahila mandal and increased rates of CMD and IPV.

Table 5.2 Evidence of association between mahila mandal membership and IPV

df N X p-value
CMD 1 901 36.95 0.000
Emotional IPV 1 904 17.67 0.000
Physical IPV 1 904 14.48 0.000
Sexual IPV 1 904 35.54 0.000
Any IPV 1 904 34.14 0.000

The majority of women (86.3%) had one person to provide them with emotional
support but 11.9% had no one. Of those that had at least one support person, in
over a quarter of the cases it consisted of a female friend or neighbour (29.3%), a
sister or sister in law (27.6%), the husband (22.4%) or the parents (16.0%). The

husband was listed as person of support only by women who were not abused.
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Just over half the women had someone to help out with the housework when they
were sick (55.4%) but 44.6% did not have anyone. The people most likely to help
out were the husband (28.7%), the mother in law (27.7%) a daughter (26.3%) or a
sister in law (14.1%). When the women were in financial trouble, 68.1% had
someone to turn to for assistance, but 31.0% had no one to turn to. The people
most likely to help out financially were brothers (26.7%), female friends or sisters

(26%) parents (19.1%) or a money lender (9.7%).

Approximately half the women (49.8%) reported having at least one person causing
her anxiety or making her upset. Husbands caused the most anxiety in almost half
the cases (45.0%), followed by parents or parents in law (23.6%) and children
(10.0%). Significantly more women that had at least one person causing them
anxiety also had CMD, x* (1, N = 903) = 70.31, p = 0.000, and reported poor health
x*(1, N =903) = 6.68, p < 0.010.

The respondents were asked to list what activities they do to relax or re-energise
themselves, and sleep was the most common activity (45.2%), followed by visiting
family (11.4%) or some kind of personal activity such as reading (9.5%). The women
were also asked to list mechanisms used to cope or deal with stressful situations or
when they are upset. Almost a third (30.4%) listed spirituality in the form of
praying, going to the temple or reading the Bhagavad-Gita (religious book), followed

by going out of the house (21.4%) or sleeping (10.8%).

It is clear from this response that the majority of women in this study used emotion
focused behaviour as opposed to action or problem focused behaviours such as
initiating direct action to halt the stressor (Carver et al., 1989, Lazarus and Folkman,
1984). Carver et al (1989) classify coping behaviours such as sleeping, watching TV,
and going out as ‘mental disengagement’ strategies that are used to take one's
mind off a problem but it often impedes adaptive coping. In fact disengagement

behaviour to cope with a stressor is considered maladaptive and results in poor long
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term coping outcomes (Carver et al., 1989, Lazarus and Folkman, 1984). It is likely
that the cultural and social structures that exist in Indian society prevent women
from using active coping behaviours such as making plans and taking steps to leave
the perpetrator and force women to resort to ineffective coping behaviours such as

sleeping (Dyson and Moore, 1983, Menon, 2008, Menon, 2009, Pargament, 1997).

Chi-square tests were performed to test the association between type of coping,
CMD, autonomy and IPV. While no significant association was found, within the
group of women that never experienced any IPV, a smaller proportion of women
that used spirituality as a coping mechanism had CMD, 20% vs. 25.3% respectively.
This was somewhat unexpected especially as a quarter of women used spirituality
as a coping mechanism for stressful situations. This result is discussed at length in

the Discussion, Chapter 7.

5.7 General Health Questionnaire - GHQ 12

Based on the results of this screening questionnaire, over a quarter of the women in
the sample (28.2%) were clinically depressed at the time of the interview. By
comparison, other studies in India found CMD rates to range from 8.2% (Nayak et
al., 2010) to 31% (Chandra et al., 2009) and 38% (Kumar et al.,, 2005). The
differences in methodology, sample size and different geographical locations of the
study populations probably account for the difference in CMD rates. For example
sample sizes in the previous studies varied from 105 to 9475 women, used
population surveys and primary care attendants and included urban, rural, slum and
non-slum populations. The instruments used to diagnose CMD were also different
e.g. Beck Depression Inventory, General Health Questionnaire and clinical

interviews.

The co-prevalence of CMD with IPV and autonomy was investigated and the results

are presented in Table 5.3 below. It can clearly be seen that both autonomy and

CMD rates increase with the type of IPV with women that experience sexual IPV
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having the highest rates of CMD as well as autonomy. In fact, having any IPV
increases the rate of CMD two fold, and experiencing sexual IPV increases it almost

three fold.

Table 5.3 Co-prevalence of CMD with IPV and autonomy

NoIPV AnyIPV  EIPV PIPV SIPV All 3 1PV

High autonomy (%) 39.6 59.6 58.2 60.0 62.4 64.9
CMD (%) 21.0 46.3 44.0 44.1 55.0 52.6

EIPV = Emotional violence, PIPV=Physical violence, SIPV=sexual violence

5.8 Intimate partner violence

The following results would be better appreciated with the provision of an overview
of some cultural aspects of Indian gender relations and the outcomes of the
enactment of these relations. There are distinct sociocultural variations and a
discrete dichotomy in gender relations and consequences in India that correlate to a
broad geographical pattern. Low female autonomy and unfavourable consequences
of unequal gender relations, as measured by low female literacy and high birth and
death rates are prevalent in the north and relatively high female autonomy and

favourable consequences are prevalent in the south (Dyson and Moore, 1983).

Despite these variations, there are commonalities in gender relations and women’s
status that are seen throughout the entire country and in fact the entire South
Asian region. Indian culture is defined by a relatively strict social hierarchy and a
tradition of joint family system characterized by patrilineal descent and patrilocal
practices such as inheritance of family land can occur only through the male line
and upon marriage a woman belongs to her husband’s family not her natal family,
that tend to exclude women (Jejeebhoy and Sathar, 2001). These practices result in
low female autonomy with women having little control over their lives and health
resulting in early marriages, high fertility, malnutrition, and other health and social

issues (Dyson and Moore, 1983).
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In recent years, particularly in urban areas, some of these practices have become
more relaxed or have disappeared, and the nuclear family is becoming more
common. This is particularly salient for migrants from rural areas who come to the
city in search for work and leave behind their extended families. The male/female
dynamic is consequently changing from traditional, often gender segregated
practices to a more intimate one where the buffer and support of the extended
family is absent. The traditional roles of the wife may also change, as she may need
to leave the house to earn an income thus potentially creating tension or conflict

within the marriage (Dyson and Moore, 1983).

This section has several groups of questions that investigate various aspects of the
marital relationship. In India, conjugal bonds tend to be weak and younger married
women tend to be marginalized (Gupta, 1995). The first four questions relate to
whether the husband shows respect to his wife by spending free time with her,
consulting her on household matters, is affectionate to her and whether he respects

her wishes (Table 5.4).

Table 5.4 Frequency of respectful behaviour by the husband towards his wife (%)

Frequently Sometimes Rarely Never
He spends free time with her 35.8 58.6 2.3 33
Consults her on household matters 37.0 54.5 3.1 5.4
He is affectionate 51.3 41.9 2.9 4.0
He respects her wishes 49.3 42.2 2.5 6.0

Frequently = at least once a week; sometimes = 1-3 times a month; rarely = a few times a year

The next six questions investigate the husband’s controlling behaviour such as
whether he is jealous or angry if she talks to other men or limits her contact with
family. This type of behaviour is common as the hierarchical relations within a
family give the patriarch or his male relatives’ authority over female family

members (Jejeebhoy and Sathar, 2001). Levels of female autonomy are inversely
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proportional with levels of control exhibited by the husband. Results are presented

in Table 5.5 below.

Table 5.5 Frequency of controlling behaviour by the husband towards his wife (%)

Frequently Sometimes Rarely Never
He is jealous when she talks to other men 4.8 32.2 6.0 57.0
He accuses her of unfaithfulness 2.3 11.7 4.5 814
He does not permit her to meet friends 4.4 11.4 2.5 81.0
He tries to limit contact with her family 2.9 8.1 2.1 86.8
He insists on knowing her whereabouts 3.4 11.0 3.4 82.2
He does not trust her with money 53 9.0 9.6 76.0

Frequently = at least once a week; sometimes = 1-3 times a month; rarely = less than once a month

or a few times a year

The above results are consistent with another study that used the same instrument
as this one, which found that 36.5% of women reported at least one controlling act
by their husband (Sudha and Morrison, 2011). Alcohol and illicit drugs can be
exacerbating factors in IPV therefore the women were asked how often they have
seen their husband drunk or under the influence of drugs in the past 12 months.
Almost 1 in 10 women (7.1%) have seen their husbands drunk frequently or at least
once a week, one third (31.7%) have seen them drunk sometimes or up to 3 times a
month and 14.8% have seen them drunk rarely or a few times a year. The rest
(46.2%) have not seen their husbands drunk in the year prior to the interview. More
husbands in this study consumed alcohol at least once in the past year compared to
Nayak et al (2010) who found any alcohol use prevalence rate of 35.7%. Over 1 in 10
women have seen their husbands use drugs in the year prior to the survey but
clarification on the type of drug used showed that the drug of choice was usually
tobacco or beetle nut rather than illicit drugs although in a few cases the women

mentioned that their husbands used cannabis.

Significant associations were found between frequency of husband’s drunkenness

and CMD and all types of IPV, and this data is presented in Table 5.6 below. Based
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on these results it was decided to include husband’s alcohol use as one of the

variables in the multinomial regression analysis in the next chapter.

Table 5.6 Significant associations with husband’s frequency of drunkenness

Frequency of drunkenness Chi-square
df 2, N =904
Frequently Sometimes Rarely/never )(2 p-value

CMD 39.5% 23.7% 20.3% 36.21 0.000
Any IPV 45.1% 22.1% 16.9% 77.29 0.000
Psychological IPV 38.9% 14.8% 12.1% 83.48 0.000
Physical IPV 35.8% 10.4% 9.4% 92.30 0.000
Sexual IPV 25.6% 14.8% 7.2% 49.15 0.000
All 3 types of IPV 16.9% 5.2% 2.4% 53.73 0.000
High autonomy 51.0% 54.2% 37.2% 20.53 0.000

Frequently = at least once a week; sometimes = 1-3 times a month; rarely/never = less than a few
times a year

Significantly more women whose husbands were drunk weekly or more frequently
had CMD and experienced any and all types of IPV. Other studies found similar
associations between husband’s alcohol consumption and women’s experiences of
IPV (Stanley, 2008, Graham et al., 2011, D'Costa et al., 2007, Das et al., 2006, Jacob
et al., 2009, Nayak et al., 2010). The association with high autonomy was a bit

different.

Significantly more women whose husbands were drunk sometimes or frequently
had high autonomy. It is possible that when a husband is drunk regularly, the wife is
forced to start making decisions regarding household issues, children’s health and
so forth, or seek employment outside the home since the husband is unable to, thus

increasing her level of autonomy out of necessity.

The next section deals with IPV itself, and the questions investigated whether a

particular behaviour has ever occurred (lifetime prevalence) and if it did, how often

it occurred in the 12 months prior to the survey and whether it occurred when the
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husband was sober, drunk, under the influence of drugs or any combination
herewith. The questions are also divided into three categories based on behaviours
consistent with psychological and emotional abuse, physical abuse and sexual
abuse. The lifetime prevalence of any kind of IPV was 28.7% and a breakdown by
the three categories revealed that the lifetime prevalence for psychological and
emotional violence was 22.9%, for physical violence it was 19.8% and for sexual
violence it was 15.5%. Table 5.7 shows the breakdown by individual questions for all

three categories of IPV.

In this study, lifetime prevalence rates and the incidence of IPV in the past 12
months were very similar, with 28.2% experiencing any IPV, 22.3% of women
experiencing emotional and psychological IPV, 19.8% experiencing physical IPV and
14.8% experiencing sexual IPV. Other studies tend to find that prevalence rates are
usually much higher than rates of IPV in the 12 months prior to the survey
(Abramsky et al., 2011, Alhabib et al., 2010, Babu and Kar, 2009, Chowdhary and
Patel, 2008, Garcia-Moreno et al., 2006).

Emotional IPV was the most frequently reported form of abuse and overlapped
heavily with reports of other forms of abuse: 87.8% of women who experienced
lifetime physical IPV also reported emotional IPV; 71.6% of women who
experienced lifetime sexual IPV reported emotional IPV; and 51.7% of women who

experienced lifetime physical IPV reported sexual abuse.
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Table 5.7 Occurrence and frequency of specific abusive behaviours and presence of alcohol or drugs during the event (%)

Lifetime How often in occurred in the past year Abuse occurred when husband was:
prevalence (Row percentages) (Row percentages)
Sober Drunk Drugs Soberor Soberor
Frequently Sometimes Rarely drunk drugs

Says or does something to humiliate her 17.6 9.0 87.7 2.6 28.1 65.1 0.0 6.2 0.7
Threatens her with harm 14.2 5.9 91.5 2.5 34.2 60.7 0.9 4.3 0.0
Threatens to harm someone close to her 4.0 6.7 93.3 0.0 12.5 84.4 0.0 3.1 0.0
Threaten to leave or divorce her 7.6 9.4 89.1 1.6 27.3 69.7 0.0 3.0 0.0

Pushes, shakes her or throws something at her 14.8 4.9 92.7 24 27.0 65.9 1.6 4.8 0.8
Slap her or twist her arm 13.8 3.4 93.2 3.4 34.2 59.0 1.7 5.1 0.0
Punch her with his fist 8.3 8.5 90.1 1.4 19.7 73.2 1.4 4.2 1.4
Kick or drag her 6.5 7.1 92.9 0.0 23.2 71.4 1.8 3.6 0.0
Try to strangle or burn her* 1.2 22.2 77.8 0.0 25.0 75.0 0.0 0.0 0.0
Threatens her with a knife, gun or other weapon* 1.0 25.0 62.5 12,5 33.3 66.7 0.0 0.0 0.0
Attacks her with knife, gun or other weapon* 0.4 333 33.3 33.3 0.0 100.0 0.0 0.0 0.0

Physically forces her to have sexual intercourse against her will 14.6 8.1 88.7 3.2 35.5 53.2 0.0 10.5 0.8
Forces her to perform other sexual acts she did not want to 4.1 7.1 75.0 17.9 34.6 50.0 0.0 15.4 0.0

Frequently = at least once a week; sometimes = 1-3 times a month; rarely = a few times a year

*Low numbers of respondents (>11 women)
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Approximately 1 in 10 women (9.2%) experienced all three types of IPV sometime in
their lifetime. Similarly in past-year abuse, 85.6% of women who experienced
physical IPV also reported emotional IPV; 70.9% of women that experienced sexual
IPV also reported emotional IPV; 65.7% who experienced physical IPV also reported
sexual IPV and 8.5% experienced all three in the past 12 months. These results are

presented graphically in Figure 5.5.

Psychological and
Physical IPV
85.6%

Psychological IPV
22.3%
Physical IPV

19.8%
e — Physicaland
e ogllca an Sexual IPV
Sexual IPV 65.7%
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14.8%

Figure 5.5 Overlap of IPV experiences in the 12 months prior to the survey

The majority of the women were not able to recall how soon after marriage the
abuse begun (53.8%) while in a little over a quarter of cases (27.6%) it started soon

after the marriage.

Whilst the long term health consequences of IPV are difficult to diagnose with the
use of a survey, the immediate physical effects of IPV were measured for this
sample group and the results are in Table 5.8 below. A third of women who
experienced IPV (33.5%) suffered bruises and aches as a direct consequence of
violence by their husband. Almost a quarter of abused women (23.8%) had to visit a

doctor or a health center, one in five (21.3%) suffered an injury or broken bone, and
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17.6% had to spend at least one night in hospital due to their husband’s violence in
the 12 months prior to the survey. Similar rates were found in Western studies, with
approximately 26-30% of women who are injured as a result of IPV needing health

care for their injuries (Tjaden and Thoennes, 2000, Yick, 2007).

Table 5.8 Lifetime prevalence of injuries related to IPV and their frequency of
occurrence in abused women in the 12 months prior to the survey (%)

Lifetime Frequently Sometimes Rarely

prevalence

(frequency)
She had bruises and aches 8.8 (80) 11.4 63.6 25.0
She had a wound or broken bone 5.6 (51) 16.7 55.6 27.8
She had to go to a doctor or health center 6.3 (57) 9.1 86.4 4.5
as a result of violence by the husband
She had to stay in hospital at least one night 4.6 (42) 0.0 20.0 80.0
because of violence by the husband

Frequently = at least once a week; sometimes = 1-3 times a month; rarely = a few times a year

To investigate the level of violence in the marriage, women were asked whether
they had ever hit, slapped or physically hurt their husband at a time when he was
not already physically hurting them and 4.1% of respondents admitted to having
done so. What is interesting though is that the majority (78.4%) of women who
have ever hit their husband when he was not already hurting them were also
victims of IPV. In fact women who suffered any type of abused were significantly
more likely to have ever hit their husband than women who are not abused, see

Table 5.9 for results.

Table 5.9. Likelihood of a woman ever hitting her husband when he was not
already hurting her

Levels Odds Ratio 95% CI p value
No experience of violence 1
Any type of IPV 11.393 5.130-25.304 0.000
Psychological and emotional violence 11.800 5.600-24.865 0.000
Physical violence 10.681 5.244-21.755 0.000
Sexual violence 5.580 2.839-10.968 0.000
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Of all three types of abuse, women who were sexually abused were the least like to
have ever hit their husband while women who were psychologically and
emotionally abused were the most likely to do so compared to women who were
not abused at all. One in ten women (11.4%) also reported being physically abused
by people other than their husband, with over half (52.4%) reporting abuse in the
previous 12 months. In the majority of cases those people were either a parent
(45.8%) or a sibling (53.1%) (usually male). A small percentage of women (2.9%)
reported being abused even when pregnant, and in all but one case (92.9%) the
perpetrator was the mother or the father of the woman. This result is consistent

with other studies (Ali et al., 2009, Devries et al., 2010, Khosla et al., 2005).

Only half of the abused women (55.2%) have ever told anyone about the abuse or
tried to get help. Most of the women that sought help approached a parent
(77.9%), the police (6.5%), a friend or neighbour (5.2%) or their in laws (5.2%).
Reasons for not seeking help were that IPV is part of life or destiny (karma) (51.9%)
or that it was of no use trying to get help (33.6%), the women were afraid of being
divorced (9.9%) or were ashamed (6.1%). These results are similar to findings of
other studies from India and other countries (Ahmed-Ghosh, 2004, Goel, 2005,
Martin et al.,, 2002, Martin et al., 1999, Mogford, 2011, Panchanadeswaran and
Koverola, 2005, Panda and Agarwal, 2005, Rao, 1997, Segal, 1999b, Sharma, 2005,
Subadra, 1999). India’s collectivist and patriarchal orientation emphasises values
such as avoiding family shame at all costs, placing the needs of others first,
conforming to stringent norms and expectations and resolving family problems
privately (Yick, 2007, McAuliffe, 2007, Muldoon et al., 2011) which in turn
discourage women from disclosing their experiences of IPV. In many patriarchal
societies it is a husband’s right to hit his wife, and women accept the violence as
part of life or as punishment for something they did wrong, preventing them from
telling even close family members about their IPV (Yick, 2007, Muldoon et al.,

2011).
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Not surprisingly a significant association was found between women that did not
seek help for IPV because they believed it was their karma and women that used
spirituality as coping, [x*(2, N = 140) = 9.03, p=0.011], with 73.5% of women that
used spirituality as a coping mechanism not seeking help for IPV because of the
belief it was her destiny to suffer violence, compared to 40% of women that did not
use spirituality to cope. Finally the women were asked whether they knew if their
father ever hit their mother, and in a third of cases (31.0%) this was so. Violence
between the parents was not associated with IPV experiences in the participants in

this study.

5.9 Summary of the chapter

In this chapter the descriptive results are presented. A total of 907 women
responded to the survey. The women in this study had high literacy levels, with
almost half completing high school, and less than 10% being illiterate. Over a
quarter of the women in this sample (28.7%) reported experiencing IPV and a
similar proportion of women (28.2%) were also clinically depressed. There was a
large degree of overlap between all three forms of IPV (emotional, physical and

sexual) with 1 in 10 women experiencing all three.

Rates of CMD increased with co-prevalence of emotional IPV, physical IPV and
sexual IPV in that particular order. Husband’s frequency of drunkenness was a key
causative factor of IPV with the majority of all types of IPV occurring when the
husband was drunk. A woman’s level of autonomy was also associated with the
incidence of IPV and CMD, with women that had high autonomy significantly more
likely to experience both. The next chapter reports the results of the inferential

analysis.
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CHAPTER 6 INFERENTIAL ANALYSIS AND
MODELS TO EXPLAIN IPV AND
CMD

“Opinions founded on prejudice are always
sustained with the greatest of violence.” —

Francis Jeffrey

6.1 Introduction to the chapter

In this chapter the results of the inferential analysis are presented. Inferential
statistics use probability theory to deduce or infer properties of a larger population
by analysis of sample data and is usually used to generalise findings. The best fit
models for the various types of violence and for CMD are presented, as well as the

estimated odds of violence due to the predictor variables.

6.2 Cronbach’s alpha

Cronbach’s alpha, a coefficient of reliability which is commonly used to measure the
internal consistency or reliability of a survey instrument, was calculated for both
scales used in this study. For the social support scale the Cronbach’s alpha was
unacceptable (-0.1, on 3 items and a sample of 273), indicating that the internal
consistency of the social support scale is low, and the items in the scale are not
closely related as a group (Cronbach and Shavelson, 2004). This measure was not
used in further analysis. On the other hand, the Cronbach’s alpha for autonomy

based on a set of 6 questions was 0.79, which is acceptable.

6.3 Bivariate analysis on variables of interest
Bivariate analysis was carried out on variables of interest that showed significant
association during initial Chi square analysis. After controlling for woman’s age,

type of marriage (love or arranged), education level and CMD, significant but weak
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bivariate correlation was found between autonomy and self-reported health,
r(892)=-0.07, p=0.036. This result indicates that as autonomy increases self-
reported health decreases, which is in contrast to several other studies that have
found a positive association between autonomy and better health outcomes
(Spektor, 2010, Hadley et al., 2010, Senarath and Gunawardena, 2009, Jejeebhoy
and Sathar, 2001). Autonomy accounted for 4.9% of the variance in self-reported
health outcomes. This correlation increased in strength and degree of significance
when the analysis additionally controlled for any IPV, r(892)=-0.08, p=0.014,
accounting for 6.4% of variance in self-reported health outcomes. IPV was not

correlated with self-reported health outcomes.

Significant correlation was also found between high autonomy and CMD
r(900)=0.111, p=0.001 indicating that with increasing autonomy there is an increase
in CMD, and high autonomy accounts for 12.3% of the variance in CMD. High
autonomy and controlling behaviour by the husband were also associated
r(900)=0.076, p=0.023 even after controlling for IPV, with high autonomy

accounting for 5.6% of the variance in husband’s controlling behaviour.

Weak but significant correlation was obtained between autonomy and education
after controlling for woman’s age, type of marriage and CMD, with less educated
women having higher autonomy, r(892)=-0.1, p<0.01, with education accounting for

10% of the variance in autonomy of women.

Weak but significant correlation was shown between length of time married and
autonomy after controlling for woman’s age, type of marriage, education level and
CMD, with women married longer having more autonomy, r(889)=0.1, p<0.01. A
woman’s increasing age was also correlated to increasing autonomy, even after
controlling for educational level, type of marriage, CMD and any I[PV, with
r(886)=0.22, p<0.01. This result is consistent with other studies that show that
women’s participation in decision making significantly increases with age (Senarath

and Gunawardena, 2009). It is possible that the relationship between women’s
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length of being married and autonomy is mediated by the woman’s age, so as her

age increases so has the length of time she has been married.

The number of children a woman had did not significantly correlate with autonomy,
but the number of sons she had did. After controlling for the woman’s age,
educational status, type of marriage and CMD, her level of autonomy increased
with increasing number of sons, r(805)=0.1, p<0.01. In Indian society, having sons is
considered good fortune and a number of other studies have found that in
patriarchal societies having sons was associated with better husband-wife
relationship, better relationship between the wife and the in laws, and it was
protective against IPV (Koenig et al., 2003, Koenig et al., 2006, Rao, 1997, Schuler et
al., 2008).

Independently, increasing income was negatively associated with all types of
violence (psychological IPV p=0.09; physical IPV p=0.027; sexual IPV p=0.023) that is
as income increased the likelihood of a woman experiencing IPV decreased.
Multifactorial analysis of this variable resulted in loss of significance of association,
however these results are still important to note and are similar to findings by other
researchers (Abramsky et al., 2011, Graham et al., 2011, Spektor, 2010, Acharya et
al.,, 2010, Vyas and Watts, 2009, Jacob et al., 2009, Babu and Kar, 2010). It is
possible that due to the participants being from a similar low socio-economic
background, with a relatively small range of income levels, this study did not find

similar significant associations between income and IPV as other studies.

6.4 Model to explain psychological violence

A statistically significant overall relationship was found between the combination of
independent variables and psychological IPV. The final model for psychological IPV
is: PsychIPV- ~ husband’s education + husband’s respectful behaviour + husband’s
controlling behaviour + living in a nuclear family + physical IPV + sexual IPV, see

Table 6.1 below.
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Table 6.1. The estimated odds of psychological violence

Coefficient Std Error p-value OR 95% ClI
Husband illiterate -2.003 0.654 0.011 0.135 0.029-0.635
Husband high schooled -0.811 0.316 0.010 0.445 0.239-0.826
Respectful behaviour 1.981 0.429 0.000 7.252 3.131-16.800
Controlling behaviour -0.870 0.309 0.005 0.419 0.229-0.767
Live in nuclear family 1.565 0.566 0.006 4.783 1.577-14.505
Physical IPV -4.069 0.310 0.000 0.017 0.009-0.031
Sexual IPV -1.572 0.326 0.000 0.208 0.110-0.393

This suggests that the variability in the odds of psychological IPV can be “explained”

by the different categories of the husband’s education, his respectful and

controlling behaviours, living in a nuclear family and experience of sexual and

physical IPV. There was no evidence of numerical problems in the solution, and the

classification accuracy surpassed the proportional by chance accuracy criteria,

supporting the utility of the model.

These odds are interpreted as follows:

The estimated odds of psychological violence decrease with increasing
educational level of the husband. Women with illiterate husbands were 7.4
times more likely to be psychologically abused and women with husbands that
completed high school were 2.25 times more likely to be abused than women
whose husbands had college education.

The estimated odds of psychological violence for a woman whose husband
does not display respectful behaviour towards here were 7.2 times the odds for
a woman whose husband was respectful towards her.

The estimated odds of psychological violence for a woman whose husband
displays any controlling behaviours were 2.4 times the odds of women whose
husbands did not display any controlling behaviours.

The estimated odds of psychological violence for women living in a nuclear
family (with only husband and with/without children) were 4.78 times the
estimated odds for women living in an extended family (in laws and in law

family members).
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e The estimated odds of psychological violence for women that also experience
physical IPV were 0.017 times the estimated odds for women that do not
experience physical violence i.e. women that were already physically abused
were more than 58 times more likely to also be psychologically abused.

e The estimated odds of psychological violence for women that also experience
sexual IPV were 0.208 times the estimated odds for women that do not
experience sexual violence i.e. women that were already sexually abused were

4.8 times more likely to also be psychologically abused.

It is clear that in this study physical and psychological IPV are highly associated, and
where a woman experiences one type she also experiences the other type of IPV.
There is a lack of literature on the associations between the different types of IPV,
but it is possible that this association is so noticeable due to the relative ‘ease’ of
carrying out these two types of abuse compared to sexual abuse. For example
verbal humiliation or threat, and slapping or hitting can be carried out instantly by
the husband to show his control over his wife and may only take a few seconds.
Sexual assault however implies a need for some privacy, removal of at least some
clothing items and takes somewhat longer to carry out than physical or

psychological IPV.

The husband’s increasing education decreased the risk of psychological violence and
this finding is consistent with numerous other studies (Sambisa et al., 2011,
Abramsky et al., 2011, Babu and Kar, 2010, Vyas and Watts, 2009, Boyle et al., 2009,
Ackerson et al., 2008). Respectful behaviour by the husband reduced a woman’s risk
of psychological IPV while his controlling behaviour increased the risk, consistent
with Dalal and Lindquivist’s (2010) findings. Living in extended family households
was a protective factor for psychological IPV in this group of women consistent with
the findings in Koenig et al study (2003) who found that the extended family

residence was predictive of lower risks of violence.
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6.5 Model to explain physical violence

A statistically significant overall relationship was found between the combination of
independent variables and physical IPV. The final model for physical IPV is: PIPV- ~
husband’s education + marriage type + husband’s frequency of drunkenness +
spirituality as a coping mechanism + sexual IPV + psychological IPV, presented in

Table 6.2 below.

Table 6.2. The estimated odds of physical violence

Coefficient Std Error p-value OR 95% CI
Husband illiterate 2.003 0.664 0.003 7.414 2.017-27.251
Husband primary schooled 1.191 0.472 0.012 3.292 1.305-8.303
Husband high schooled 0.817 0.369 0.027 2.264 1.099-4.663
Arranged marriage -0.845 0.372 0.023 0.429 0.207-0.890
Frequent drunkenness 0.673 0.314 0.032 1.961 1.059-3.632
Spirituality -0.674 0.331 0.042 0.510 0.266-0.967
Psychological IPV -4.268 0.314 0.000 0.014 0.008-0.026
Sexual IPV -1.221 0.331 0.000 0.295 0.154-0.564

This suggests that the variability in the risk of PIPV can be “explained” by the
different categories of the husband’s education, the type of marriage, frequency of
drunkenness of the husband, spirituality as a coping mechanism, sexual violence
and psychological IPV. There was no evidence of numerical problems in the solution
and the classification accuracy surpassed the proportional by chance accuracy

criteria, supporting the utility of the model.

These odds are interpreted as follows:

° The estimated odds of psychological violence decrease with increasing
educational level of the husband. Women with illiterate husbands were 7.4
times more likely to be psychologically abused; women whose husbands
completed primary school were 3.2 time more likely and women with
husbands that completed high school were 2.25 times more likely to be

abused than women whose husbands had college education.
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° The estimated odds of physical violence for women in love marriages were
2.33 times the odds for a woman in an arranged marriage, that is women in
love marriages were almost two and a half times more likely to be physically
abused than women in arranged marriages.

° The estimated odds of physical violence for women whose husbands are
drunk frequently were 1.96 times the estimated odds of women whose
husbands were seldom or never drunk.

° The estimated odds of physical violence in women that use spirituality as a
coping mechanism were 0.51 times the odds of women using other coping
mechanisms.

° The estimated odds of physical violence for women also experiencing
psychological violence are 0.014 times the estimated odds of women with no
psychological IPV i.e. women already suffering psychological abuse are 71
times more likely to also be physically abused.

° The estimated odds of physical violence for women that also experience
sexual IPV are 0.295 times the estimated odds of women with no sexual IPV
i.e. women that are already sexually abused are 3.34 times more likely to be

physically abused than women without sexual abuse.

To summarise, in this study, the risk of physical IPV increased with decreasing
educational level of the husband, in love marriages, when husbands were
frequently drunk, in women that used spirituality as a coping mechanism and if

women already experienced psychological or sexual violence.

6.6 Model to explain sexual violence

A statistically significant overall relationship was found between the combination of
independent variables and sexual IPV. The final model for sexual violence is: SIPV-
~husband’s controlling behaviour + psychological IPV + Physical IPV + CMD, see
Table 6.3. This suggests that women are significantly more likely to experience
sexual IPV if they have a husband that displays any controlling behaviours,

experience psychological and physical IPV and have CMD. There was no evidence of
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numerical problems in the solution. The classification accuracy surpassed the

proportional by chance accuracy criteria thus supporting the utility of the model.

Table 6.3. The estimated odds of sexual violence

Coefficient  Std Error  p-value OR 95% ClI
Controlling behaviour -0.745 0.287 0.009 0.457 0.271-0.833
Psychological IPV -1.534 0.316 0.000 0.216 0.116-0.401
Physical IPV -1.264 0.313 0.000 0.283 0.153-0.522
CMD -1.042 0.229 0.000 0.353 0.225-0.552

The above odds can be interpreted as follows:

. The estimated odds of sexual IPV in women whose husbands displayed any
controlling behaviours were 2.2 times the odds of women whose husbands
did not show controlling behaviour.

. Compared to women that did not suffer psychological IPV, women who
experienced psychological IPV were 4.7 times more likely to experience sexual
IPV as well.

. Compared to women that did not suffer physical IPV, women who
experienced physical IPV were 3.5 times more likely to experience sexual IPV
as well.

° Compared to women that did not have CMD, women who scored highly on

the GHQ-12 were 2.8 times more likely to have experienced sexual IPV.

Husband’s controlling behaviour, in women already experiencing psychological and
physical IPV increased the odds of women experiencing sexual IPV. Women who
had CMD were also more likely to experience sexual IPV, however since CMD was
only associated with sexual IVP and not the other types of IPV, it is likely that
women that experience sexual IPV are at increased risk of CMD compared to

women that only experience the other types of IPV.

6.7 Model to explain any IPV (emotional, physical and sexual)

A statistically significant overall relationship was found between the combination of
independent variables and any IPV. The final model for any violence is: any IPV- ~
autonomy + respectful behaviours + controlling behaviours + husband’s frequent

drunkenness + live with others + CMD, see Table 6.4. This suggests that the
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experience any IPV can be ‘explained’” by the variables related to women’s

autonomy, husbands respectful and controlling behaviours, frequency of husbands’

drunkenness, living in a nuclear family, and existence of CMD. There was no

evidence of numerical problems in the solution. Moreover, the classification

accuracy surpassed the proportional by chance accuracy criteria, supporting the

utility of the model.

Table 6.4. The estimated odds of any violence

Coefficient Std Error p-value OR 95% ClI
Autonomy -0.454 0.175 0.010 0.635 0.450-0.096
Respectful behaviour 2.199 0.329 0.000 9.020 4.731-17.199
Controlling behaviour -1.114 0.201 0.000 0.328 0.221-0.487
Frequent drunkenness 0.964 0.194 0.000 2.622 1.798-3.832
CMD -0.633 0.186 0.001 0.531 0.369-0.764
Live in nuclear family 0.897 0.300 0.003 2.452 1.362-4.413

These odds can be interpreted as follows:

The odds of experiencing any type of IPV for women with high autonomy
increase by 1.6 times compared to women with low autonomy.

The estimated odds of any IPV for a woman whose husband does not display
respectful behaviour towards here were 9 times the odds for a woman whose
husband was respectful towards her.

The estimated odds of any type of violence for a woman whose husband
displays any controlling behaviours were 3 times the odds of women whose
husbands did not display any controlling behaviours.

Compared to women whose husbands were drunk seldom or never, women
whose husbands were drunk frequently were 2.7 times more likely to
experience any violence.

Compared to women that did not have CMD, women who scored highly on the

GHQ-12 were 2.4 times more likely to have experienced any IPV.
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e The estimated odds of any violence for women living in a nuclear family (with
only husband and with/without children) were 2.4 times the estimated odds for

women living in an extended family (in laws and in law family members).

In this study, women living in extended families, that had low levels of autonomy,
whose husbands were respectful and not controlling, were seldom or never drunk

and that did not have CMD were significantly less likely to have any kind of IPV.

6.8 Model to explain CMD

A statistically significant overall relationship was found between the combination of
independent variables and CMD. The final model for CMD is: CMD- “woman’s age +
husband’s age + husband’s respectful behaviour + husband’s controlling behaviour

+ frequent drunkenness + sexual IPV as shown in Table 6.5.

Table 6.5. The estimated odds of CMD

Coefficient Std Error p-value OR 95% ClI
Woman'’s age -0.193 0.030 0.000 0.825 0.778-0.874
Husband’s age 0.194 0.025 0.000 1.214 1.155-1.275
Respectful behaviour 0.615 0.279 0.027 1.849 1.071-3.194
Controlling behaviour -0.964 0.195 0.000 0.382 0.260-0.560
Frequent drunkenness 0.468 0.191 0.014 1.597 1.099-2.323
Sexual IPV -0.982 0.216 0.000 0.375 0.245-0.572

This suggests that the risk of CMD can be “explained” by the different categories of
woman’s age, husband’s age, the husband’s controlling and respectful behaviours,
frequent drunkenness of the husband and sexual violence. There was no evidence
of numerical problems in the solution. The classification accuracy surpassed the

proportional by chance accuracy criteria, supporting the utility of the model.

These odds are interpreted as follows:

e Avyearincrease in the husband’s age has the effect of multiplying the estimated

odds of CMD in the wife by 1.21.
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e Avyear increase in the woman’s age has the effect of multiplying her estimated
odds of CMD by 0.826, that is for each year that she gets older a woman’s
likelihood of having CMD decreases by 1.2 times.

e The estimated odds of CMD for a woman whose husband does not display
respectful behaviour towards her were 1.8 times the odds for a woman whose
husband was respectful towards her.

e The estimated odds of CMD for a woman whose husband displays any
controlling behaviours were 2.6 times the odds of women whose husbands did
not display any controlling behaviours.

e The estimated odds of CMD for women whose husbands were drunk frequently
were 1.6 times the estimated odds of women whose husbands were drunk
seldom or never.

e The estimated odds of CMD for women that are sexually abused were 2.7 times

the estimated odds for women that did not report sexual abuse.

Older women who were treated respectfully by their husbands, whose husbands
did not display any controlling behaviours had decreased risks of CMD. Younger
women who had an older husband and suffered any type of IPV were at higher risk
of CMD. The use of spirituality as a coping mechanism was not significantly

associated with CMD or other of the variables of interest in this study.

To clarify the relationship between CMD, IPV and other variables of interest, Chi-
square analysis was carried out on women that did not report any IPV, and
compared to women that experienced any IPV i.e. controlling for lifetime
prevalence of any IPV. The variables included in the analysis were age of woman
and her husband, autonomy, husband’s alcohol use, respective and controlling

behaviours, living arrangements and the use of spirituality for coping.

In women with no IPV, significantly more women whose husbands were drunk
occasionally or frequently had CMD compared to women whose husbands were
seldom or never drunk, x*(2, N = 640) = 18.308, p = 0.000. Significantly more women

whose husbands displayed any controlling behaviour had CMD, x2 (1, N = 642) =
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23.893, p = 0.000. Furthermore, significantly more women with high levels of
autonomy had CMD compared to women with low autonomy, )(2 (1, N = 642) =
5.945, p = 0.015. No association was found between CMD and self-reported physical
health, which suggests that physical health in women that do not experience IPV is

not mediated by CMD.

All the variables were then included in a multinomial regression analysis and the

results are presented in Table 6.6 below.

Table 6.6. The estimated odds of CMD in women with no IPV

Coefficient Std Error p-value OR 95% ClI
Woman’s age -0.227 0.038 0.000 0.797 0.740-0.859
Husband’s age 0.219 0.032 0.000 1.245 1.169-1.325
Controlling behaviour -0.829 0.226 0.000 0.437 0.280-0.680
Frequent drunkenness 0.685 0.242 0.005 1.985 1.235-3.190

These results can be interpreted as follows: In women with no IPV

° A vyear increase in the woman’s age has the effect of multiplying her
estimated odds of CMD by 0.797, that is for each year that she gets older a
woman'’s likelihood of having CMD decreases by 1.25 times.

° A year increase in the husband’s age has the effect of multiplying the
estimated odds of CMD in the wife by 1.24.

° Women’s whose husband’s exhibited controlling behaviours were 2.3 times
more likely to have CMD when compared to women whose husbands did not
display any controlling behaviours.

. The estimated odds of CMD for women whose husbands were drunk
frequently were 2 times the estimated odds of women whose husbands were

drunk seldom or never.

The same analysis was carried out on women that reported any IPV. In this group
CMD was not associated with husband’s frequency of alcohol use, suggesting that

CMD may be mediated by IPV rather than by the husband’s drunkenness per se.
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That is women are abused when their husbands are drunk, but it is the IPV that
causes the CMD. Both controlling and respectful behaviours by the husband were

significantly associated with CMD in this sub-group of women.

Significantly less women whose husbands engaged in respectful behaviours had
CMD, XX(1, N = 257) = 8.119, p = 0.004, but significantly more women whose
husbands employed controlling behaviours had CMD, x*(1, N = 257) = 7.346, p =
0.007. There was a twofold increase in the number of women that had high
autonomy and CMD compared to women with low autonomy and CMD, )(2(1, N =
257) = 4.818, p = 0.028. Furthermore, significantly fewer women with CMD reported
good physical health compared to women with no CMD, xz(l, N =257)=7.811,p=
0.005 suggesting that physical health is mediated by IPV. Multinomial regression

analysis result for women that experienced IPV are presented in table 6.7 below.

Table 6.7. The estimated odds of CMD in women with IPV

Coefficient  Std Error p-value OR 95% ClI
Woman's age -0.132 0.046 0.001 0.876 0.798-0.926
Husband’s age 0.145 0.040 0.000 1.155 1.064-1.255
Husband primary schooled 1.178 0.468 0.012 3.248 1.297-8.133
Self-reported health 0.746 0.327 0.022 2.110 1.112-4.002
Controlling behaviour -1.119 0.423 0.008 0.327 0.143-0.748

These results can be interpreted as follows: In women with IPV

e Avyear increase in the woman’s age has the effect of multiplying her estimated
odds of CMD by 0.876, that is for each year that she gets older a woman’s
likelihood of having CMD decreases by 1.16 times.

e Avyearincrease in the husband’s age has the effect of multiplying the estimated
odds of CMD in the wife by 1.17.

e The odds of CMD for a woman whose husband is illiterate or primary school
educated only are 3.2 times the odds of a woman with college educated
husband.

e The odds of CMD for a woman who reports poor physical health are 2.1 times

the odds of a woman who reports good physical health.
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e The odds of CMD for women whose husbands are controlling are 3.27 times the

odds of women whose husbands do not display controlling behaviours.

These results suggest that other than IPV and the respective ages of the woman and
the husband, CMD is mediated by the husband’s educational level, his controlling

behaviour and women’s poor physical health.

6.9 Summary of the chapter

In this chapter the results of the inferential analysis were presented. As expected
from the extensive overlap of different types of IPV prevalence presented in Figure
5.4, Chapter 5, the various types of IPV were significantly associated with each
other, in particular psychological and physical IPV. The results of this study suggest
that CMD and physical health may be mediated by IPV. The husband’s controlling
behaviour and husband’s frequency of drunkenness increased the odds of different
types of IPV. Sexual IPV and CMD were also significantly associated and this is an
important finding of this study, the implications and significance of which are

discussed in the next chapter.
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CHAPTER 7 DISCUSSION

“Let me not beg for the stilling of my pain but for the

heart to conquer it.”— Rabindranath Tagore

7.1 Introduction to the chapter

In this chapter the results of the study are discussed, and the findings are
interpreted in relation to the literature. The first section will summarise the results
of each research question and explain them in the context of this and prior
research. Based on the results and findings of the study, implications of the
research for further understanding of the IPV problems are explored incorporating
gualitative findings about the research problem developed during the study. Next
the implications for theory are discussed including the contribution to knowledge
and implications for the wider body of knowledge. The strengths, significance and
limitations of the study, implications for further research and a list of proposed

recommendations complete this chapter.

7.2 Response to the research questions

This study has provided an intimate glimpse into the lives of women who live in the
Pratikshanagar slum in Mumbai, India and their experiences with IPV. The results of
this study confirm that IPV is prevalent in this sample of Indian women and that the
violence is significantly related to CMD. As hypothesised, experiencing any type of
violence and specifically sexual violence were significantly associated with CMD. In
this study the size of the support network and the use of spirituality as a coping
mechanism in times of stress were not found to be associated with improved
mental health outcomes. IPV and CMD were also associated with husband’s
controlling behaviours. The next sections will discuss each research question

separately.

7.2.1 What is the prevalence and incidence of IPV?
The prevalence of any form of IPV in this study (28.7%) was lower than the rates

obtained in other studies; however it is well known that a common limitation of
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surveys investigating sensitive issues such as IPV is under-reporting (Ellsberg and
Heise, 2005). Evidence of under-reporting in this study was demonstrated when
several respondents volunteered information on their experiences of IPV in the
open ended questions that investigated sources of anxiety, yet responded
negatively to all questions in the sections dealing with violence. The survey
instrument used in this study was designed to minimize misunderstandings so it is
perplexing as to why some women responded negatively to IPV when in an earlier
section they admitted to being hit by their husband. Perhaps using the words
‘domestic violence’ in the title of the survey section, labeled their experiences and
prevented them from further disclosing and discussing something that is perceived

as taboo.

Rao (1997) also found that some women denied experiencing IPV during focus
group discussions even though they were physically hit by their partners during a
previous incident that occurred in a public place in front of the author. Other
studies that surveyed both men and women (Babu and Kar, 2010, Babu and Kar,
2009) found that prevalence of IPV experiences (except for sexual violence) as
reported by women were lower by 3%-9% when compared to prevalence of IPV
perpetration as reported by men. Nevertheless, the fact that such contradictions
were observed with several respondents indicates that the prevalence of IPV in this

sample was likely to have been under-reported.

In this study most of the respondents that experienced partner violence sometime
in their lifetime also reported current IPV, that is the prevalence and incidence of
IPV in this sample was nearly the same, 28.7% and 28.2%. This result is different
from results obtained from other studies where the prevalence rates are usually
higher than the incidence rates (Sudha and Morrison, 2011, Pico-Alfonso et al.,

2006, Pico-Alfonso, 2005, Khosla et al., 2005).

Psychological IPV prevalence in this study was 22.9%, which was lower than the
prevalence found by Babu et al (2009, 2010) at 56% but higher than the prevalence
reported by Sudha (2011) at 15% and Dalal et al (2010) at 14.5%. Babu et al (2009,
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2010) used 13 different items to determine psychological and emotional violence
and included other family members as perpetrators, so it is not surprising that their

prevalence rate was so much higher.

Dalal et al (2010) and Sudha et al (2011) analysed data collected for the Indian
National Family Health Survey 3 (NFHS-3) which used the same survey instrument
as in this study, however their samples included only women of reproductive age
i.e. 15-49 years and were limited to certain states and localities. The incidence of
psychological violence in Sudha et al’s study (2011) was 10.5%, much lower than in
the present study (20.8%). It has previously been documented that the risks of all
types of IPV increase with lower incomes and lower socio-economic status
(Abramsky et al., 2011, Mburia-Mwalili et al., 2010, Krishnan et al., 2010, Babu and
Kar, 2010). Since the population in this study has very low incomes, and are from
the lowest socio-economic strata, it is possible that the incidence of psychological

IPV obtained is a reflection of this increased risk.

In this study the incidence and prevalence of physical violence was 19.8%. As a
lifetime prevalence rate, it is lower than in most other studies of IPV in India
including Dalal et al (2010) and Sudha et al (2011) whose rates were 31% and 41.4%
respectively. Babu et al (2009, 2010) on the other hand used only a 2 item survey to
determine physical violence and obtained a lifetime prevalence of 16.1%. As an
incidence of IPV experience in the previous 12 months, the rate obtained in this

study was the same as the incidence rate in Sudha et al (2011) study.

The sexual IPV prevalence rate in this study was 15.5%. By comparison, Dalal et al
(2010), Sudha et al (2011) and Babu et al (2009, 2010) had lifetime prevalence rates
of 8%, 9.2% and 25.4% respectively. Sudha et al (2011) and Dalal et al (2010) used
the same two questions to investigate sexual violence as in this study, namely “Has
your husband ever physically forced you to have sexual intercourse with him even
when you did not want to?” and “Has your husband forced you to perform any
sexual acts you did not want to?”. Babu et al (2009, 2010) used a 3 item survey “Has

your husband ever coerced sex”; “Has he ever denied sex” and “Has he ever caused

143



sexual injury or hurt?” to investigate sexual violence. This result was unexpected
because it was almost twice as high as the rates reported by the other two studies
using the same instrument (Dalal and Lindgvist, 2010, Sudha and Morrison, 2011).
On the other hand, Babu et al (2009, 2010) found that sexual violence rates were
higher in women from Backward Castes and Scheduled Tribes and women that had
lower levels of education which are characteristics of the population of this study. It
is possible that the concentration of Backward and Scheduled castes and tribes,
lower average literacy levels and incomes that exist in the Pratikshanagar slum are

embodied in the higher rates of sexual violence.

There was a large degree of overlap between all three forms of abuse (see Figure
5.4 in Chapter 5) with 1 in 10 women experiencing all three forms suggesting that
Indian women in abusive relationships experience multiple forms of abuse at the
hands of their husbands and once abuse begins it continues over their lifetime.
Comparison with other studies is not possible because none to date measured all

three types of IPV separately or reported rates of co-occurrence.

The factors that increased the risks of the three types of IPV were very different to

each other, and a summary of these findings is provided in Table 7.1 below.

Table 7.1. Determinants of IPV

Psychological IPV Physical IPV Sexual IPV

Psych IPV X X
PIPV X X
SIPV X X

Husband’s education X X

Controlling behaviour X X
Living in nuclear family X

Respectful behaviour X

Frequent drunkenness X

Love marriage X

Spirituality X

CMD X
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Other than husband’s education and the presence of other types of IPV, the results
suggest that the determinants of are quite different to the determinants of
psychological and sexual IPV. Controlling behaviour has emerged as a significant risk
factor for psychological and sexual violence. This can be explained through the
feminist theory where in patriarchal societies such as India, husbands might have
the notion that they should control their wives through the traditional gender
hierarchy (Ahmed-Ghosh, 2004, Kaur and Garg, 2010). The findings on the
protective effects of living in an extended family against psychological IPV lend
support to Menon and Johnson’s (2007) findings that women in joint households
are less likely to experience IPV. They theorise that extended family members can
act either as buffers and monitors and prevent a woman from reacting in a way that

may result in IPV, or can act as potential supporters or mediators in a disagreement.

The protective effect of respectful behaviour against psychological IPV is logical, the
more polite and courteous a husband is towards his wife the less likely he is to
humiliate and emotionally abuse her. The researcher was unable to find any
literature on the risks of disrespectful behaviour on IPV, an indicator of the role of
such behaviour in IPV is lent by the many batterer programs that promote
respectful behaviour as a way to address IPV perpetration (Carville et al., 2007,

Stephens et al., 2005).

Frequent drunkenness which is a proxy indicator of the husband’s excessive alcohol
consumption was a significant risk factor for physical violence only. Perhaps the
effects of alcohol on speech (slurring speech, depressed cognitive functioning) and
on sexual functioning prevents men from verbally abusing their wives and sexually
assaulting them, but enables men to be physically aggressive (Monteiro et al., 2010,

DeBoer et al., 2012, Gluckman et al., 2005).

The results on increased risk of physical violence in love marriages were consistent
with other studies (Krishnan et al., 2010, Babu and Kar, 2010). This outcome may be
mediated through the lack of dowry that a woman brings to her marriage in a love

marriage. Some studies have found that an insufficient dowry is a risk factor for IPV
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including its extreme form of dowry deaths (Babu and Babu, 2011, Srinivasan and
Bedi, 2007, Rudd, 2001), and women that have love marriages usually go against
their families” wishes and end up being disowned, thus bring no dowry to the
husband or his family. This could then result in physical violence. This speculative
explanation is supported by the comments of some of the women in this study
which stated that since they went against their families” wishes and married the
man of their own choosing, their natal family has disowned them, their parents do
not provide any support and blame the woman for the violence saying she deserves

it since she brought shame on the family with her actions.

Whilst the results of this study cannot be used to determine causality, these results
together with the results of other studies (Mburia-Mwalili et al., 2010, Haqqi and
Faizi, 2010, Fadardi and Ziaee, 2009, Dutton, 2009, Houry et al., 2006, Bonomi et al.,
2006, Jain et al., 2004, Hegarty et al., 2004) can be used to suggest that CMD and
the use of spirituality as coping probably do not cause sexual and physical IPV, but
rather they are a result of IPV i.e. women develop CMD and turn to spirituality to

cope with the IPV in their life.

Women'’s level of autonomy on the other hand was significantly correlated to self-
reported health status. Consistent with other studies, higher levels of autonomy

were related to better health status (Chen et al., 2005, Koenig et al., 2003).

7.2.2 What is the prevalence of CMD and its association with IPV?

The prevalence of CMD as measured by the GHQ-12 in this study was 28.2% which
was higher than the prevalence of 10.7% obtained by Shidhaye and Patel (2010) and
8.2% by Nayak et al (2010) using the same instrument (GHQ-12) among Indian
women. Chandra et al (2009) found CMD prevalence rates of 31% among Indian
women however they used a different instrument and their sample was recruited
from a clinical setting. Delving deeper into the results of the studies conducted by
Shidhaye and Patel (2010) and Nayak et al (2010), it can be seen that prevalence of
CMD was almost three times higher in women who had less than or primary level

education, were from the lowest standard of living index group, and were of
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scheduled caste or tribe. Their respondents included women from all socio-
economic and education strata, however the women in our study belong almost
exclusively to those higher risk groups identified above and this may explain why
the prevalence of CMD in this study was almost three times as high as in the other
studies. The scoring and particularly the cut-off scores of the GHQ-12 were also
different between this study and the others and this may have contributed to the

difference.

Co-prevalence of CMD with IPV was clearly demonstrated in Table 5.3 in Chapter 5,
where twice as many women that reported any IPV also had CMD and women that
reported sexual IPV had almost three times as higher rate of CMD as women with
no IPV. Inferential analysis showed that women that experienced IPV in this study
were significantly more likely to have CMD. Specifically sexual abuse increased the
odds of CMD almost three fold, while experiencing any IPV increased the odds 2.4
times. Overall these results are in agreement with findings from numerous other
studies (Shidhaye and Patel, 2010, Nayak et al., 2010, Tiwari et al., 2008, Delonghe
et al., 2008, Chowdhary and Patel, 2008, Patel et al., 2006b, Pico-Alfonso, 2005,
Kumar et al., 2005, Jeyaseelan et al., 2004, Nurius et al., 2003, Humphreys and
Thiara, 2003, WHO, 2002, Coker et al., 2000, Ellsberg et al., 1999a, Resnick et al.,
1997).

Shidhaye et al (2010) found that any IPV (measured using the same instrument as in
this study) was strongly associated with CMD (measured using GHQ-12) (OR 2.2;
95% Cl 1.7-2.9), while Nayak et al (2010) found that IPV increased the odds of CMD
(also measured using GHQ-12) fourfold. Kumar et al (2005) using different
instruments obtained a similar result with women experiencing any IPV having a
two fold increase in the likelihood of having common mental health problems. Most
of the earlier studies on IPV and mental health (pre 2000) used physical violence or
physical and psychological violence together as indicators of IPV. In that respect this
study is important as it is one of the very few that has investigated the effects of the

different types of IPV separately on CMD.
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In this study, support for associations between IPV and risk of CMD was found in the
analysis shown in Chapter 5. Ishida et al (2005) found that sexual IPV increased the
odds of CMD by 1.6, while Ali et al (2009) found that marital rape in Pakistani
women increased their odds of CMD three fold. Pico-Alfonso et al (2006) and
Bonomi et al (2007) investigated the effects of concomitance of sexual violence
together with physical and/or psychological IPV and found that the experience of
sexual violence was associated with increased depression and increased severity of

depressive symptoms and suicidal ideation.

These findings contribute to strengthen the evidence base linking IPV with negative
mental health outcomes. Specific to this study is the establishment of the
magnitude of the effect of sexual IPV on CMD. The results strongly suggest that
sexual IPV should be investigated together with other types of IPV as its effect on

mental health in particular is large.

Sexual IPV obviously has a big effect on CMD, and studies that do not account for
the effect of sexual violence when investigating effects of IPV are resulting in partial
results and only investigate a fraction of the problem. Particularly related to CMD,
and considering the large overlap between sexual IPV and the other types of IPV, it
is possible and even likely that not accounting for the effect of sexual IPV leads to
false conclusions and incorrect attribution of mental health outcomes to physical or
emotional IPV, when in fact they may be caused by sexual violence. This oversight
can have great implications for the diagnosis and treatment of mental health effects
of IPV. Lack of awareness of the large effect of sexual violence on mental health,
larger even than physical and emotional IPV may lead to incorrect diagnosis and

ineffective treatment of patients.

In this study, high autonomy was significantly correlated to lesser odds of CMD and
husband’s controlling behaviours even after controlling for IPV. Autonomy is
theorized to mediate improvement in women’s health by giving them control over
resources that can be converted into health, for themselves or their children

(Hadley et al., 2010, Acharya et al., 2010, Chen et al., 2005, Jejeebhoy, 2002). Chen
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et al (2005) found support for this theory in a population study on American women
where high autonomy was associated with lower CMD symptomatology. Patel et al.
(2006) found that Indian women’s autonomy was associated in a dose-response
relationship with CMD, with lower levels of autonomy being associated with greater

odds of having CMD or anxiety.

Hadley et al (2010) on the other hand theorise that particularly in developing
countries, women’s fight against male dominant ideology and gender norms while
exercising their autonomy may generate psychosocial stress which in turn causes
common mental disorders like depression and anxiety. In their comprehensive
population study in Uzbekistan, Hadley et al (2010) showed that that for some
health outcomes the impact of autonomy was positive, for some it was negative,
and for others no influence either way was observed. In particular, they found that
freedom to travel (high travel autonomy) was protective against CMD but decision
making autonomy (being in control of household decisions) increased the risk of
CMD. In this study, the autonomy scale was composed of items mainly addressing
household decision making control (5/6 items), thus the results support Hadley et al
(2010)’s theory. One of the dimensions measured in our study was the freedom to
travel. It is possible that the inclusion of the travel autonomy in the final autonomy
scale in this study has diluted the magnitude of the true effect of decision making

autonomy on CMD.

A potential explanation for this discrepancy between particular autonomy measures
and mental health outcomes lies in the level of agreement between spouses on the
different dimensions of autonomy. When spouses are in conflict over a dimension
of autonomy, women will experience negative mental health as their autonomy
increases because the increasing autonomy escalates the disagreement between
men and women (Brunson et al., 2009, Hadley et al., 2010). This could also be the
reason why women with high autonomy experience more IPV than those with low
autonomy, see Table 6.4, Chapter 6. As women exercise their autonomy they

challenge the husband’s perceived superiority which may result in increased risk of
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experiencing violence as men resort to IPV to try and maintain control (Vyas and

Watts, 2009, Koenig et al., 2003).

The increasing age of the woman decreased the odds of CMD while increasing age
of the husband was associated with increased risk of CMD. The results on the
effects of the woman’s age on CMD conflict with findings from other studies e.g.
(Patel et al., 2002), that found that increasing age is associated with increasing risk
of CMD and attributed it to multiple stressors related to childrearing and income
generating activities. On the other hand some studies found that younger women
felt unable to manage the pressures of employment and household work, their days
often spanned 16-18 hours, and young mothers were particularly stressed
(Krishnan et al., 2010, Gorospe and Oxentenko, 2012). Whereas older age women
have their children to help out around the house, and if their sons marry they have
the daughter-in-law to carry out most of the housework, thus their stress levels
decrease as they age. This explanation could account for the pattern found in this

study.

Respectful behaviours and controlling behaviours decreased and increased the risk
of CMD respectively in this study. These risk factors can affect mental health
directly or through their effect on IPV. As discussed earlier both of these variables
are associated with various types of IPV. From a mental health perspective,
controlling behaviours such as jealousy, constant surveillance, and limitation of

movement can directly affect mental health (Carlson et al., 2002).

Frequent drunkenness and alcoholism was another factor that increased the odds
of CMD significantly. A husband’s excessive alcohol consumption can affect the
wife’s mental health directly or via its association with sexual violence. A woman
whose husband is frequently drunk may need to seek employment herself to be
able to feed her family and provide for the household as the man uses up any
income on alcohol. Some women in this study mentioned that their husband does
not give them any money as he uses it all on alcohol. To obtain and keep a job, a

woman needs to increase her freedom to travel as well as decision making freedom
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i.e. her autonomy increases and this can contribute to worsening mental health as
discussed in earlier sections. This mediation pathway is supported by the result that
a woman’s autonomy increases with an increase in the frequency of the husband’s
occasions of drunkenness. Thus having a husband that is frequently drunk directly

impacts on her risk of developing CMD.

These relationships were further investigated by grouping women into those that
experience IPV and those that didn’t. For women that did not experience any IPV,
the risk of CMD was decreased by the woman’s increasing age and increased by the
husband’s increasing age, his controlling behaviour and his frequent drunkenness.
Whereas in women with IPV, CMD risk decreased with the woman’s age and the
husband’s increasing education, and increased with the husband’s age and
controlling behaviour and with worsening of a woman’s self-reported health. These
results suggest that in woman with no IPV, frequency of drunkenness impacts on
CMD via the pathway described above, whereas in women with IPV, frequency of
drunkenness effects on CMD are mediated via its association with sexual abuse i.e.
frequency of drunkenness increases risk of sexual IPV, but it is the sexual IPV that

increases the risk of CMD.

Controlling behaviours can also affect CMD via two pathways, directly by affecting
mental health through putting the woman down, acting jealous, limiting her
movements etc., and indirectly via its association with IPV. In women with no IPV,
controlling behaviours seem to act through the direct pathway, while in women
with IPV they seem to act via both pathways. This deduction is supported by the
increase in the magnitude of the odds of CMD due to controlling behaviours in

women with IPV compared to women with no IPV (3.1 vs. 2.3 respectively).

7.2.3 Social support, IPV and CMD

The social support scale developed in this study was based on a validated
instrument which had been previously used successfully with Indian migrant
students in the USA. One of the issues observed in the social support section was

that most of the respondents listed only 1 person under each item (e.g. how many
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people do you have to turn to in case of financial difficulties), and often the same
person was listed under all the items, in effect giving a social support network size
of 1 or maximum 2 making valid analysis impossible. Thus it was not possible to use

this measure as proposed.

One possibility is that the women in this study had very limited social support, and
the social support network as established via this survey represents the reality that
these women are very isolated and have very few if any people to turn to in times
of need. This conclusion is supported by the large proportion of women that
reported dissatisfaction (69.1%) or neither satisfaction nor dissatisfaction (16.8%)
with the emotional and social support they receive, and the fact that between 10-
45% of women (depending on the item) did not have anyone to turn to in times of
hardship. It is possible that the limited social support could be in part due to their
residence in an urban slum area where the usual extended family support networks

were absent.

An interesting question raised by some of the respondents of this study is whether
social support in India would be as effective in lessening CMD or IPV as in western
countries? Some of the women commented that their natal family were not very
supportive when told of their daughter’s IPV, asking them to go back to their
husband, to compromise and to put up with it for the sake of the family’s honour.
This kind of social support could better be termed as social control, and may have a

negative effect on CMD.

Some studies from the US found that in women that had been sexually assaulted,
negative social reactions were strongly associated with increased psychological
symptoms, whereas most positive social reactions were unrelated to adjustment
(Sullivan et al., 2010, Green and Kane, 2009). Therefore it would be interesting to
investigate further the size of the social support network for Indian women, their

experiences with negative and positive social interactions and their effects on CMD.
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7.2.4 Spirituality, IPV and CMD

Spirituality was the main coping mechanism used by women in this study to deal
with stressful or anxious situations and it is puzzling why no association was found
between spirituality and CMD, as suggested by other studies (Kandasamy et al.,
2011, Dutton and Greene, 2010, Koenig, 2009, Baetz and J, 2009, Yick, 2008,
Thirthalli and Chand, 2009). The only significant relationship was found between
physical IPV and spirituality with women experiencing physical IPV more likely to
use spirituality as a coping mechanism compared to other strategies. One possibility
exists in the way spirituality is practiced by this group of women in India compared

to how it is practiced in western countries.

Spirituality in Hindu and Buddhist religions is practiced individually, for example as
the women in this study have mentioned, by reading the Gita (holy book) or
praying. Even when spirituality is practiced at a place of worship, it occurs
individually, with worshipers sitting and meditating or praying alone in a temple.
There are no communal or group activities unless it is a special occasion or holy day.
By contrast the practice of spirituality in western countries i.e. in Judeo-Christianity

occurs in a different manner.

While people can and do pray alone at home or at a church, in Judeo-Christian
societies there are regular communal worship activities e.g. mass, which are
followed by social interaction with other members of the religious community. It is
possible that the association of spirituality with improved mental health that has
been observed in western studies is mediated in part through the social support
and interaction that religious people have when they practice their spirituality. This
conclusion is supported by Giesbrecht and Sevcik (2000) findings that for victims of

IPV, the church community functioned as an extended family system.

The women in that study found that their church community could provide “social
support, spiritual encouragement and practical assistance” (Gracey and King, 2009).
Another study found a positive relationship between religious involvement and

level of social support among African American victims of IPV, which then helped to
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protect against depression and other psychiatric disorders (Watlington and Murphy,
2006). This explanation would account for the lack of association with spirituality in

this study, even though a large proportion of the participants used religion to cope.

The idea that it may be the social support aspect or something else that has a
protective effect on CMD in religious people has been pointed out by other
researchers and reflects the dilemma in trying to differentiate the subdivisions of

religion and spirituality (Yick, 2008).

As reviewed in Chapter 2, studies have also found that the type of religious coping
can have an effect on mental health outcomes. “Positive religious coping”
strategies, such as benevolent religious appraisals of negative situations and
spiritual support are associated with greater well-being while “negative religious
coping” strategies or religious struggles are linked to more distress (Babar et al.,
2004, Tsey et al., 2007). In this study the type of religious coping the women used
was not determined, thus it is possible that the type of coping the women in this
group use confounds any significant association between spirituality and better

mental health outcomes.

Tarakeshwar (2003) found that when faced with great tragedy some women
struggled emotionally to understand their situation, and visits to the temple or
reading the Gita did not provide the answers they were looking for and participants
ended up questioning whether God or religion could provide solutions. In such
situations spirituality would not assist with mental health and in statistical analysis

it would not have significant associations.

7.3 Significance and contributions of the study
The study makes important contributions to understanding the risk and protective
factors of IPV and CMD in multiple ways and for several groups:
e |t contributes to the research field through the examining, analysis and
establishment of correlation between different types of IPV and CMD. Using

the ecological framework to underpin the research, this study adds to the IPV
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literature by expounding on individual, family and community-level risk
factors, as proposed by Heise (Heise, 1998).

The findings of the study have applicability and significance in India, as well as
other communities in the developing world. The WHO, World Bank and other
international health bodies have long decried the lack of research on mental
health from developing countries (WHO, 2011) especially research
investigating the effects of violence on the mental health of women from
India. Therefore, studies like this one can add to the facilitation of policy
development and legislation that address IPV and its impact on the Indian
community as well as have great implications for practice, policy and research
in general. In particular the results of this study indicate that there is a need
to investigate the effects of IPV separately (physical, psychological and sexual)
as well as one combined variable.

The women in the community of Pratikshanagar were able to disclose and
discuss their experiences of IPV with the research team and were able to
obtain information on the available support services in their locality. For some
it may have been the first time they revealed the abuse in an empathic
environment and despite the difficulties associated with such disclosure, the
women would have felt empowered to some extent (Lo Fo Wong et al., 2008).
This study is also important to KJ Somaiya Hospital and other service providers
that work in the slums of Mumbai as they can use the results to develop, plan
and implement services and programs to address the identified issues. This
study provides an evidence based picture of the current conditions of the
women of Pratikshanagar, particularly with respect to their experiences of IPV
and mental health, compared to what previously was merely anecdotal
information.

The collaboration between Curtin University and KJ Somaiya Hospital,
initiated through this PhD project, benefits both the Australian and Indian
academic communities. Other students from Curtin University have carried
out projects with the collaboration of KJ Somaiya Hospital since this study was

completed.
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° This study was also significant for the researcher as it contributed to her
understanding of the complexities associated with IPV in the Indian cultural
context. It has also added significantly to the author’s research skills, her
capacity to conduct research in a non-Australian context, the challenges in
carrying out research in another language, and how to overcome these
challenges. In addition, it has also increased the researcher’s capacity and
understanding of how, as a female, to conduct research in a highly patriarchal

society by negotiating the perceptions of women in research.

7.4 Limitations of the study

One of the limitations of this study (and cross sectional studies in general) is the fact
that it was carried out at one time point and as such it can give no indication of the
sequence of events — whether CMD occurred before, after or during the onset of

IPV. Longitudinal study designs are warranted to firmly establish such causal links.

A second limitation of this study (and others that investigate IPV) is the sensitive
nature of the subject investigated. As Ellsberg and Heise (2005) noted: “To be
identified as a victim of abuse in most societies is so shameful that few women
report abuse when it has not actually occurred, women are far more likely to deny
or minimize experiences of violence” (p 86). Consequently, prevalence studies,
including this study, then measure the number of women willing to reveal the
abuse, which is not necessarily the same as the true number of women who are
abused (Ellsberg and Heise, 2005). This limitation was evidenced by the
contradictory responses of some women and the obvious under-reporting of IPV as

discussed earlier in this chapter.

Research based on data from Nicaragua, Kenya, and Colombia that use the same
instruments as this study suggest that the extent of IPV using the DHS survey is
underestimated compared with other surveys such as the WHQ’s multi-country
survey on gender-based violence and other specialised violence surveys (Dalal and
Lindqvist, 2010). Thus, it is possible that the prevalence reported in the study

participants may represent an underestimation.
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Another potential cause for lower prevalence rates of IPV was the fact that this
study included married women of all ages, whereas other studies tend to survey
women of reproductive age, usually up to 49 years. It is well documented that IPV
decreases with increasing age of a woman. However, including older women
provides a more accurate prevalence rate among all women and a truer description

of reality.

The use of a cross sectional survey to collect the information from a population
residing in a small geographical area and that have many common characteristics
limits the generalizability of the findings to other population subgroups, such as
rural people or urban non-slum populations. The findings of this study can only be
generalized to other similar Indian urban slum populations. Another limitation
related to the cross sectional design of the study is that the survey identified only
the current cases of CMD. Women who had CMD but had recovered were not

identified.

7.5 Strengths of the study

Despite these limitations, the study had several methodological strengths:

1. The use of standardised pre-tested instruments - for example the study used
instruments that have been developed and modified for use with this specific
population e.g. Hindi GHQ 12. The instruments have also been validated in the
target cultural group i.e. women from India e.g. DHS Demographics and
Domestic Violence survey. Thus it can be assumed that the questions in these
surveys convey the meaning of the enquiry exactly as intended and provide the
correct manner in obtaining this information from the respondents to generate
the most accurate responses possible (Hyman et al.,, 2006). The benefits of
using pre-tested and standardised survey instruments is that the degree of
validity of the instruments is likely to be high, resulting in data of higher quality
(Hyman et al., 2006).

2. Methodology and instruments that adhere to ethical standards for research in

IPV as approved by the Curtin Human Research Ethics Committee thus ensuring
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that this research was of sufficient quality to potentially contribute to
knowledge base on IPV as well as potentially directly benefit the participants

themselves through the provision of information on local support services.

Inclusion of all age groups to ensure that the experiences of women of all ages
are documented. Most other research studies focus only on women of
reproductive age (e.g. (Sudha and Morrison, 2011, Sambisa et al., 2011, Shay-
Zapien and Bullock, 2010, Kapadia et al., 2010), but the inclusion of women of
all ages provides the opportunity to study IPV across the life span to provide a
more complete picture of women’s experiences of violence throughout their

lifetime.

Following best practice guidelines (Ellsberg and Heise, 2002), the study trained
existing CHWs familiar with the community and women to carry out the surveys
resulting in the up skilling of existing field workers. This project used CHWs
already employed on HIV related research and service provision which ensured
they had at least basic writing skills, and some experience with data collection
processes, characteristics considered vital to ensure quality data collection
(Green and Baxen, 2002). By participating in this study, the skills and knowledge
of the CHWs increased through training, capacity building and education, to
providing them with insights into IPV as well as a broad understanding and

experience of the research processes.

Existence of rapport between the community health workers with the study
community and participants was considered necessary in this study due to the
sensitive topic investigated. Using workers that are familiar with the study area
ensured that they shared and understood the social and cultural practices of
the respondents, were fluent in the languages and dialects spoken, and had a
pre-existing working relationship with the study population through their work
with HIV. This rapport is likely to perhaps have resulted in less under-reporting

of IPV.
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7.6 Implications for further research

The major implication of this study for further research is that sexual abuse by an
intimate partner has significantly detrimental effects on victims’ mental health,
more so than physical and psychological IPV and as such it needs to be investigated
simultaneously with physical and psychological violence. In this study, half the
women that reported psychological IPV or physical IPV also reported sexual IPV, but
investigating and attributing detrimental outcomes only to the physiological and

physical IPV can be misleading.

Thus it is strongly suggested that in research studies that investigate IPV, the
violence should be measured using its separate components of psychological,
physical and sexual IPV. The husband’s controlling behaviours increased the risk of
IPV and the risks of CMD, and inferences were made on the possible pathways of
action. Thus it is necessary to explore these relationships further to conclusively
establish the causation pathways of controlling behaviours in women with IPV and

without IPV.

An additional implication relates to excessive alcohol use by husbands and its
correlation with all types of IPV and CMD. Two thirds of incidences of IPV in this
study occurred when the husband was under the influence of alcohol. Husbands’
frequent and excessive alcohol consumption was a risk factor that increased the
odds of IPV and CMD significantly. This clearly highlights the need for studies that
investigate in more depth the role of alcohol on IPV in India. It also highlights the
need for interventions that address excessive alcohol use as one pathway of

reducing IPV.

Despite the lack of association between spirituality and CMD in this study, there is
enough evidence from other studies (as discussed earlier) to justify investigating
this matter in a more robust and focused manner. Furthermore, social support
should be investigated concurrently with spirituality as prior evidence is that they

are closely associated. This study investigated IPV and CMD within the lowest
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socio-economic strata, and most other studies investigate the issues between the
various socio-economic strata. It would be interesting to establish whether similar

relationships are found within other socio-economic strata.

7.7 Recommendations from the study

One of the main findings of this study is the high prevalence of IPV and CMD in the
population studied, and thus these two issues should be addressed as a priority. The
following recommendations all aim to decrease both IPV and CMD rates by
addressing some of the variables identified in this study as contributing to the
problem. It is vital to realize that IPV is a very complex issue that has multiple
causes thus a multipronged approach is recommended. These recommendations
are aimed primarily at KJ Somaiya Hospital and Trust as this was the site of the
project however they are equally applicable to any other hospital, medical center or

non-government organisation that frequently encounters victims of IPV.

Recommendation 1

Develop a community mental health outreach program targeting all women in the
community serviced by KJ Somaiya Hospital and Medical Centre.

This study has shown that CMD such as depression is prevalent in the study
community, but it does not seem to be detected or treated. Indeed, an important
guestion is whether depression is even recognized or acknowledged in this
population as a medical condition that can be treated. None of the respondents to
this survey mentioned they have a mental illness or that they are being treated for a
mental illness, but many had psychosomatic complaints and unexplained medical
conditions which are a frequent presentation of depression and anxiety (Patel et al.,
2007). Thus it is recommended that a mental health community outreach program

be developed and implemented to identify and treat CMD.

Patel and colleagues (Patel et al., 2007) have reviewed hundreds of international
studies on effective interventions for depression and found that interventions such
as group interpersonal psychotherapy and individual counselling sessions at home

by minimally trained counsellors resulted in statistically significant improvements.
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Furthermore these interventions are low cost and can be implemented in the
community or in the home and thus are a viable option in low income countries like

India (Patel et al., 2007).

The community outreach model is recommended in this case for several important

reasons.

. Firstly, the WHO recommends that community based mental health services
should be the most frequent type of mental health service in an ideal mental
health system (WHO, 2011).

. Secondly it is obvious that CMD is not recognized as an illness in this
community and thus women do not seek assistance for it. Through outreach,
the community can be educated on CMD, its causes and treatments bringing
the issue out into the open and thereby reducing stigma associated with it
which may be one of the reasons women are not currently seeking help
disclosing the issue.

° Thirdly, many of the women targeted by the community outreach will be of
lower socio-economic status, often unable to help themselves and often
underserved by health services in general.

° Fourthly, implementing an outreach service ensures that women that have
difficulties in leaving their homes or accessing health care due to lack of
money or other reasons will still be able to receive care.

° Lastly, community outreach for a health purpose can be an acceptable and
safe vehicle to identify and provide support for women experiencing IPV, a

service that is currently absent from this community.

Recommendation 2

Develop policies and protocols on how medical and allied health staff respond to
IPV and educate them about the impact of IPV on mental and physical health and
how they should screen and provide support and referral.

Medical and allied health staff can play an important role in identifying women who
are experiencing IPV and halting the cycle of violence through screening, offering

support, and working to ensure that there are prevention and referral options
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available in the community (American College of Obstetricians and Gynecologists,
2012). In Western countries, health care providers are often the first professionals
to offer care to women who are abused and thus this is a role that medical and
allied health staff at K} Somaiya could acquire and develop. This is especially salient
as the current medical and nursing curriculum in India does not train or teach
students to deal with IPV and as such most doctors and nurses do not treat IPV as

the complex, chronic health threat it is (Yee, 2013).

Health staff need adequate training and education to provide them with the
necessary knowledge, skills and confidence they need to work with patients,
colleagues, and health care systems to combat IPV (Ambuel et al., 2011). Staff
education should also ensure that women experiencing IPV are not judged,
lectured, their experiences minimised or dismissed. This education should be
accompanied by the development and distribution of a written protocol document

with all the information needed to perform an IPV assessment.

The American Academy on Violence and Abuse (Ambuel et al., 2011) has developed
a document on the competencies needed by health professionals and health
institutions. They recommend that institutional core competencies around IPV
should include:

e Aninterdisciplinary approach to IPV and a no wrong door policy

e A focus on prevention including healthy relationships

e Partnering up with the community in education, intervention and prevention

e Engaging in multi-disciplinary collaboration and outreach in response to IPV.

Finally, this recommendation is in line with the reforms suggested by former chief
justice of India, JS Varma, that the Indian government develop medical guidelines to
respond to IPV based on Centre for Enquiry Into Health and Allied Themes (CEHAT)

manuals and policy recommendations (Yee, 2013).
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Recommendation 3

Screen women attending the outpatient clinic at the KJ Somaiya Hospital and
Medical Centre for IPV and CMD and implement a referral procedure to
appropriate local services.

Primary health care practices and general practitioners as well as emergency
departments in many western countries screen women for IPV and routine
screening is recommended by national medical bodies. This is based on numerous
studies that document the high prevalence of IPV e.g. (Sudha and Morrison, 2011,
Sambisa et al., 2011, Rees et al., 2011, Dalal and Lindqvist, 2010); the multiple
medical consequences of physical, sexual and emotional violence e.g. (Graham-
Bermann et al., 2011, Devries et al., 2011, Abramsky et al., 2011, Nayak et al., 2010,
Haqqi and Faizi, 2010, Brewer et al.,, 2010) and the resulting increases in abused
women’s use of health care services e.g. (Kruse et al., 2011, Campbell and

Campbell, 2007, Stephenson et al., 2006, Heise et al., 1994).

Studies have found that abused women want to be asked about their experiences
of IPV, while non-abused women do not mind being asked and all women agreed
that health care providers should ask all female patients about IPV, although only at
gynecologic or obstetric appointments or when women present with physical
injuries (McNutt et al., 1999). Thus it would be considered best practice to screen all
women seeking health care, ideally at all primary health care centers where women
seek care including KJ Somaiya Hospital for IPV, especially as this study found that

women that were abused tended to report worse health (Chapter 5).

It is also important not to screen women for IPV unless there are processes in place
to provide some kind of support or referral to other services upon disclosure. It is
harmful for a health professional to ask or be told by a woman about IPV and do
nothing or act unconcerned, or even worse to have a health professional justify the
violence or blame the victim for it (McNutt et al., 1999). Best practice recommends
that upon disclosure, health professionals should validate IPV as a serious problem
and provide information about referrals to community services that can assist them.

Specifically, abused women found blaming or judgmental attitudes by health staff,
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lecturing (e.g. telling the woman it is her duty to stay) and giving empty assurances
(e.g. telling the woman that everything will be OK and send her home) as

undesirable (McNutt et al., 1999, Nelson, 2004).

Recommendation 4

Initiate and take the lead in a coordinated community response to IPV to change
community norms and attitudes to violence in collaboration with women’s
support groups and women’s legal service groups.

To achieve increased IPV victim protection and offender accountability coordination
of the responses of those in the community who come into contact with IPV issues
needs to occur, as long as the primary goal of the process is increased victim safety.
A lack of focus on victim safety can, in fact, be harmful to victims. The well-known
Duluth model, is an example of coordinated community response. The underlying
theory of the Duluth model is that perpetrators of IPV use violence to control their
partners, and that changing the need to control others is the most efficient way to
eliminate battering behavior. Implementation of the model in Duluth, Minnesota
consisted of coordinating the actions of a variety of agencies dealing with domestic
conflict resulting in better outcomes of victims of IPV. It is recommended that any
community response to IPV developed by KJ Somaiya should be based on local
consultation and take into consideration the specific context and needs of the

community.

Components of an effective community response programs include:

e The creation of a network of support for IPV victims and their families that is
both available and accessible;

e Using the full extent of the community’s legal system to protect victims, hold
batterers accountable, and enforce the community’s intolerance of domestic
violence; and

e Engaging the entire community in efforts to change the social norms and
attitudes that contribute to domestic violence (American Medical Association,

1996).
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The rationale for a coordinated response is fourfold. First, the complexity of IPV
means that often several organisations are involved in a response, thus the
effectiveness of many responses depends on the effectiveness of others (Shepard
and Pence, 1999). For example, legislation that protects women against violence is

not effective unless the police actually enforce it.

Second, different service providers have contact with victims of IPV in different
settings and thus each has different or unique pathways to enable women to access
support (Shepard and Pence, 1999). A coordinated response means that regardless
of the entry point into the system, a woman is able to access the services she needs
i.e. no wrong door policy. For example, many women may not be willing or able to
contact a women'’s shelter but they may still seek medical care; thus the health care
setting is an important avenue through which victims of IPV can be identified and

linked in to support services.

Third, inviting different members or groups within a community to participate in a
coordinated community response to IPV can increase the effectiveness of the
response, particularly in collectivist societies such as in India. While there are core
groups that need to be involved in the response, for example the police, women’s
shelters and advocacy groups there are other community institutions such as
religious institutions or the media which may have a more powerful impact on
modifying social norms than the state systems (legal system, police) (Shepard and

Pence, 1999).

In particular religious and other community leaders have been found to play a very
important role in the community acceptability of IPV. For example, a study in
Moldova found that religious leaders were giving advice to members that condoned
IPV and thus undermined women'’s ability to seek assistance (Minnesota Advocates
for Human Rights, 2000). Such leaders can play an important role in a coordinated
response particularly after being provided with information and education on IPV.
They can contribute to ending IPV by speaking out on the subject and encouraging

women to seek assistance, while at the same time sending the message that IPV will
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not be tolerated by the community. In another study in India, Rao (Rao, 1997) found
that intervention by a local religious leader in a violent relationship had the effect of
ending IPV, thus highlighting the power such people can exert on community

members and the necessity of involving them in any efforts to address IPV.

Fourthly, a comprehensive community response can also address social problems
associated with IPV that contribute to or prevent women from accessing services

such as poverty, stigma and discrimination (Shepard and Pence, 1999).

Center for the Enquiry into Health and Allied Themes (CEHAT), a NGO in Mumbai
would be the organisation to engage in the pursuit of a coordinated response to
IPV. CEHAT in conjunction with the Brihanmumbai Municipal Corporation (BMC),
which oversees public hospitals have set up India’s only crisis center for violence
against women, Dilaasa, based at Kurla Bhabha Hospital in Mumbai’s Bandra West
neighbourhood (Yee, 2013). Furthermore, CEHAT has trained hundreds of staff at
Mumbai’s 16 free government hospitals to recognize signs of IPV which have
resulted in these hospitals offering better services for victims as well as referrals to
Dilaasa (Yee, 2013). These efforts by CEHAT have also resulted in a small number of
hospitals updating and adopting new examination protocols for victims of IPV,

including the use of rape kits, specific questionnaires and referral procedures.

Recommendation 5

Establish a program to address alcohol misuse by males in the community
serviced by KJ Somaiya Hospital and Medical Centre.

There are many alcohol detoxification programs and models but discussion on their
effectiveness and appropriateness is beyond the scope of this document. It is
sufficient to say that there is ample evidence that supports the effectiveness of
alcohol interventions in decreasing alcohol misuse and dependence in a variety of
contexts (Pal et al., 2007, Kaner et al., 2007, Raistrick et al., 2006). One of the
findings of this study was that a large proportion of the violence occurred when the
husband was drunk, and frequent drunkenness and addiction to alcohol were

mentioned numerous times as the reason for IPV. Thus it is reasonable to assume
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that decreasing the number of husbands that abuse alcohol would results in less
IPV, so it is recommended that some kind of alcohol detoxification and intervention

program be implemented in the study community.

It is important however to investigate the issue in depth to ensure that any program
implemented will have a high chance of success, particularly as a recent review
found that issues of availability, affordability, manpower and governmental policies
in developing countries such as India can impact on success and effectiveness rates

(Thirthalli and Chand, 2009).

Recommendation 6

Develop a men’s support group where issues such as anger management, IPV, and
role modeling can be discussed.

Due to the entrenched traditional attitudes and beliefs existing in the study
population it is recommended that any programs directed at men should be generic
in nature rather than perpetrator specific programs as defined in the IPV literature.
Moreover, most perpetrator programs that have been evaluated to date found
them only marginally or moderately successful at preventing further abuse

(Gondolf, 2004).

Thus it is recommended that any intervention programs for men should include the
goals of promoting gender equity and encourage men to respect their partners’
rights to self-determination (Rothman et al., 2003). For example, the Australian
Family Violence Project runs community led groups for Aboriginal men focused on
their roles and health related issues and use the opportunity to also discuss family

violence (Aboriginal & Torres Strait Islander Social Justice Commissioner, 2007).

Other topics include personal values, recognising and responding to anger, resolving
conflict and the key message of the program is that family violence in any form is
unacceptable. Another participatory, group intervention to promote gender equity
was conducted with young men in Mumbai (Verma et al., 2006). Compared to the

baseline, intervention participants decreased their support for inequitable gender
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norms and reported less sexual harassment, and there were trends toward less
risky behaviors. Therefore it is recommended that men’s programs be implemented
that aim to promote gender equity and respect for women’s rights in a positive and

interactive environment.

These recommendations are collated and detailed in a framework presented in
Figure 7.1. The structure incorporates elements of best practice related to effective
interventions for IPV, as well as findings of this study. While this figure was
specifically developed for KJ Somaiya Hospital and Trust, other organisations such
as NGOs or grass roots organisations are able to use this framework by modifying
components to suit their particular situation. For example an NGO that does not
provide any clinical services may use on the community outreach components and
develop a collaborative relationship with a local health service that may be able to

take on the clinical aspects of the framework.

The most important component of this framework is the recommendation to
routinely screen women for IPV and CMD. The American Medical Association states
that “domestic violence and its medical and psychiatric sequelae are sufficiently
prevalent to justify routine screening of all women patients in emergency, surgical,
primary care, pediatric, prenatal, and mental health settings” (American Medical
Association, 1992). Other advocacy groups and professional health bodies in
developed countries such as USA, Australia and United Kingdom hold similar views
and many health services now routinely screen women for IPV. The main argument
in favor of screening for IPV is that improves identification and responsiveness to

IPV.

On the other hand, the US Preventive Services Task Force (USPSTF) found
insufficient evidence to recommend for or against routine screening of women for
IPV (US Preventive Services Task Force, 2004) a response reflective of the limited
empirical evidence about effective interventions that decrease IPV. Whilst the

ultimate aim of any intervention around this issue is to eradicate IPV, in this
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instance a more urgent aim is to provide some support and services to women in

need, and thus routine screening is an appropriate first step.

The aim of the routine screening for IPV and CMD as proposed in this study is multi-
fold. The obvious aims are to identify and provide services and support to women
experiencing IPV or its sequelae. Additionally by screening routinely all women, the
process will bring IPV out from behind closed doors and into the public arena. It will
create awareness about IPV being a systemic problem that needs to be addressed
as opposed to something women have to endure. It may also put perpetrators on
notice that their behaviour is unacceptable and may have negative consequences
such as the involvement of the police. The routine screening may also assist
community outreach and mobilization efforts as it demonstrates the seriousness of
the matter through the involvement of service providers and professionals at all

levels of the community.

Based on the results of this study, it is recommended that women be screened not
only for IPV but also for CMD. It is important to carry out both at the same time as
screening for only one or the other may result in women receiving the wrong or
incomplete care or support. For example screening only for IPV may result in a
women being referred to the police or an IPV support group, however she may also
suffer from a CMD which may prevent her from fully benefiting from the services
offered. By contrast, screening only for CMD may result in a woman being offered
treatment for her mental condition but the potential underlying cause of the CMD,
the violence is not being addressed thus the treatment may not be sufficient.
Screening for both IPV and CMD simultaneously allows the identification of women
that have neither problem, experience only violence, or have only a CMD but also
identifies women that suffer from both IPV and CMD and allows for appropriate
referrals and service provision to occur. In this framework it is recommended that
screening be carried out not only in a clinical setting but also by community health

workers (CHWs) as part of their routine service delivery.
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Before routine screening can be commenced, it is necessary that appropriate
policies and procedures are developed and implemented within the KJ Somaiya
Hospital (and similar primary health care centers) to inform, support and enable
staff to routinely screen women for IPV and CMD. These have been illustrated
under the clinical systems of the framework in Figure 7.1. Part of the enabling
process, as well as being best practice, is the development of internal and external
referral pathways to services for women that experience IPV only, have a CMD or

experience both IPV and have a CMD.

Although the framework is separated into the community related systems and the
clinical systems, both of these should be developed with extensive and ongoing
consultations and input from the affected community. Community consultation and
input is vital for promoting ownership and acceptance of the process and its
outcomes and can occur at various levels and through various avenues as
highlighted by the red, double arrows. For example community reference groups
could be set up (male only, female only and/or mixed sex as appropriate) which
discuss and highlight needs in relation to IPV and IPV related CMD in the
community. The community reference groups could be made up of members
representing various other health related interest groups in the community, for

example a women’s group on action against IPV or a mental health support group.

These reference groups feed directly into the committees that manage the outreach
and mobilization systems. Ideally this would occur through mutual representation
by both groups on each other’'s committees. For example the chair of the
community reference group would be a member on the community outreach and
mobilization committee, while the community outreach and mobilization
committee would send a member to attend the community reference group
meetings. This also ensures that knowledge and information is filtered back from KJ

Somaiya Hospital and Trust to the community members.
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Figure 7.1 Suggested framework to identify and address IPV and IPV related CMD by KJ Somaiya Hospital and Trust
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The community systems in the proposed framework will have three main roles:
advocacy, community education and awareness raising and mobilisation of service
providers to address IPV in the community. There is a reciprocal relationship
between these activities as indicated by the dashed, double headed arrows, and
many of the strategies that will be used will target the same groups. For example,
advocacy and community education and awareness raising will target community
and religious leaders as well as local politicians, while the community at large will be
targeted through community education and awareness raising and mobilisation

activities.

The objectives of the three different parts of the community systems are different.
Advocacy aims to make the issue of IPV and IPV related CMD of primary importance
in the media, for politicians and for community and religious leaders to create a
desire and urgency to address the issue. Community education and awareness aims
to inform the community on the effects of IPV, on the various support services
available and attempt to change attitudes towards wife beating. Each part of the
community outreach pathway is important but mobilising other service providers to
develop and improve services to victims of IPV is one of the lynchpins of the
framework. For a truly holistic approach to addressing IPV, other service providers
such as the police, housing services, legal services need to have a similar
commitment to the effort as KJ Somaiya. This commitment should translate into
actions such as internal policies and procedures on how to deal with IPV victims and
perpetrators, implementation of these policies into everyday work, and education
of staff on how to appropriately deal with victims of IPV. Furthermore, referral
pathways should be developed between service providers to enable a streamlined
service delivery whereby a client does not have to repeat her story many times and

is supported through the process.

This concept of ‘no wrong door’ approach has been used to integrate services for
people with co-occurring disorders such as mental health, substance abuse and IPV,
and has been shown to be effective in increasing client capture, streamlining service

provision and improving outcomes (Macy and Goodbourn, 2012, Purdon and
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Tettero, 2008). The researcher was also involved in implementing a similar ‘no
wrong door’ policy for victims of IPV in the Western Australian town of Kalgoorlie as
an outcome of a needs assessment for decreasing service duplication and clients
falling through the gaps. The outcome in this case consisted of:

e Commitment to participation on an ongoing basis on a regular committee to
continue to improve services to victims of IPV and to work towards
decreasing IPV in the community;

e Memoranda of Understanding (MOUs) signed by all participants (police,
women’s refuge, counselling service, correctional services, health services,
Aboriginal health services);

e Development and implementation of shared referral forms;

e Promotion of the use of shared referral forms among staff members;

e Commitment to participate in joint case conferencing on complex individual
cases, and

e Participation in service evaluation activities.

An example of a potential ‘no wrong door’ referral pathway within the KJ Somaiya
Hospital is provided in Figure 7.2. It shows that regardless of how a woman accesses
a service delivered by KJ Somaiya, routine screening for IPV and CMD allows for the
identification and referral of the client to the appropriate services. The figure also
illustrates some of the potential referral pathways between the other service

providers within and outside the hospital structure.

This ‘no wrong door’ referral pathway can be extended to include local service
providers through MOQOUs that detail the shared understanding and commitment to
the issue and through the use of shared referral forms. Thus outside service
providers would be able to refer clients to KJ Somaiya Hospital ensuring that a
wraparound service is provided, and that regardless of where a woman enters the

system, she will be offered the appropriate services.
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A woman’s first contact with the system

A S S T « gy L e e >
KISH Primary Health Care Clinic KISH Obstetrics and Gynaecology Commumty Health Workers Other KISH departments
--------- -___-~--_-> ~s~3 L'f' (—--"'---’---__-----

L= A—" “\A
Negative to IPV and negative to CMD Negative to IPV and positive to CMD Positive to IPV and negative to CMD
[
v \
\ —[=
No action f \ /, e
é--"" v J! &
Peer to peer KISH Community CHW in home Legal Aid Police Counsellor led victim Peer to peer
MH supp‘grt or ln patlent MH counselling s 4 !\ e r“ . support group IPV support

Legend
E—
------------- > Referral pathways specific to the e Unidirectional referral pathway between various programmes
—> different screening outcomes &—> Bidirectional referral pathway between various programmes
i

Figure 7.2 Potential ‘no wrong door’ referral pathways for women that access health services at K} Somaiya Hospital
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7.8 Concluding comments

This study provides a glimpse of the stark reality of the lives of women in the
Pratikshanagar slum in Mumbai. Most of the women live in abject poverty, are
isolated and restricted by cultural and societal norms. Their husbands’ alcoholism
results in psychological, physical and/or sexual violence. Not surprisingly, many
women displayed common mental health disorders, and although some seek
answers in their faith, they often feel helpless. Despite these difficulties the women
of Pratikshanagar continue to strive to provide the best upbringing for their
children, take care of their homes and they continue to hope that one day in the
near future, their lives will improve. They display a unique resilience to cope and

survive against great odds and the harsh existence of their daily lives

This study was a steep learning curve, academically, professionally and personally
for the researcher. Bearing witness to the plight of some of these women as they
voiced fears for their lives and struggled to reconcile to the violence in their lives
was confronting for the researcher, and being unable to help in any tangible way

was and still is difficult to accept.

Most researchers choose their careers because they want their research to make a
difference, they want to highlight and study an issue and improve the lives and
health of those in need. Like many PhD students, the researcher started out
idealistically wanting to save the world and make a difference; however it is her
sincere hope that the personal information shared by these courageous and
resilient women and the recommendations proposed can be used to improve the

lives of the women of Pratikshanagar and possibly women in India.

The study revealed the intricacies and complexities of the lives of women in an
urban slum in Mumbai, India. It also highlighted their agency and struggle against
entrenched cultural and institutional practices. There is the pressing need to
evaluate the impact of the challenges faced by the women on their self-esteem,
resilience, and coping — aspects that build agency. Policymakers, health

practitioners and the government need to identify and respond to key factors in
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Indian women’s experiences of violence. An alternative approach to addressing this
endemic and widespread issue affecting women’s lives in India would be to value
women’s own accounts of the violence they experience, their coping mechanisms
and suggestions for change. Many of the social factors affecting women’s health
also affect the entire community, health programming as proposed in the
recommendations needs to investigate methods that involve families and
communities and include educational, economic and -culturally appropriate

components.

There comes a time in the cycles of societies where radical breakthrough is likely to
occur. The brutal rape and subsequent death of a young Indian woman in New Delhi
in December 2012 highlighted that it is no longer acceptable to ignore the reality of
violence against women in India. The national outcry and response to the rape
revealed the immediate need for a change in policy and practice. Indian policy
makers will need to understand that in order to accept changes in practice a
process of unlearning customs, traditions, and cultural practices that promote
gender violence and inequality will be needed along with education and
engagement of men in the process. Hopefully, this study will add to the growing
body of research in understanding the complex issue of Intimate Partner Violence
and the interventions and community framework elucidated will be translated into

policy action.
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(UNIVEIRS|TY OF TECHNOLDGY)

To

Ms Andrea Pillai, 3 Markham Place, Bentley, WA, 6102

Office of Research and Development

Human Research Ethics

From | Max Page, Executive Ofﬁcér, Human Research Ethics !
Committee Committee
Subject | Protocol Approval HR 18/2004 TELEPHONE 92662784
FACSIMILE 9266 3793
Date. 8 June 2004 EMAIL s.darley@curtin.edu.au
Copy | Associate Professor Paola Ferroni, Centre for

International Health
Graduate Studies Officer, Division of Health Sciences

Thank you for providing additional information for the project "EFFECTS OF INTIMATE PARTNER
VIOLENCE ON THE MENTAL HEALTH AND HEALTH CARE SEEKING BEHAVIOUR OF INDIAN
WOMEN",

The information you have provided has satisfactorily addressed the points raised by the Committee, and final
approval is confirmed.

Please find below a comment from the reviewer for your consideration:

Excellent response to conunents - thank you. One observation regarding consent forms is the use of the
four-digit code (presumable for anonymity) despite a signature being required at the end of the form.
Seems unusual. Possibly name and signature would be OK if consent forms were stored separately from
survey and interview data.

Approval of this project remains for the period of twelve months 16/04/2004 to 15/04/2005. The approval
number for your project is HR 18/2004. Please quote this number in any future correspondence.

SDa /%

Maxwell Page
Executive Officer
Human Research Ethics Committee
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PROJECT INFORMATION SHEET — ENGLISH (2005)

Working title: Effects of marital relationship on the health of Indian women and their
experiences of social support

Aims: The aims of this study are to investigate the effects of certain facets of marital
relationships, such as reproductive health, autonomy, health care, work, violence and social
support on the physical, mental and emotional health and well being of Indian women
living in Mumbai.

Procedures: 1000 currently married women living in Mumbai will be interviewed using a
specifically prepared questionnaire. The information requested includes disclosure of
personal information such as age, income, contraceptive use, health history, violent
behaviour and social interaction. All information you provide will be collected anonymously
and data will be kept confidential at all times. At the completion of the study all such
identifying information will be destroyed.

Participant risks: To minimize risks, participants are interviewed in privacy and are advised
not to divulge any questions and details discussed during the interview to anyone not
directly involved in the study. They are further advised to describe the research as a study
investigating women’s health and experiences of social support.

Limitations of benefits: This study will have benefits mainly in the long term as it will
provide vital information for health and social workers on the effects of certain aspects of
marital life on women’ health and on the role of social support. Of direct benefit to
participants may be the opportunity to discuss and bring into open, in a non-judgmental
environment, issues that affects their health and well-being. They will also be provided
with referral to counseling/medical care should they require or request it. All participants
will be offered a sheet with contact information for local, government and non-government
organizations that work in various aspects of women'’s health and welfare.

Confidentiality and anonymity: Confidentiality and anonymity will be ensured throughout
the study by the use of cross-linked coding and restriction access to data only to
researchers involved in the study. Any material published will be written in a way that
guarantees anonymity. All data will be stored securely at Curtin University, Australia and
will be destroyed after 5 years.

This study has been approved by the Curtin University Human Research Ethics Committee
and the Somaiya Medical Research Center Human Ethics Committee. If needed, verification
of approval can be obtained either by writing to the Curtin University Human Research
Ethics Committee, (c/- Office of Research and Development, Curtin University of
Technology, GPO Box U1987, Perth, WA 6845, or by telephoning 61 8 9266 2784) or the
Somaiya Medical Research Center Human Ethics Committee (address, phone)
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Udheqd B AFGR [/ 98 TqMIY Fdeqor

D B A - HRAK SN & WRYR Tgee TE 31 99 R 999 M IR BT AT

R - T ITIT T [ 929 O w Il ¥ ARTS uEeet & weE @1 9 o9 1 S @,
qTocITET TRn!, W], MRS swdE, o, G AR qag 7 Iwaaret aRda afeast iR,
AFRTE T4 HIEAH® @R 3N IeeTs & oy A IR |

WY - I D RE U @ g Hag =iT 7 adae Rt 7 wEl g qyee ARl ¥ @EwoR A
Ao U6 e | OO B 718 geEet 51 % Sl | §9 geEEet A Aol SEent of fEdgde
miFe T &1 S B - 99, 9E- oHE, TERRTE WI9E @1 SWEd, ReE sfoer, e
AER 3R AEITE Fe Hema | uerae qof w9 ¥ e & SR oS #t usmm meeaet J mhe T8
F 3R wwiia Se@RT F@TE el Rl | HRAgel! UR ¢ 3T @1 @I e &6 Wl @ et € e
SR W ST e s R eaied ¢ SudeT § o wnee |

HEHRT B! B A - FEE B B B Y AT B [ AR Thr § JADE o B | s
& <1 <8 € S, 39 oeaT W AoEay | A A B ard [ T el | geEEel 7 99 qaraiR
fraRgd® =@l 9 $7 | 39 I § IR Aasl @ wWredwEs R S9! Ferae amie
STER W el @1 e fbar s |

o B frare- T8 s e w5 9 aiis # @ o, daee Real o Al @R a9e 3]
SO FHEY g MUR §9 IMHal & Rl WMeR fent | e o1 SwEn gmmed |
IRFT T FATSEAT AWie @ Her T | sH@T HaT @ AsHEl Afeersi @ e o9 - S0 @
Td 29 W% UHE B9 el anl Guox ae @1 U9 A0S el FeT | SR #egd 8 0% 4
ATEE & IR TR 99 WRY U9 FISI @ Serdl o e e S|

TheuTa Aifed! 9 / HISAT WHI0MaY Haeqor
WEE g - SOiEe o9 WROd S REER. S0 TR ST s e SR

SR

IR - T ARrEEuTeT RS YEaR HeT ST g AEETeT TR e 9 7 A7 ST
TGN I A TS FAMDET M@URT RIS, 9HR4® g Hafto 3R,

WY - A= TP HW UM, Gasd el 9 9o [aned sferedn q¥oo AfRwal geed o
faf¥rs Stem GO Wolow TREIGHTT IMUR YA AU IME . 3 fIdgde wefdvar A9 e @,
@ AfRGEE @TE EenEEE FEAEE SMUR e, Y g9, 9odd, THGRE! e gy,
IRTEEEdE shEe, fFA1 7 S sRvarEt it nfor weifee aedwe. § weedel!  qofoer
IS/ FATET RgT 3N PocaTe! TP I@E W AUR ARl T U ¥ TSl A Srede
DA TEaeiaR SUATd IS, SATa] DIVTe! WORE WISHT Afedre dau Tet

HEHNT bkl AIes - Siaq DAl SIUARIS] FEdFl @it gordd [aad 9| dse T 9@
I Foel v 4d A DI, ARSI BRI Tl 9 [ERee qeEiEEa 91 SEEa Sed Taeted
FHIIRA [ ST G SHS $Y U, q9d a1 IR IMER Afecien ARFaEEy I @i
FAIRS MURTY 349 a1 FEE Friae syma Jo e

= amien i - = s B g wiewn geeR fiee anfor aER Sues S,
e TEeaY HRAE S IRAGER SR IR AT Y SEiee PR aqEa ardn
Aifedl IRFE 7 TS FADET ITRT SR IR, FEHF AT F@URT wRe a9 woe &
FavRt T Jdf SRR = IR 9 BdoRE SidaER IR SRV gsoled] e gedil
YIS AATERIIT 0 DRl el a9 WIS MY JAfed Aed IMavdd aieedrs foar @
wi et Peara fide Sva 5w
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12/05/2008  1:33 PM
DEMOGRAPHIC AND HEALTH SURVEY -

Interviewer name (please print): JeATdId oi-dTell AlZeT Bl FH / AT HOM=IT Afgeld g -

Interview date: JATGd EaISIINSE]

IDENTIFICATION CODE: [ I 1]

ODMMIYYYY) (&1 /#TE /Tt )

001 Read out following introduction.
Hello. | am from Somaiya Hospital and Research Center and | am conducting a survey
on women’s health. The interview will take approximately one hour. Your participation in
this survey would be greatly appreciated. _ ]
TARHIR, § AHT AT A g 3R # 3iRdld WReAd IR ST =g §
(ﬂ%mﬁé)lwﬁaﬁmﬂzﬁrwwéaﬂwéﬂélmwmw
< AT 3resT B |
THEPR, dl A B o 3iTel 31 AT Y fSrai=an siRranfaw) Afeed
ST U9 $iE0d. B AN QUITHRT AIERUl Ueh A1 ARTe. BT {1907
ATST IS TS BT BT
Respondent agrees T / &1 Ll — 002
Respondent refuses gl / T8 L1, —NEXT household on list
If the respondent say NO, Thank her for the attention and move on to the next jSi § <t AT STTel BR
household on the list. BIGIR ge=] T_] ST
ITD! GG SHY ST Gl 7 & T 3Tl TR A oY |
002 It is necessary for this interview to be conducted in privacy because some of the
guestions focus on reproductive health matters. Is it possible to obtain this privacy in
your household at the current time? . .
3R P T FAY &I, A1 97 37T H 89 B Faldl Y6 Fdhd & ¢ MR el dl
o1 &9 R Y o Al 27
PO U |aTd 2 S 3iRdI$ TR Fadl &, SR § Jrperd a1d BT Arg |
BT TG JARFATIRIT AINT T2 3MMed. SR AT JHATSaS 6 /
MUIRIAT 2T 3RSl o) U3 aRUR fhar 9o e O} IRa A9. L — NEXT PAGE 377Tefl =1/ Jeicl
Yes g/ 8 1, ar
No EEINSIE —003
003 Is there a more suitable time when | can return when privacy for the interview can be
guaranteed? o ] ;‘%W DATE
AMIh BR ¥ 3R 3 8T MUl 8] § o R &9 v S} 31 Al 87 AN
T B A I1d BR A<l © 2 NI IR AT8] Al AP BRH 96 AP © | T 89 ';I';TWT'MEl
I P ?
3R 3o a1 I FHd & AT 8T ADDRESS
. . . gdr |
SR AT JHATSIa® 968 fohdl MYHRIAT T9el a) gl I il ol I8 ?
SITAUT AT BRI &) Sieqal H17 A vl Srefier a9 die] wrebell bl ?
Respondent provides alternate time for visit :
ST R WA fear | 9 geRT 9w bt faaw i O, | - o o woma foret 11
Respondent is not able to provide alternate time
SN §ERT A Tl 3 | I )T A iR |iffidaer A, 0, | >004
004 Read following:

Since privacy can not be assured in your home, | am not able to conduct the interview.
FI P AP BRH AHYUH MU T8 2, A R Fardt T8 ggh |

3!, T BRI [ W T W Al Aad U Wdhd el
Thank her for the attention and move on to the next household on the list.

ITD! GIAIE SHY ATH! GAW & T 3Tl BRA WY |
T AR AT 9 Jéid 8-t <l

CONTENTS / 3[RYd / 31JhH

Section 1: Respondents Background / STt AfgeTaT TR / SR QU Higerear gReefIdaEd

Section 2: Reproduction and Contraceptives / FSiIcaa+ 3R THFRIEN A1eM / rSarad o1 THRIed Areiered

Section 3: Health Care and Autonomy / IR el R TTI=IAT / IRIFAT Irad 37T =

Section 4: Husband’s Background and Woman's Work / Tl & IR ¥ 3R 3RAih B & Fa / Teft oifor e s HdEht

Section 5: Social support / IR FH [ FHATSITRGT BIUIR HE 7 Hed
Section 6: GHQ12 / IR R} FaTe / AT AR 927

Section 7: Domestic violence / TN 3TTS / BRIl HIGO!
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SECTION 1. RESPONDENT'S BACKGROUND / STdTe! Afgemd! wIfRud / ST Som=am Afger= ufR<efich

NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
101 | First | would like to ask some questions about you and your household.
For most of the time before your marriage, did you live in a city or in
the countryside?
@ﬁ,ﬁwwm@?mwﬁaﬁﬁg@ﬁl_ | SHEHER T S O,
MU IMET & Ygel MU SATGT HHY EH dIarar I1 g § o ? GrON T S O,
worE Al JETll, JAT 9 JAed] eRIEE) Brel g3 .
fameTgdl el SR PIeraell WeRT arefaard fdbar T ?
102 | How long have you been living in your current residence?
IF LESS THAN ONE YEAR, RECORD ‘00' YEARS
AT 3 R AT 39 U TR 9 I I8 | ¢ ? 3R TP AT
TR “oo” W, YEARS / 1eT / a¥
Tl AT BRI IoedTaR HHITIA N8I ? SR U auiden &
I TR ‘00’ I foTET.
103 ;_cr)qv;grld are % 5
SRR ?
T 7 R 7 SREACE: SR o 1 I ACL
104 | What is the highest level of school you have completed?
primary (year 1-4),  high school (year 5-10), NONE — DID NOT ATTEND SCHOOL Ly
junior college (year 11-12) or  degree college? e / R
T SATET | SATET foberil herm da veis &l 87 PRIMARY SCHOOL/ Tifies/merfire [,
MAHG (9 — 8 BT qdH)  AAHD (Y — 90 FeTl dd) HIGH SCHOOL/HTE e /HTea i s
R Hierst (99 T 92 e D) gedt (WeTfaere) JUNIOR COLLEGE / S ®lelol/ g Blciol Ll
T ST o Rreqor frcdt wifd St e ? DEGREE COLLEGE/TSdl/7ed! (werfaener) [
IS (9-8) HAEARS (4 —90) I Bletsl (99 T 92) Tdl
105 | What is your religion? HINDU f&g L >106
3MMaeHT & T P MUSLIM JHeHTT Rt [l 107
e s PYoTT? CHRISTIAN $9T$ Reges Cls
SIKH =g [ g Cls
BUDDHIST gt / d1eg Lls
OTHER — SPECIFY 3] a0y / fdhar
ENAS PITAT o foTaT Ds
106 | What caste/tribe are you? SCHEDULED TRIBE mﬁm SERSIGI [y
g fpg ST & &7 SCHEDULED CASTE IJgfd Sl [,
e e 2 SHUDHRA & Lls
VAISHYA 9% [ls
KSHATRIYA &Tf3ra s
BRAHMIN STFETT Lle
OTHER [ 3T |:|7
107 | Now I would like to ask you a few questions about your marriage.
What was your age at marriage? YEARS ATel o
g H AP 1D Sliad aRH $B qared go1 g |
MEd TG 3MUST IR 1 A7
T ¥ Jretar JHeaT fqareriddl Brel o faaRuR a7,
faarerean 9 gEd 99 B Bk ?
108 | What kind of marriage did you have: arranged or love?
AT WET FH I g8 A? 3Mueh U fqars o a1 97 fhar gan ARRANGED &7 21T ga1 SR haterl [,
oqr? LOVE WH  9H faars Ll
T fqaTe A1 SR 2 e U fdars 6 o’gA et ?
109 | Do you usually live with your husband?
T AT (Y gfcres AT I 817 YES &I &l L
IRl Tl SRISR BT Bl ? NO T el e




12/05/2008 1:33 PM
NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
110 | Who else, other than your husband, lives in your house? MOTHER/EATHER Hr1aT / forar sﬂ—s& / PRI I:ll —;lgsétn
. . IS |
3madh Uferd JFerar AR BN IMUS XA VE E 87 SISTER/BROTHER &84 [ wis  afRwr [/ wies [,
AT Ta=ITAfaRT el BRTE SV HIvT X8 ? CHILD/CHILDREN =1 / afeerdi gervm [ geriil ], m
M-IN-LAW/F-IN-LAW 19 / s &g [ s [,
OTHER — SPECIFY 39 9aaid sax, T s
111 | Where does your natal family live?
STYHT FIHT Paf &7 MUMBAI 7% _ _ [
OUTSIDE MUMBAI Hds & dTex /qas=al amex [,
T AR P AR ?
112 | How many times a year do you see your natal family?
. . " times in a Year
AT fha™ IR MY U+ ARIGATAR fed 87 — R
quIA qrel AR ol Jer Hedr? L 115 S e
SECTION 2: REPRODUCTION AND CONTRACEPTIVES / FiSTicaTa 3R MRt wrers/ griscare i THfRiee |reiearad
NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
201 | Now I would like to ask about all the births you have had during your
life. Have you ever given birth?
39 ¥, 31U JSTHH! $O ATl GBI Arec g | a7 A
7 YES & 8l Ll
ERuBCTIEY - NO il BIGl L.
ST ¥ JFRTel Gl ISTTeal Aeell $rel gee fraRuR e,
T STl 3Tl b1 ?
202 | How many living children do you have?
A foa IR T= 82 el fbd) o Rdd amea? | e CHILDREN dod 374
203 | How many sons do you have?
IF NONE, RECORD ‘00
fr e S oMy P enR A @, o “o0”. | SONS d<
204 | Is your firstborn, living child a son or a daughter?
RN JATYHT U8 q2al 97 AT T &2 SON 9T / Hefd .
T UfRel JMTT o 3R @Y FoN? DAUGHTERS 21 /Fef L1
205 [ Have you ever had a pregnancy that miscarried, or ended in a stillbirth?
Please don't include abortions.
T SIS THRTh g1 A2 (JT ART G3TT a=a1 UGT garr 21?)
(R TiuTe B g | o ) YES ® &l [
e YT WU e gXaT Rbar o wdd ga g 2 |[NO Tl g [
(e elear MU= SeY A ATET)
206 | Are you pregnant now? YES @I 8l |:|1
T 3T T § P NO el ST L1 210
o 7 DON'T KNOW T8l #Tefd / HifRe et Cls 55210
207 | Whose decision was it for you to become pregnant? RESPONDENT 3iRd &7 /&= [y
farrepT thterT o @1 ag e a=? JOINT DEC W HUSBAND il /areren [
I TRIER EW &1 Fofg HromEr g ? HUSBAND Iftt T / gt [
HUSBAND JOINTLY WITH IN LAWS
ot &1 3R dfe-agR [ weht 9 9y e [,
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208 | Are you and your husband currently doing something or using any
method to delay or avoid getting pregnant? YES &I =i |:|l —211
# oRaR FraloF & aRA 91 BT ATE § ¢ 7 A9 AT YD N0 TR e L. 214
ol aRIR RIS & A (RIS d1ee) g e B YR
BI?
3T M Pod FaoFEEd fERUR a1, - =1 fhar gaa ot
PodrTASTTE! e (THFRIEE A1e)araRd et &1 ?
209 | Which method are you using? CONDOM HsIH (fR1e) [y
g PRI F o BT el seHTT R IB 817 PILL Tefat / T 1,
COPPER T/LOOP/IUD IR <1 / df&l ga [z
IO ‘I*-TIr'\Nltldn ATEH 9TuRd eI ¢ ABSTINENCE/WITHDRAWL/RHYTHM D4
Reol/ e/ drede
ABORTION TTHUTe s
OTHER - SEECIFY
3 IR/ 3R ATE |l e
—212
210 | What is your reason for using contraceptive? ESRIDINARINI
d
THERITS AT & ST BT R RO E 7 013
‘I‘-HTNIHCIO AT SYINT HRUITHNT BT HIRU| STTg?
211 | You have told me that you are currently using contraception. Generally
speaking, is contraception use your decision, your husband'’s decision
or did you both decide together?
PROCEED TO SECTION 3: HEALTH CARE RESPONDENT 3iRdaT /&= A
3T elcu?m o5 feraToTTe e ST E!;_{ T B, I8 feas HUSBAND Tf @7 /e [,
U1 17 JATIDT, ITAS GRIpT AT Ay JOINT DECISION SIFidhT / <rear s R
3:“'5; Ia‘ I aﬁ W ﬂﬁ proceed
T B @ aRIR FRESHRT |iee aroRd e 8 ok © ions
DIOTET BIAT? Yol [A9rTas SITs T 3
212 | You have told me that you are currently NOT using contraception.
Generally speaking, is not using contraception your decision, your
husband’s decision or did you both decide together? RESPONDENT afRd®T1 / ES 1Rl |:|l
(daN o v
M gar &k ‘IJ-II'1~<IbI/I~1¢;I\r1'1 & A1 ﬁﬁswmm_aﬂ??ﬁ 1, | yusSBAND TR /TA=A T Ll
™ AR fpwar fo d 17 SITaPT, S GIdPr, STIdT: JOINT DECISION SIHidT / gremdn s
T R &l IRAR RIS / THERIES HTe 9roRd AT - )15
81 Aol Pl BIa? gHen, gE=al udl, S ararEr ?
213 | What are the reasons for not using contraceptives? FERTILITY RELATED —
BRY GRAR FrAISTh AT el gl B X8 817 Uolieared & 9R H /YSiicared sed Ly
DIUTT hIXUITA guiel ERISRIEIRIERRCIEEG R é ?
Fertility related eg. infrequent sex/no sex, menopausal/hysterectomy, subfecund/
infecund, wants as many children as possible Opposition to use eg.
respondent opposed, husband opposed, religious prohibition Method related
eg. health concerns, fear of side effects, costs too much, inconvenient to use, OPPOSIT|ON TO USE - .
interferes with body’s normal processes Lack of knowledge , knows no method, ST ¥ o 9 oy / SUINT HROINT g Dz
knows no source
-GG & IR H - RS Adeiiat vE, SreT a2 =112y,
HIRTART 3T §5 goamal
METHOD RELATED -
ST A AR ¥ B - A (@ [ls

1), O BT A7 o b1 AR
3-SWRINT ¥ Yeud ¥ WaHia — T SaT 8 % BIRV], I BAT
g@mﬁﬁwﬁmam%w@%wﬁﬁ%l

8- T BN & DR - STANT B B AR SUredl Hai A
MR T8 BN |

9-YoiCIIE 916 - ARG Fd T ST IS[Tel ol &1 3R
wUH, a1 Arfie aredt AV 4 Srea™

-STANT HRUGN §41 - I d:41, geiran fhar gmran favy
3-SUANTEAT Tt 916 - fhAd SIRa, arRvaTs ST, geRvmHEiE!
ficft ared, eI Srgwy e

$-ARY AR THRTS - STINT BT FR1G1 T U FS Afeah
I qTIRT TEY

SUINT & ygE) | Geefid / SUANT=T ggdt g9d

LACK OF KNOWLEDGE —

WH@#%W/WWW
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SECTION 3; HEALTH CARE AND AUTONOMY / IRy HeHll SR Tyl / JIR1AT S1ad 3T &ra=

301 Now | would like to ask you some questions about your health and health care
activitie.s. In general, would you say your overall health is good, fair or poor? )
3t 7 ST (V) TR SN IATIG FRD! SWHA & INH | Goop agd ! /BT 1,
o s —306
Qo e § | ST dRY SMast wared B ¥ ¢ FAR G & /dI% [l | 5302
ST+ A TR R e SIRTAT S R IRAT | pooR @R & /R 0 | 5302
g faare o - adareRego) ‘g’ﬂ%[ IRTT 6 AR ?
302 Could you please explain why you rated your overall health as fair or SPECIFY
poor? R < gaar
MY R o6 3MYS W &1 § / W & - a4l ? [
TR TEUMATT el T Sl 318 / WRTE 318 - 31 Bl 2
303 Do any of these health problems impair your daily activities? YES - SPECIFY .
& - gaelrd &1 - | [
T VA TR FHRAT UG <fd BTIhHAB! 1 Bl & 2
Tl ERIG UPhaes aeifad B rSYss Idrd & 2 .
R el NO & T8l L1
304 | Has (have) these health problem(s) been treated?
FIT VAT R AR $T SUER by o ? YES @ Ell Ll 5306
T AT HRIR SYER ool B ? NO &l ATl Ll —305
305 | What are the reasons for not treating this illness/injury? OPPOSITION TO TREATMENT — SPECIFY
3 ! ? ﬁlﬁ'ﬂ ‘DT DhIRUT dTH] / faRIemr SBROT FiTol
BT YR Tl TN ? e
Opposition to treatment eg. respondent opposed, husband opposed,
religious prohibition / Method related eg. costs too much, fear of side
effects, inconvenient to treat, no treatment available J .
= ’ . METHOD RELATED - 9911 / 17
STER # Ry - aften &1 g (39), ot &1 A1 g @ Ry © / WE
SUAR & Uga! O Hetfid — ST Wd 1 & BRI, KA BRA]
d 8 i R % %}Iﬁ %l OTHER — SPECIFY
SYIR HRUIN ST - S W[a:@1, i fdhar gafer kg : :
~ ~ . I IFa [ $AR BRI GO Lls
SYHRTAT gl S18d - fbHd SR, dTRUAT BiSUT, guRiomHi
il dicd, IRIRTA STY :1%‘
306 Generally speaking, who in your family has the final say on decisions RESPONDENT 3IRd®T IEZii |:|1
concerning your own health care? ]
. g : JOINTLY WITH HUSBAND <<
M ARY IS AR Al AHAR BiF heAell HRaT & 2 / < ME
HUSBAND YfTeT / Uait Lls
c Lo o HUSBAND JOINTLY WITH IN LAWS
TIHTIIRUTYUT, JHTT K] RUEZIRCINERISECIRCICIEN ﬁiﬂh Cai iyt 3ﬁ—\; ReIre] / W T g W W / Tt
? .
o A AR grear Rar [la
307 | When you get sick where do you go to for health treatment/advice? AYURVEDIC DOCTOR m@?ﬁ—cﬁ Sy Ll
NI 9w ST FEl S ¥ ?? HOMEOPATHIC DOCTOR BNt Sfdex [,
ST TSATIR el DIS Il NATUROPATH ~TRTHeI [z
UNANI T s
RELIGIOUS/TRADITIONAL HEALER é‘g’ |:|5
GOVT/PRIVATE/WESTERN DOCTOR
Wor! [ e [ ded Sy e
OTHER — SPECIFY 3= aaail L1,
308 Many different factors can prevent women from getting medical advice
or treatment for themselves. Which in your view are the THREE MOST 1
frequent obstacles that prevent you from accessing health services? '
SIRATPT I fIARY & a7h TR A1 BRI Py DR 8 Tbdl | 5
2 | e e i e SR B 27
fErae a1 SMERYTTAS! IUAR - "ogdl &1 dRUl - | 3.

I THATT ? JAIT HA ST A BIRUT B0
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309 Generally speaking, when your child is ill, who decides whether or not RESPONDENT 3iIRd &7 B2l |:|1
; ; - _
g%c%?%eg;?%cg t;:tn;indt.N et Aelioy @y | JOINTLY WITH HUSBAND ardieT / < L.
N HUSBAND dfef T / Teil [z
¢ . .. o IN LAWS/OTHER FAMILY MEMBERS
STAATIIRUTYY, JHTIT K] gHZT Hell=T IR et grdiaR Qfl?? / W / W 3T SR
ot o7 9 2 AR/ AR/ ARRE SR B0l Ll
310 | Do you drink alcohol? T 3T TRTY Uil &7 Tl a0 UIT B1? | yeg gy a 0, 311
NO T e []. |-5313
311 In general how many glasses of alcohol do you drink in a week?
SHOW card with picture ofglass. | Glasses in a week / T&RT Ul 3SasATAT / Uh
AE: A9 {7l IR U qwie H dikil 87 adre i
HTIIRUTYU] UhT ATSdS ATl ﬁO_Cﬁ o™ <T% drar?
312 In general, what type of alcohol do you drink? COUNTRY Bl |:|1
bt R # IR ? ENGLISH gfrerer L1,
BT THRAT TS 2 OTHER — SPECIFY s qermii Lls
313 Do you use any drugs on a regular basis? YES & ar |:|1 5314
I 3T BRRIST Al el BT T bRl &2 NO Tl T P 315
TS geTATEY oI TEH! FHRAT B1?
314 In general, what drug do you use? CANABIS I |:|1
AT BIF | Mol uqre] &1 |aT Hell &7 HEROIN SR Ll
JTEROTIO HIOCT el TSTie] T30 HRal ? COCAINE PIh Lls
OTHER — SPECIFY o= s [la
315 | Have you ever been in a de-addiction program or clinic? YES & il [y
FAT Y HHT T2 G dTel AT AT WRAT § SRIIA 8T 87 | HOW MANY TIMES? fha IR / fopeht dor ?
JATYUT e} T2 G BRUMAT T fhdT SrEr=Ia ITAR el
AT BI? NO &l NGl Ll
SECTION 4. HUSBAND'S BACKGROUND AND WOMAN'S WORK / Uell & §R ¥ &iiR 3iRdid & & et / gciiared enfdr
ST ST e
NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
401 | Now | need some information on your husband.
How old was your husband on his last birthday? YEARS 9T/ qv
3t # 31uch U & INH $© FaTdd el Agdl | dd Ui o
SHFIR? /e H g udee el aee faers
gfed. JH=T U 99 H1g e ?
402 | What is the highest level of school your husband has completed? NONE — DID NOT ATTEND SCHOOL |:|1
3% ey fraeit wen a6 g¢ €7 grean weiia fReror facdht eme? | srf¥rfard / FReR
PRIMARY SCHOOL/ TifHas /a1 L1,
HIGH SCHOOL/MTE e /HTed Lls
JUNIOR COLLEGE / S ®fciol/ 5g dfasl [ 4
DEGREE COLLEGENE_C?[/W |:|5
DON'T' KNOW HTf&el =TEY / war =gt Lls
403 | Does your husband provide you with money for living expenses on a
regular basis? YES T 8l I:ll
w1 s gfy, Freiid vut e wadfore et 3 < 8?2 [No e RIG Lo
T TRt AT e SErrd geeTen Fraf 99 qard?
404 | Does your husband work on a regular basis? YES - SPECIFY
R o IR, P TR B B §7 - aqerd  E - [ —405
TAD Tl A SHTeR ST @1 ?
NO &l el 1, 406
405 | What is your husband’s average monthly income?
s ufay &1, i wifres oA foat €7 RUPEES/MONTH [ ];
T/ w AR AR | 407

AT Ui AR I foll o ?

DON'T KNOW & #red  wifRe =Tl Ll
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
406 | What are the MAIN factors that prevent your husband from doing paid
work?
39 URT & 9T BT T B BT R BRI 7
T il B THUAT BT BRI 3T ?
407 | Aside from your own housework, are you currently doing any other paid | YES - SPECIFY
work? & - g 8 - | L —409
TR F B & AT FIT AT FH ORI S HS TH HARS 272
R BATARRITD R R BIEl M Ho- U fHesa &1? NO T T 1, 5408
408 | What are the MAIN factors that prevent you from doing any paid work?
39 & YT BIH 1 B Bl &I HRU § 7
JIATHS B THUITI BRI HROT ATS 7
409 | Do you usually do this work at home or away from home?
FIT MY A HM ERA BRI & T 918X o1 & 7 HOME ¥R / &R Ll —410
TR B B BRAT Bl GRY C1? AWAY TS / TTER [ —411
410 Wha_t are the MAIN reasons for working from home?
TR B B BT T HRUT R 87
TR § B B HRUITE G BRI BRI 3778 7
411 | How are you paid for this work? (RATE) CASHONLY U / U9 amurd [y | 412
MY BT 39 ST BT Id9 fhd TR f&ar Srar 272 %%SHAND%I\%D o
JFeTel AT HETET Aadl HAT (AT STl - BIVRAT &R ? (1<) /G L. —412
IN KIND ONLY % =12 / &b a1 w@odrd [z | 5415
412 | How much is your average monthly income? 413
M) WIS TEATE R & ? RUPEES/MONTH ~
5./ "e w / gfa A
T AR 9T BRI 37T ?
413 | Do you disclose to your husband all the money you earn? YES B il |:|1
FIT AT 9 9Ry Pl 3 & FATE (YH) & IN H At 87 |[No el ATl Ll
Tr! AT TRlTel ATl 318 T JeaTell brTd e Aoz WHY NOT? &I S8l / &1 T8l 414
et 99 fAresara ?
414 | Generally speaking, who in your family has the final say on how your RESPONDENT 2IRd &1 B2l |:|1
income is spent? ) R
AT AR, 3T GRAR F AR TIEE & @ BT e @i | 2O Y WITH HUSBAND /= L.
ST 2 HUSBAND 9fT &7 / et L1
c ) IN LAWS WITH/OUT HUSBAND
FAAEROYY], AT B A I B @D PRI JrET ({0 afr 3 N
/a1 <t/
R T L.
415 | Generally speaking, who in your family has the final say on decisions RESPONDENT 3RddT / Sl |:|1
concerning large household purchases? o AR
M ARY ATYh IRARH T B AMN B TRIGRH DI BAT JOINTLY WITH HUSBAND AL L
T ? HUSBAND UfT &7 / Tcht L1
o o o NN IN LAWS WITH/OUT HUSBAND
AGATIIRUTYYT, JHAT HIGAT ERTdAT XN dE] oty 55 U v
o 2 afcr ofiR / a1 & [ /R (s
416 | Generally speaking, who in your family has the final say on decisions RESPONDENT 3RddT / Sl [y
concerning household purchases for daily needs? q
: d INTLY WITH HUSBAND <[l
o ARY SMaes TRARA S SToval & TR @ @ wdert | 20 us AL Ll
i1 S o &7 HUSBAND T &7 / Oeft Cls
a"\ﬁ . o .. IN LAWS WITH/OUT HUSBAND
X1 @Qé dee) Aol 35 U o
HIATEROTYU , gHHAI ERICH RSN Uy aie /T / I:l4
ud ? 3
417 | Generally spehaki?g,(\j/vhr? inlé/c;)ur famli(lydhas tnedfingl say on decisions RESPONDENT 3R / &Y [y
concerning what food should be cooked each day? q
: . : : INTLY WITH HUSBAND <I-Ih
S ARY ST TRAR F BRIoT Ao T Feelt Ry w20 us /< L.
e HUSBAND 9T T / Ueit s
’ IN LAWS WITH/OUT HUSBAND
FAFTEROTU!, JHT BRI ST SIGUIATENad (WIS ST BR1d) o
: aftr 3R / @ A [ /R s

Aol ior ua ?
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
418 Generally speaking, who in your family has the final say on decisions RESPONDENT 3IRddT / =0 |:|1

concerning visits to YOUR family or relatives? J

: SN JOINTLY WITH HUSBAND <I-Th
M ARY 3D YRIRH TP AIHATAN e & ATHAWR / & E
B HUSBAND Uft T / Tl [z
c ) _— e IN LAWS WITH/OUT HUSBAND
IR, JHAT T AR Hevgre) vt Ry 8k | o
a1 i [ R ]
P07 T ? 4

SECTION 5: SOCIAL SUPPORT / |THINT® T | HHTSTHGA BIVIR FHiF g #ad

NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP

READ TO ALL RESPONDENTS:

| would like to get an idea of your social circle and the people you interact with on a regular basis. What is your understanding of emotional support?
WAIT FOR WOMAN’'S ANSWER. So what you are saying is that emotional support is having someone to talk to when you are upset or sad or having
someone do things for you to make you feel better. WAIT FOR WOMAN TO AGREE TO STATEMENT. Now that we have a shared view of what
emotional support is, let's continue with the questionnaire.

31 # e AMTSNe IRER v daeha t_i=d @il & g J ST =angiit | oig Wiaies /ARid SR &l Adeld 91 qargid? (S & SR @l ufden &)
3l AT BBl Db A1 HTG 1 /ARID TR Bl HAJeld - ST9 37T @I T WA 81 I PIg NI dT BN IT MMID] RN S AT ITYPT J<ST SaTel

PRI BN | - T T BT A8 § 3MY? IR B, Il ATh! A SRIER B, 31F BF 3Tl U9 B IR &1 < |

ST HAT AT STHURT] ATASEES 3T el wierired] didiaed SV SIal sasd. gaedl o HIaie / AFdlD AER oS 7 (Sl
IR AT F91.) TR T A - Si@] Jrel gl febdl SRIeiedl 319 <eg] el Wial FHSA U HIvfl JHeTaRIaR dielel fhal Jarea srasan el
Ho JrETell AT agdl. - AT 32 3 B1? Bl 7 8 W™ o=l TGS aa.

oo Generally speaking, on a scale of 1 to 10, with 1 being not satisfied at all and 10 being completely satisfied, where would you rate
your satisfaction with the emotional support you receive?
M AR U - A @1 PR, ‘9" BT AJAG FAFCTSTTD 2 (SR 9 FHEITP AT 81 fAeran) iR "0’ BT Adold qRI
TRE W A< & (37r8] ArEIe FednT Hed ), 1 39 &I {1 amnioe |ganT fear g7
AR, JFeTell F@UI=IT AHITe J9eT 9 Aadided Al FiHT. FH ‘9" Ul 3FTard RIS S (ArSawie
Aqd fdhar gHf frwa ATEY) ST ‘90’ Ul ARTIIGR (STH Aad fhar wHei+ fesd).
1 2 3 4 5 6 7 8 9 10
502 Are 3(/10L|J a member of a woman’s support group such as the Mahila|yes g il |:|l 15503
Mandal? ;
7 3Ny foed) e Fred a1 Afeer Fed & da ® ? \Tv?-w Ng_i el e 504
T TErEn Al Wew fdhal AaeTedl Aay ATET Bl 2 '
503 Generally speaking, does this group provide you with support YES - SPECIFY TYPE OF SUPPORT
when you need it? gl - dad 2l - 9 A
TYPE OF SUPPORT CAN BE: financial, emotional
3 AR TR AT ATYDT 37 AT Aad fFrerd 87
Hqed S @I - 47 I7 AR A8 AT
ATEROTT JFBTll T2 Hewihgd dad fHed &l ?
HaT IO ITOUTd S i fhdr AFRTE wed NO T TS 1,
504 Generally speaking, who are the people who provide you with NAME/RELATIONSHIP SEX
significant emotional support?
PROMPT BY ASKING ‘Do you talk to someone if you are upset? BILECENINI Fﬁ/w If0 N
IF SHE SAYS NO ONE, PUT IN ZERO ‘0’ Aig g 9 Q%ﬁ/g’\’w IR o ¥
A ARUR, 3MYBT STodTl FEIRT B ST &7 ST o3l
3l 1 Yo, ST MY ARTS BRiT 8, 1 fPad ard F=adl 82 506
MR I Hel, fordrad ara 81 a=eht.’ df o fo |
HIATEROTIV] JrTAT HIaATHDGCAT PIUdHgT R el ?
AR @Ry, "SiegT Jrel fRTeT STaT 8T HIvTaRIa]
grear?’ SRl BIOmENE! dierd el WuITell o) o forsT.
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
505 Can you specify what type of support do these people generally provide? For example they listen to your worries, or maybe they
give advice or loan you something you need. .
AW ARY 3TUDI [HE THRBT ASANT AN A Pl & 2 RIT 98 AP RN Gl 8 3R T8 odf © a1 4 B
AT B T SIo8! Il SUR < 77
ARV Tl AlDibgT SV FHRA! Aad Ao ? die Jaaarll gaean fdieed dieda &1 Aol adrd &
9 qard fdhva TR 9 SUR ST,
SPECIFY ISy / |
506 When you are unwell or sick who steps in to help out or do the NAME/RELATIONSHIP SEX
work that is generally expected of you?
T g A ARl
IR 19 §I9R € 1 YD B B DM I bRl 8 ? REEIC] Eh/gey
TN SIS ST T G-l B BT PR 7
507 When/If you have urgent financial problems, who do you turn to? | NAME/RELATIONSHIP SEX
IR ST A=A F (STowa) & ar oma fpeds o o |1 9 /g If0
87 dig g A /g9 |apR 0 &
UeTil ST Taedddl fhal TRST I IR BIvIdS T 031¥Y
ST —509
508 Generally speaking, do these people help you, as you would YES - SPECIFY
expect? & - gad B - | L
JATDT 39 AN VAR Heg el § a1 81 ?
T ATbichg JreTell AU Hed e b1 ? NO &l RIEl L.
509 In your experience, who is the person or persons who cause you | NAME/RELATIONSHIP SEX
the greatest anxiety or upset you the most? — =i If 0
M dARWR, fhdat aoTg | STUd! SATeT W A7 g B | ‘ /399 opR o &
87 difa g A I | o oarerer
FATEROTIY] DI JFRTel SR 14 8l fbal g
a? —511
510 What are some of the things these people say or do to make you upset - SPECIFY )
a1 T BRA & IT 9T led & ¢ S ATYD] SATET qhellb IT & BT & | el -
d Brg dleldid  fhdr I HRATT S Jrelell SR =¥ Bidl fdbdl g 8l ? AR
511 Generally speaking what kind of things do you do to relax or re-energize yourself? - SPECIFY
M ARUR RM UM & AT AT R A b 811 & <lg 3T FIT PRal & 2 A -
HIATEROIY] 3R FAquarare! fhar qRaxia (Fomaqeh) BIvaTe! gl B dRal 7 | -
512 Generally speaking, how do you cope/deal with stressful situations or when you are upset? - SPECIFY

3T AIRY 31T WA BT HIFel 5d TRE § Bl § A1 3777 G 8 W RIT Fehl 2 7 el —

IR0 Jr1 ATHETID YT B BT fhal e gei=T HAHDR AR Sl ? Fq[ -
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SECTION 6: GENERAL HEALTH QUESTIONNAIRE / HTHRYT TRIHeHT Haler / MM SRS 97

READ TO ALL RESPONDENTS:

| would like to get an idea of how you have been feeling emotionally and mentally in the past month. Please answer the questions as accurately as
possible; there are no wrong answers.

B9 I8 ST ATedl [ 9T D! By Ffhe Heel RIprad € 1AM WU I Usel A8 H ATYD! W@ReY A1 X812 HUAT 317 77 gai iR

& T A oAl F SR P VBT 1Al A 7 AR <, DT A9, A Wqd W AR Bl gY A9 PR o | TR I B gH aaHe
3R T Rreprardi & g # & S e §, 7 b Sb aR A S 3ffcrd # ot | I8 aravass § {6 o Al gl b SR < B vt R
AT & S UG sl dI, Jreiell HIv AfBREed THhR e 1?7 ARV o] AeasId gud IR H¥ 8 ? $UIT Il 4
ferReled Jeaeal STRIATS! Ye faeled] TIT®! Jiel dF] 3-Teled] TATITAAR XU fhdl WU 1. &l &1 B YTl qedrean AT

AT PIETIT THRIGET S SR T2, TIBISKiTe GRIRRNETEd ATel. Jrel 9d Jeidl ST Sudrdl T $RUl A 3778

601 During the past month, have you been able to concentrate on BETTER THAN SAME AS LESS THAN MUCH LESS
what you're doing? _ _ _ USUAL USUAL USUAL THAN USUAL
FIT 379 T &A1 S W BM IR @ © ST L Digd Y | AR A A @ A A A
ard g ? Sl RE & G I8d BH
T HTe! g el off M bl amed et fohddl ofer| SR e Rkl RERIRE RERIRE]
Hied B Tbald ? ERE] AREY B! gudg B4l
Ll Ll Lls L
602 During the past month, have you lost much sleep over worry? NOT AT ALL NO MORE RATHER MORE MUCH MORE
. . THAN USUAL  THAN USUAL  THAN USUAL
T AP 59 &1 I8 7egd Bl § B R & dRo fege IR HHRT SIGI ]
NPT g TE 3t ? 8 SIECER SIBEY Del 3fferh
T BTl faqdT JeeTell 31 SIIUfdel 318 &l HIooi e fege gl e RELIRCEI RELIREEI
JeeTel ST A ATl ? NGl SR AATE SR Gq SR
L Ll Lls L
603 During the past month, have you felt you were playing a useful MORE SO SAME AS LESS USEFUL MUCH LESS
partin things? . _ THAN USUAL USUAL THAN USUAL  THAN USUAL
RT3 39 3l 78 IR € B P F IR H oMU WM HE BT AR AR
i1 I IE B 7 3B AP e 8l PH IUANT BB HH
T BIEl fqaRiiel geame AT ST F89HT BIdT RERIREI Rkl RELIRCEI RECIREI
31 JreTell ared B 2 SRT SR ARG FH ITARH T HH
L Ll Lls L
604 During the past month, have you felt capable of making MORE SO SAME AS LESS SO MUCH LESS
decisions about things? _ THAN USUAL USUAL THAN USUAL THAN USUAL
T AU 39 o U= Il faftw foig o9 & wwed I I B I I
qeqd fear g7 T 3w e Bl P8 A BB HH
oA BIEl Qi Tl 3RT SIUIdel HI 3TqU] diaies | T8l Ual Rl BRI RECIREEI
ot gvary awef e ? KNSR ARG SIRT HHI T HH
L Ll [l [l
605 During the past month, have you felt constantly under strain? NOT AT ALL NO MORE RATHER MORE MUCH MORE
THAN USUAL  THAN USUAL  THAN USUAL
FIT MY 37 &A1 30 H AR T HEGH B B © ¢ Idegel A | SIEISE] SIEUSIN
REl affere <Te T If® BB AfB
el BIET f&awy JreTell Aad qUITd SIToTae 61 ? R R
fege <l e BRI RECIRCEI
ATl SR AATET SRT SR TR SR
L L, [l [l
606 During the past month, have you felt you couldn’t overcome your NOT AT ALL NO MORE RATHER MORE MUCH MORE
difficulties? _ _ THAN USUAL  THAN USUAL  THAN USUAL
FIT AT 39 &A1 I8 AEGH PR © [ 37 7 HiSATRAl fdegpel SIGIRIA| A A A A
R R 7 e 272 BBl a1 T T If® EaealiciBeg
el BIET faawy JreTell 3 v &l el ol sreavt fepd gl e BRI BRI
TR BRI H 3MTEIa ? et SR HTE ST ST I R
L L, [ls [l

10
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607 During the past month, have you been able to enjoy your normal MORE SO SAME AS LESS SO MUCH LESS
day-to-day activities? THAN USUAL USUAL THAN USUAL  THAN USUAL
RIT 39 39 31 3= Sfias @ AeRer fe==at &1 &< RIEIR A R A A
SRR CE - T 3w e el B BH B B
o] BIel faadra gl Siia-red] |AERT fETharar e REGIRCEI Rkl BRI RERIRE]
T3, Ahd 3BT B ? SNESIES ARG SRT HHT ™G BHI
Ll Ll Lls Ll
608 During the past month, have you been able to face up to your MORE SO SAME AS LESS SO MUCH LESS
problems? _ _ _ THAN USUAL USUAL THAN USUAL  THAN USUAL
T 3T 37 ST U= TEATIT BT ATEAT R § FeTq 2 I AT dF AT A I
g7 3B AF e 8l DA HEH BT B
T el feadra el Haeial AT HRUI 9eF Blard & Yer Bl Y et BRI
P SRT ST ARG HH qEH ™G HHI
Ll Ll Lls Ll
609 During the past month, have you been feeling unhappy and NOT AT ALL NO MORE RATHER MORE MUCH MORE
depressed? THAN USUAL THAN USUAL  THAN USUAL
e AT A A | A
HIT 7Y T &A1 9T Ud W HEGH PRI I8 © ° REll SIECANE PO D DEl D
e BTel fagdra greTen gl JA1foT IS ared 8l fepd T e BRI BRI
P e SR HTE SRT SR EERASIES|
s L. s s
610 During the past month, have you been losing confidence in NOT AT ALL NO MORE RATHER MORE MUCH MORE
yourself ? THAN USUAL THAN USUAL  THAN USUAL
_ ) e A | T A T A
HAT TG G fel ST SR W S 72 &7 bl A T gw e Pl e
T BTl fEaAIgT =t ATHAIZard THIEd 8T B ? Ricgel S ey et Jaet e
e SR AATET SRT SR EECRSIES]
s Ll s Ll
611 During the past month, have you been thinking of yourself as a NOT AT ALL NO MORE  RATHER MORE MUCH MORE
worthless person? THAN USUAL  THAN USUAL THAN USUAL
FIT 37T T AT U MBI U JHR Afth FHAS I8 87 fIepd AT A A GIGI ]
BBl SIBEISH] T8 AF PIBT B
T Prel feaard et w@a:ell U dbR eqeh FHord fegpel gl ve RELIR RELIR
IMETd B ? BIN| SR T8 SRT ST CRCACIES|
Ll Ll Lls [
612 During the past month, have you been feeling reasonably happy, MORE SO SAME AS LESS SO MUCH LESS
all things considered? THAN USUAL USUAL THAN USUAL  THAN USUAL
FIT 379§ &A1 |G 91l DI WA Y AU AID] THT I AT B I I I
319d BRI T B ° 31feren RG] FT B BT BH
T HTel faaard, Wesar M faR dear, e BRI Rkl el v RERIRE]
T (M) ared 312 &1 ? ST ARG SRT ST T HH!
L L. Lls [

11
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SECTION 7: DOMESTIC VIOLENCE / BRq 31T / BRRfiel Hisol

NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP

CHECK FOR PRESENCE OF OTHERS AGAIN:
DO NOT CONTINUE UNTIL EFFECTIVE PRIVACY IS ENSURED.

AT qATelt 3NRT & a1 GURT BIg BT I8! gHB! S B of
g T MYHIRAT T81 d9 T AT S T A1 YD |

TG QORI Al Thed Seardl Wl $o1 &l
STRIA o @ 8ld Al g geie T e T4

PRIVACY OBTAINED / TY-IdT - & / 3R [ |—>701
PRIVACY NOT POSSIBLE / TU=dT - 72T & / e [P N

READ TO ALL RESPONDENTS:

Now | would like to ask you questions about some other important aspects of a woman's life. | know that some of these questions are very personal.
However, your answers are crucial for helping to understand the condition of women in India. Let me assure you that your answers are confidential and
will be treated anonymously.

UEHR AR - 39 H Y F ARkeel F Sfaddd $v Aater gu arg | # S €, ST 9 $B Jard ol g1 e, 39§ Hiemare SfamEt $ SRR #,
MR 7 Afteeial ©fidl 59 fvawR BHde &% 9§ | omum! faar fEemd €, syeT 7 iR Sae o 7 SR SR IS 59 a9ig § BIe WA T
Gl

A SRIAT - AT N GreTell SNaren SreeE H1e) g e sfeed, wen Wit o f, @i S8l o @rerh o . vl gEedl STRie] AR H, WRaTd
S Rl a1 RfvaaR Wi &% e, { JETel @E 7d, A T1d g SR I Sdell S ST Tl ™Mo Blel J9 8IUIR ATe.

701 |Have you ever separated from your husband? YES &7 gl |:|l
o SRR 7T A‘E\f? HOW MANY TIMES? / hell JoaT
TR AT YefTIRET 9T SITelT BICTe bl ? NO Tl e P

702 [ When two people marry and live together, they share both good and bad moments. In your relationship with your husband do
the following happen frequently, sometimes, rarely or never? DEFINE EACH TERM AGAIN.

9 Q1 ! AR FRA & SR SfieT v ey fIdr €, 9 N1 E-gE & el dfed €1 3% Uy F ey oass IRdn o Siads ey Y gt
T AR - IRAR, HfF HW, FEIfEd a1 FH TE B ? B TP IR fRE veaR Ay |

SiEl I Ieh! fiare FRA T TeHd YR A HRA, |IY GE-gi@rd &0 aied va. gl WeRER SReied] A-Haeme]
e ETell [aRuATd SATeied] MR - aRAR, HE Y, Bareq  fha1 wura el TSl 3R 3ol 38 &1 ? YeId JAd U9 g

TRATE.
FREQ SITIMES  RARELY  NEVER DK
IRIR W HH parad B ARl AT

el

IRIR  HH B dareR b SRS

A He usually spends his free time with you? el el

3muds afey B! fe=aren @rell Iwy fhda IR 3mud

|rer fiard 87

JA gl AT FA@uIRT Aer da foell daT Jaearaad [ L [ s L

AT BT ?

B He consultsf you on different household matters?

4 SO ER HHE! W Pl IR dTaEd $Rd / F e § 7| [, 1, s . s

A geamelt el favaieR fohciaasT =t dHrard)/Aee o ?

He is affectionate with you?

a MR =t IR WIR 3 U7 31 B 7

AT aRISR fobelt desT U qTeTe ? L [ [ e s

D He respects you and your wishes?

RIT J MY BT AR MY B HEERE BT MG A 87

T AT AT AT o SAER BRI DT 2 [y [, [z [ s [ s

703 [ Now | am going to ask you about some situations which happen to some women. Please tell me if these apply to your
relationship with your husband”

3 H A H ST AT, FAIST H AfSeAsi & A1 Sarel gl & IR H | $UAT 3T 18, Uiy F 379 & edi J
1 3ah A ff I " B 2

JATAT HAT JAATH S Al 841 3775, T TSI SAERIER TSI HeAdad. HUAT HAT AT B Ui aR eReT
ATTHGETHE] gl dediqel g1 geHdl TSdrd Bl ?
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
A He is jealous or angry if you talk to other men? FREQ SITIMES RARELY NEVER DK
SRR O FRRA TR-OY & a1 BN ) o ud @y |TROX P P patad el T :@E_i
ST Bl T i BT 82 . 5 ? S
Siegl el TR-H9T SRIGR Glefdl Jde@T JAedT Teiell I TR P P | B N
I fehar ga1 aredr 17
[ Ll [ls L Lls
B He frequently accuses you of being unfaithful?
FIT 98 IRAR A BT ARERI B BT I1Y ST 87
Al gt IRAR AMERT SRTedTEl ]9 qdl &1 2
[ [l [s [la [s
C He does not permit you to meet your girl friends?
FIT I8 AMYDI Feelldl F Hia A AMYDH! 791 HIAT & |
A1 Jrelar Jaea AT HevgrEl WA od ARl B ?
[ [l [s [la [s
D He tries to limit your contact with your family?
FIT I8 MYP WIIR I He™ TR Ab B BT a1 872
a 3T o= pefaaidt W B T PHRAT BT ?
g N S e i Ll 1. Lls s Cls
E He insists on knowing where you are at all times?
9% G PO ST & LT A o oTed WA @17, [, s O, O
F He does not trust you with any money?
R IE, AMTH INT AT I H WRINAT 8T G ?
T 9 U9 Savi Tell @i dred el &i ? 1, 1, (s (. (s
704 [ Some men drink alcohol, and this can affect the relationship
between a husband and wife. Can you tell me:
How often have you seen your husband DRUNK in the last 12 FREQ SITIMES RARELY NEVER DK
months? , o |IRER W W dared B ARl A
P35 goY IR UK & AR IFDI YHG Uf-uit & LR B
BT €, T ST AT [l € - RaR  FH F wefuq e RIS
did 93 A=l # Sy F 39 & gfy BT b IR TR & i ]
BRI ICICI
T THT G/ dar S e whor adrefer | L L. L [l s
FTEEYTER BIl, IR A ADTA BT B, AT 92 A=
Je Tt el fadl d@r werds s difeet o ?
705 [Some men also use drugs. Do you know if your husband uses N |:|
any drugs on a regular basis? YES &
P35 gy AARIel ISl BT AT P 2 | AT BT U &, T ! —706
Mg & gfy Wt foeft R & AR vered fafia susd NO &l BIE] Ll 707
JqqT A ® ? -
T THY I AaT A, e T Sie | DON'TKNOW el A Aifed rel L
RPN AFTAIGIITE FHT T BT AT deel Jrarall
Hife<ll 3T HT?
706 | Which type of drugs does your husband use? CANABIS TN |:|l
T R e € AT el ) T e 7 HERON =
SuE) PR SIS HRAT? 3
ol ¢ R ' OTHER — SPECIFY 3= iy A
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REMEMBER THE FOLLOWING PLEASE!!!

The following questions are divided into two parts, PART 1 and PART 2. PART 1refers to a particular behaviour that a husband may do. PART 2 refers to whether this behaviour occurs when the
husband is sober, drunk or under the influence of drugs.

IF a woman says her husband is never drunk/doesn’t drink alcohol and does not use drugs at all then you DO NOT ask PART 2 of the questions.

IF the woman says her husband only gets drunk but does not use drugs, then ask only the appropriate questions from PART 2 ie. ‘Does he do this when he is sober?’ and ‘Does he do this when he is
drunk?’ but DO NOT ask ‘Does he do this when he is under the influence of drugs?’

I f& i 9l B e A <G

A &8 T W= & &1 39T R T €, AT 9 SR 9 2| AR 9 H Uiy & acaetl U9 g9 T 2 | 9RT R W 98 U 99 AR dR UR/ ¥RTE YN 6
qre I BIg AR garef Haq BRA W BT ©, 39 R < <l 2|

3R Afear w2, Ia@! ufd B IR1E T g a1 TR TE 2 SR B o fhl R

e & BT, A 4T R H & T v A g |

IR AT B, IFBT Tl % IR I & 3R (B YR b R7et yared SI 720 &1 BRaT, A I 91 2 H bacl SHS et U2 Yo | S &l - ‘&1
T8 VT ARG BT 877 3R R 98 U1 TR GF P 916 FRAT 8¢ W R 98 ARIA Yared o W VA FRAT 77 I8 Hared 1 go

TTelt feetear Mt era =2

el faeTear e SIF 91T $BRUATd 3fTel M8, M 9 31T 9T 2.

AT 9 & T IoTaee] U3 Rd. |1 2 & o7 ® da+ A IR / Sroedl 2d fohar amel yemeri=ar S9id oxeal a1 Jaeft fder s,
SR 1 SiH i, S gt FEiE) ared fhar vl smelt g Wad w8 e, IR i 4R R qftel g3 faeme 3.

SR 1 S Aifdet f& e oedl b a6 didl qur sferaeiie dae BRa A1), IR 9RT R At Wb Adftk U fERT. Seto ‘ql 3 T A9l
PRAT BT T TN P TE SReeT TRIG PRl H1?° YT ‘Tl 3PP e IFeigeri=an R $xal o1° 9 fa=ms .

PART 1/ ¥HT q PART 2 / 9T ?
DOES YOUR HUSBAND EVER: HOW OFTEN DID THIS HAPPEN IN THE LAST 12 MONTHS?
HIT IAYDT YRT HHY - froel 9 |rer fea g e ganm §
T WAt P - Ao aferd o el dar ST
707
FREQ SITIMES RARELY NEVER DK |SOBER [
a) Say or do something to humiliate you ERlER ol T i. : /
_in front of others? o YEs [~ REIN RLE
SRTE AHT MYd! e fewd & No [, IRIR Bl B e s o Arfad DRUNK []
. 2
SAIRTHHAR AT AT HRANT ¢ l ATet ATet TTEET 9T /
mh [, s O O 7™
DRUGS [
T TgTtET
T/ AR
g1l WA RS
b) Threaten you with harm?
AR IR BT AT o & ves [i— L] L1, s s Cls WSOBER_ Dl/
JeTell ARTATHT gHSH] T ? NO ?2 ATy
DRUNK [,
e TR /
IRE F T H
DRUGS [,
e geTerte
To| /AR
g1} AT IR
c) Threaten someone close to you with
harm? ves [h— | [ ] ] H [, |SCBER L
B1S O Bl B ART B eEd S & N0 [, ' ? : ) o i
T O Fhiell ARUATE! SHb! ‘L DRUNK [,
AT ? roeT T /
IRTG & I H
DRUGS [1s
T ugTtET
™/ AR
g1l AT IR
d) Threaten to leave/divorce you? YES |:|1—)
TATD B TGB! 3 SOBER [,
. o . NO ?2 [ P s 0. s [orunk OO,
Alg QU / FepIeTal gHb] Sdrd ? DRUGS [1s
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FREQ S/TIMES RARELY NEVER DK
708 a)  Push you, shake you, or throw IRIR HM HM  palfd B A Ao
something at you? T8t
gaPT Il © JMMIBI fST8iie o & A1 . a R o
- ves [] IRIR B Heft Farfd e wfed | SOBER [
3MTH SR FT B & 2 1> : 5 DRUNK [,
qrETeT ST AT fbar et g [NO - [ e |prUGs [,
HETE ? $ Ll 1. Cls (s Cls
b)  Slap you or twist your arm? YES |:|1—) SOBER [,
IS ARG & RUERNE LU Nno [, L L. Cs Cla Cs ggggg EZ
YIS ARG fohar &1 fesara ? 1 :
¢) Punch you with his fist or with |:| SOBER [1:
something that could hurt you? YES 1—> |:| |:| |:| |:| |:| DRUNK [
. 1 2 3 4 5
bl ARG § 7/ S AR ? NO ?2 DRUGS [
d) Kick you or drag you? SOBER [,
1 AR € A1 Rited €7 ves [ | [, [, (s O Os |BRuNe D
M AR fhar BIheadrd ? NO ?2 3
e) Tryto strang_le you or burn you? SOBER [
JTIHT Tl T © AT STl & 2 ves [li—> Ly Ll s . [Js |DPRUNK [,
JHe T Eard fhar gesd qara?  |NO ?2 DRUGS Ll
f)  Threaten you with a knife, gun, or SOBER [
other type of weapon? YES |:|1—) D |:| D D |:| DRUNK [,
- 1 2 3 4 5
m?@a—{cﬁmﬁﬂﬂg@uﬁ@ No [ DRUGS [,
| &7 1
JETel 1P 95@ a1 SR BARM
BICEERIN N
g) Attack you with a knife, gun, or other
type of weapon? | YES |:| =
g@ W a1 ﬁfﬂ:ﬁ ETW @' IN W NO |:|2 I:ll DZ I:|3 I:|4 DS SOBER Dl
? 1 DRUNK [,
. ﬁ o S DRUGS [1s
EAGINNG
h)  Physically force you to have sexual
intercourse with him even whenyou | yvgg - SOBER [
did not want to? NO E; [ [l [ [ s DRUNK [,
S gesT 7 & v o A wew b 1 DRUGS [k
fofg wo/qR #va 87
Il 3281 A9l TRING dee
SIUITATS] STaRGR PR Bl 7
i)  Force you to perform other sexual
acts you did not want to? vEs [h— 1, 1, (s A Cls gggﬁi El
S e F A dedt v aRAI @1 (N0 [, bRUGS [,
HOGR B SIf AIHT g T | 2
IV HIT YTsSdld, grelcll Jidsd
AR,
709 What other reasons, other than alcohol or drugs cause your
husband to hit you? Eg. Mother in law/ girlfriend ]
IRTG AR ARTY IS} & fATdl, AR DI SRV
MBI URT STIRT AR B2 O AR/ SR A<D Bl
ESERE
S5 9 IHIGTATRIEART SR BIVAT BRUTHT AT
Uch JRRTel ARG ? S¥- ARy /AT AR Jieaw.
710 CHECK 705 to 709: |dTeT 9oy ¥ 9oR & / U 9oy o 9o] TUET -
AT LEAST ONE ‘YES' / i) b Y SqaTel o1 STare ‘81’ ® a1l / e ver o <R “81 7 sma ot [, |»711
NOT A SINGLE 'YES' / UHH! WaTel &1 Sia19 ‘81 78! faan| / el ueard Sax “81 7 axeard [l |»713
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How long after you first got married did (this/any of these things)
first happen?

NUMBER OF YEARS foha™ 1et / fohelt a9.............

711
G a_; b ﬁj E”E:i geT g - DON'T kNow U ST81 / HIfed T8 L]
TR fobell feawai= €1 e Tl ? BEFORE MARRIAGE TTTET ¥ TES / arremqdf [,
IF LESS THAN ONE YEAR, RECORD '00'.
e : AFTER SEPARATION/DIVORCE
TR TP AT A $H & ar “oo” ford | _ s _
SR U quvel HYT 3 ) oo’ fr=T. ol IT T 8D d15 / TcThic fhdl ds STedHdr
712 | 712A. Did the following ever happen because of something | 712B. How many times did this happen during the last 12
your husband did to you: months?
A S H IR g B S BT 9T VAT AU IS ufd! | fee g6 arer feat IR Q4T ge g7
aSTEH AT 2017 AT THT quTE oY bl IT SHTe oS ?
I HH JHRAT TS TSl 3T BT 7
FREQ SITIMES RARELY NEVER DK
IRIR  H Bl B B ATt
a) You had bruises and aches? YES |:|1—) : :
e 3ms A7 No [, Ly 1. s s s
TRACH BRI ? \
b)  You had an injury or a broken bone?
S e ot AT 3_3\@" Gt oY ves [i— . P s s Cs
S el Bt fhar gTs Hieel I? NO ?2
c) You went to the doctor or health center as
a result of something your husband did to
you? ves [~ | [, Ll Lls Ll Lls
3T S’ I SR AT & ? NO ?2
TR SlacRids ST el BIT ?
d) You stayed in hospital at least one night as
a result of something your husband did to
you? YES El_) Ly 1. Lls s Cls
: NO
MY IRTAT H B HH gb XId AT STST 1 2
faamdt i ?
T 3@ P A Ud A Al
BIard ?
713 | Have you ever hit, slapped, kicked or done anything else to
physically hurt your husband at times when he was NOT already
beating or physically hurting you? YES E 2l [y 214
. . -
Ao S R H AR E 2 NO Tl ey L. 715
T AT ufaeT Pt AR 31 ?
714 |In the last 12 months, how many times have you hit, slapped, IF ZERO ASK WHY NOT? Tl a) / fopchl dar
kicked or done something to physically hurt your husband at a : v :
time when he was NOT already beating or physically hurting T dR RUNC AT, RUERIEEES 11'3
you? SR UHETE! AR HATEl, a) &1 ATl o e,
$h AT fhd=l IR MUY= 3= IRIPT gapT ART & 2
TepT U el dwoT Jrel A=A Uicrel HIRel 3T ?
715 | Has anyone other than your husband ever hit, slapped, kicked,
or done anything else to hurt you physically, even during your
childhood? YES & ar [y
gferds 3TeTaT IR fH¥ 3Tue! ART YieT &7 ad 999 |[NO  -ig) e P —718
H A? / ufcriRrary st polt JreTen WRS o1 dell
312 BT, TTET ABTHIVN T ?
716 | Who has physically hurt you in this way? MOTHER/FATHER  3TTS / dT&T [y

PRI afTae! @iie ugers €° ART/ Ul
PO JrETAT TMRID SO bell M8 BT 7

Anyone else? 3R ®IS? AMORGT PHIofi?
RECORD ALL MENTIONED. §dT1d 1%'1@' i 3 [S (_;E: E; zl.

SISTER/ BROTHER 81 / TS 98191 / s, [,

DAUGHTER/SON ¥eT / 9&1  Jarm / et [ s
MOTHER-IN-LAW/ FATHER-IN-LAW

AR/ YR AN/ ARR s
OTR FEMALE RELA TIVE/IN-LAW s
TRRTATe! Bls Afgel

OTR MALE RELATIVE/ IN-LAW Lls
ERTCATE PIg T

STRANGER / 3[FSI9 / 31! L1,
OTHER — SPECIFY / 3T gdclid Lls
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717 |Inthe last 12 months, how many times has this person hit, NUMBER OF TIMES / fha™ a® | forelt qIT
slapped, kicked, or done anything else to physically hurt you?
6 Ao fha R MU 39 S | AR el 91 dic ugars
g7
TepT el el da1 AT AhI JeeTell ARND FoT betl 3ATe ?
718 |Has any one ever hit, slapped, kicked, or done anything elseto |ygs g gl |:|l
hurt you physically while you were PREGNANT? ;
you pnysicaly y NO &I RISl L, 720
19 39 e QﬁERIIT %éﬁwmwxwmm NO ANSWER |:|
D 8 —720
WE I WIS AT ugarg ?
TR TRIGR A [aEI, POl JFeTell ST, qWS, T ARl
b 3= gl AR Ter1 faell Br?
719 | Who has done any of these things to physically hurt you while HUSBAND Yfa |:|l
you were pregnant? ) _ ] . ~ g
9 g e off, 3T | R e @ie ugdrs € 7 MOTHER/FATHER ST¢ T / e
. N SISTER/ BROTHER ¥8+ / WT§ 98107 / 9% s
—gm—&p[ TRIGQY JAHATT, dTTY D[ BT qdreldl RS ENill
St R ? DAUGHTER/SON deT / 91 Jerm / gemt [,
’ MOTHER-IN-LAW/ FATHER-IN-LAW
Anyone else? 3R HIS?  3TORET PHofi? AL s
OTR FEMALE RELA TIVE/IN-LAW |:|5
RECORD ALL MENTIONED. §a1T ford / wifirdeiet forgr. | STXTetdTedl PIE Af
OTR MALE RELATIVE/ IN-LAW D7
ERTCTATS BIS g
STRANGER 31FSTT / 318! Lls
OTHER — SPECIFY / 3T Sdei)i o
720 | CHECK 710, 715, AND 718: I¥9 990, 99y 30T 99¢ T
e v ¥t Harer b1 a9 g ¥ Rl FaTet o1 STarg g e A - 724
AT LEAST ONE ‘YES' [, NOT A SINGLE 'YES” [
{
721 | Have you ever told anyone or tried to get help to prevent or stop | YES &7 al |:|l - 722
(this person/these persons) from physically hurting you? ;
: NO el e L1, — 723
fHARY 3O I 919 FEl, A & AR ? R TP Adh &
forg o frefr wag ARt i ?
PIVISIae & ARIdel &I, Aed Hequarae! ? 8
qIUIRITST JFET HIUTT Had AT Bl &1 72
722 [ Who did you tell or from whom have you sought help? MOTHER/FATHER 37T -9T9T / HTT-YIdT Ll AT LEAST
Y AqS AN oA MOTHER-IN-LAW/ FATHER-IN-LAW ONE ‘YES’
DIV Had ARl Bl ? A -ER / A RN L1,
OTR FEMALE RELA TIVE/IN-LAW Lls GOTO 724
Anyone else??:ﬁ? E"ﬁg? STI'UWsﬁ €|3 U ? \H\{iﬂquﬂ Em—g H%("H
RECORD ALL MENTIONED OTR MALE RELATIVE/ IN-LAW D4
OTHER CAN BE teacher, employer, religious leader SENEEIE Eﬁ’sz‘ S
gam 77 ford, S @t - Riere, Wifetd, gHTS 3. FRIEND/NEIGHBOUR s
Hificreret forgT, S - Riered, A1e®, T[T TR, weell A1 eIl / AP RIS
DOCTOR/MEDICAL PERSONNEL DG
Sfdex / IRTT JAdH
WOMEN’A SUPPORT GROUP |:|7
A dae
POLICE / gfers/ difer [ls
OTHER - SPECIFY [ o

=T IAATY / AT
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723 | What is the main reason you have NEVER sought help? DON'T KNOW WHO TO GO TO |:|l
CZIASICGIISE|
@t o foedTe Aaq e A oft? NO USE / ST & 1,
D @ E‘f ad - SO HROT BT ? PART OF LIFE (DESTINY) ST ﬁ Q?:IT GIdIE‘f\I % |:|3
AFRAID OF DIVORCE/DESERTION A
X T BIS I AT TATh <
AFRAID OF FURTHER BEATINGS Lls
X T SR AR
AFRAID OF GETTING_ PERSON BEATING HER INTO TROUBLE
T ¥ S 9T BN 9 W BN Lls
EMBARRASSED / TIIRTE< / HT&Rd L1,
DON'T WANT TO DISGRACE FAMILY...... Lls
TAGR BT YA ol HRAT
OTHER — SPECIFY / 31 Sy / AT Lo
724 | As far as you know, did your father ever beat your mother?
STET T AP ATH & FT 3Mad I st Aty | YES BT Gl [l
drer o7? NO el SIEl 1.
T MR qErer it qEe ongen @t awer | PON T KNOW T A S [
g7

| am really grateful for the time you have given us. This research is expected to improve life for victims of domestic violence. | have asked you many questions
and have taken up your valuable time but | might have failed to ask you something that is very important to you and this research. If that is the case | would be
happy if you could share that with me. (MAKE NOTES OF ANYTHING SHE SAYS BELOW).

# |El H SMUD! MARY , S MU 3 g G971 39 Fehes & e © 5 sk | RSial & Sftas # guR ey | A ey
P FaTe O MR YD eId™ FH <11, W $ VAT a1 & 91 41 gol 781 IR 59 AeNgT a1 Y69 iR AH Y 98 Aedqul o,
U Bl Al Ul A9 I | g3 g 8| (PR 98 P qari ol o o |)

ERIERE A A JATHRT 3118, ! Al SAPT I (el I ARG AU&T AT &I ATIIRAAT SHIaIe GeRoT Blgel. I Jraia
g Y faaRel ifor g Sy I Hdell. YUl JS[el Blel T I il ST Hl faRugrea fgedn, @1 gHa=ar g aNfor a1
AT [ TRl R HEdredl 3l IR gRel T Hell STeX AN, Hell 3fHad dred. (Hrel Aiftidear fog =)

IF WOMAN HAS ADMITTED TO DV YOU MAY NEED TO TAKE HER NAME AND ADDRESS:

In view of what you have shared with me there might be information that needs to be followed up. If that were the case would you agree to
call you and meet with me at a time and place that is mutually convenient and safe for us?

IR B BN 7 TRARIS JAR R FRTSIoT AT fhar 7, 9 = &1 79 3R Tdl o |
3T i TSR & 3R Y I6d a8 H $B AN g 912 df 89 SIGRT Gl S8 e wahd 8 S18f GRIE ofR 37T & |

SR PIVT AfgeldR HISAF IR T AR Bl 3RIel IR ol Aia g o= forg =1, gt Aol off Arfed] faeh Qeed 5[ ®re! I
[RTRR o ¥el o) 3mqoT i oo |z feamft g1 yaar Wi,

TAKE DOWN NAME AND ADDRESS / I iR UdT ofRg / Fid 9 9=T foreT

FINISH BY SAYING: 8=a1§ ¥ &R HARIT X |
Thank you again for answering my questions. Please know that whatever you share with me will be treated anonymously.

BN AN FaTdll & STarg & & fU g=yare | 3faa] STHaR! AR ggar [« @ St |
AT A4 g SR [Seae SMHRT e, gl feelell Arfedt @ g Aig Iwl Squard dge.
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