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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 

quarter 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 
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(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 KJ 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. I may not reach them, but I 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).  
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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).  
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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).   
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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 illness (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. 
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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 
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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.  
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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 
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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.   
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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. 
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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 

km2), 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 

http://au.wrs.yahoo.com/_ylt=A0S0uD0rXYFPMBMAFi8W5gt.;_ylu=X3oDMTBpcGszamw0BHNlYwNmcC1pbWcEc2xrA2ltZw--/SIG=12pv5hseq/EXP=1333906859/**http:/www.neptunetravco.com/page1f38.html?id=Maps of India
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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 US$ 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 km² 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).  

 

 

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

 

 

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 

Approximate location of Pratikshanagar 
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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.  
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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 km2 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 K J 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 KJ 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.  
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 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 KJ 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 INTIMATE 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 Östlin, 

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 Östlin, 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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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., 2002a, 

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, 1999a, 

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.   

 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).  

 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).  

 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 I 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. 

 

 

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 

Lindqvist, 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 
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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., 

2009). 

 

Illicit 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 
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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 



 

57 

 

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: 

 Causal antecedents or person related variables such as beliefs and 

commitments and environmental variables such as situational limitations and 

requirements; 

 Mediating processes such as mental assessment of the requirements of the 

situation as well as the required coping strategies (problem and/or emotional 

focused); 

 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).  



 

61 

 

 

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 (Sjögren 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 (Brandtstädter, 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: 

 Preventive coping – occurs a significantly long time prior to a stressor; for 

example an overweight person losing weight to avoid the risk of diabetes  

 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. 

 Dynamic coping – occurs while the stressor or stressful event is ongoing; for 

example, meditating to divert attention from pain during childbirth  

 Reactive coping – occurs after exposure to a stressor or stressful event; for 

example, getting used to a wheelchair after a car accident. 

 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: 

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

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

violence restraining orders),  

 Safety planning (hiding money, improving safety), 

 Resistance (fighting back, shouting, physical retaliation, leaving home), and  

 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. 

 

 

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, DeJonghe 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 III, 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, Elfström 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: 

 Poor study design and methodological issues,  

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

after data collection, 

 Poorly trained data collectors, 

 Lack of support services to refer participants to if necessary, and  

 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. 

iv. 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. 

v. 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 

http://www.measuredhs.com/
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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 
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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 

questions 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  

 Who makes decisions about your health? 

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

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

 Who has final say on big household purchases? 

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

 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 I could call on if I 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: 

 Social support – if responses included ‘visit family or friends’ ‘talk to husband’ 

or ‘spend time with kids’ 

 Spirituality – if responses included ‘pray’, ‘visit temple’ or ‘read holy book’ 

 Actively cope – if responses included ‘deal with it’ or ‘work out a solution’ 

 Distraction – if responses included ‘cook’, ‘watch TV’ or ‘go for a walk’ 

 Distress – if responses included ‘cry’ or ‘sleep’ 

 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 

questionnaire 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 

questionnaires, 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 18th 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 18th 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 (CHWs) 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 KJ 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 

questions 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 

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 

qualitative 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.   

 

 

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 jātis 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). 

 

 

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 



 

105 

 

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. 

 

 

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 (GI) 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: 

 Lack of money; 

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

 Issues 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. 

 

 

Income in INR 

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 0. 

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, χ2 (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 χ2 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, χ2 (1, N = 903) = 70.31, p = 0.000, and reported poor health 

χ2(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 

 No IPV Any IPV EIPV PIPV SIPV All 3 IPV 

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 3.3 

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 81.4 

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 5.3 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 



 

120 

 

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 χ
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  

prevalence 

How often in occurred in the past year 

(Row percentages) 

   

 Frequently        Sometimes          Rarely 

Abuse occurred when husband was: 

(Row percentages) 

   Sober      Drunk      Drugs      Sober or   Sober or 

                                                        drunk         drugs 

Psychological and emotional abuse          

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 

Physical abuse          

Pushes, shakes her or throws something at her 14.8 4.9 92.7 2.4 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 33.3 33.3 33.3 0.0 100.0 0.0 0.0 0.0 

Sexual abuse          

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. 

 

 

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 (%) 

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 

 Lifetime 
prevalence 
(frequency) 

Frequently Sometimes Rarely 

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 

as a result of violence by the husband  

6.3 (57) 9.1 86.4 4.5 

She had to stay in hospital at least one night 

because of violence by the husband 

4.6 (42) 0.0 20.0 80.0 

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, [χ2(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 IPV, 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% CI 

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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 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. 

 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% CI 

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% CI 

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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 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% CI 

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: 

 A year increase 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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 A year 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. 

 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. 

 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. 

 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. 

 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, χ2(2, N = 640) = 18.308, p = 0.000. Significantly more women 

whose husbands displayed any controlling behaviour had CMD, χ2 (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, χ2 (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% CI 

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 year 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, χ2(1, N = 257) = 8.119, p = 0.004, but significantly more women whose 

husbands employed controlling behaviours had CMD, χ2(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, χ2(1, N = 

257) = 4.818, p = 0.028. Furthermore, significantly fewer women with CMD reported 

good physical health compared to women with no CMD, χ2(1, 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% CI 

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 

 A year 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. 

 A year increase in the husband’s age has the effect of multiplying the estimated 

odds of CMD in the wife by 1.17.  

 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. 

 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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 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 

qualitative 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 
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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 Lindqvist, 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, DeJonghe 

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% CI 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:  

 It 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 WHO’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. 

 

3. 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. 

 

4. 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.  

 

5. 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 

question 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 KJ 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: 

 An interdisciplinary approach to IPV and a no wrong door policy 

 A focus on prevention including healthy relationships 

 Partnering up with the community in education, intervention and prevention 

 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: 

 The creation of a network of support for IPV victims and their families that is 

both available and accessible; 

 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 

 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:  

 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;  

 Memoranda of Understanding (MOUs) signed by all participants (police, 

women’s refuge, counselling service, correctional services, health services, 

Aboriginal health services); 

 Development and implementation of shared referral forms; 

 Promotion of the use of shared referral forms among staff members; 

 Commitment to participate in joint case conferencing on complex individual 

cases, and 

 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 MOUs 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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Figure 7.2 Potential ‘no wrong door’ referral pathways for women that access health services at KJ 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. 

 

  



 

 
177 

References 

 

ABBOTT, P. & WILLIAMSON, E. 1999. Women, health and domestic violence. 

Journal of Gender Studies, 8, 83. 

ABORIGINAL & TORRES STRAIT ISLANDER SOCIAL JUSTICE COMMISSIONER 2007. 

Social Justice Report 2007. Sydney: Human Rights and Equal Opportunity 

Commission. 

ABRAMSKY, T., WATTS, C., GARCIA-MORENO, C., DEVRIES, K., KISS, L., ELLSBERG, 

M., JANSEN, H. & HEISE, L. 2011. What factors are associated with recent 

intimate partner violence? findings from the WHO multi-country study on 

women's health and domestic violence. BMC public health, 11, 109. 

ACCESS ECONOMICS 2004. The Cost of Domestic Violence to the Australian 

Economy. Canberra. 

ACHARYA, D., BELL, J., SIMKHADA, P., VAN TEIJLINGEN, E. & REGMI, P. 2010. 

Women's autonomy in household decision-making: a demographic study in 

Nepal. Reproductive Health, 7, 15. 

ACIERNO, R., RESNICK, H. & KILPATRICK, D. 1997. Health impact of interpersonal 

violence 1:  Prevalence rates, case identification, and risk factors for sexual 

assault, physical assault, and domestic violence in men and women. 

Behavioral Medicine, 23, 53. 

ACKERSON, L., KAWACHI, I., BARBEAU, E. & SUBRAMANIAN, S. 2008. Effects of 

individual and proximate educational context on intimate partner 

violence: a population-based study of women in India. American Journal of 

Public Health, 98, 507 - 514. 

AHMAD, F., RIAZ, S., BARATA, P. & STEWART, D. 2004. Patriarchal beliefs and 

perceptions of abuse among South Asian immigrant women. Violence 

against Women, 10, 262-282. 

AHMED-GHOSH, H. 2004. Chattels of Society: Domestic Violence in India. Violence 

Against Women, 10, 94-118. 

ALHABIB, S., NUR, U. & JONES, R. 2010. Domestic Violence Against Women: 

Systematic Review of Prevalence Studies. Journal of Family Violence, 25, 

369-382. 



 

 
178 

ALI, N., ALI, B. & AZAM, I. 2009. Post partum anxiety and depression in peri-urban 

communities of Karachi, Pakistan: a quasi-experimental study - art. no. 

384. BMC public health, 9, 384-384. 

ALIM, T., FEDER, A., GRAVES, R., WANG, Y., WEAVER, J., WESTPHAL, M., ALONSO, 

A., AIGBOGUN, N., SMITH, B., DOUCETTE, J., MELLMAN, T., LAWSON, W. & 

CHARNEY, D. 2008. Trauma, Resilience, and Recovery in a High-Risk 

African-American Population. American Journal of Psychiatry, 165, 1566-

1575. 

AMBUEL, B., TRENT, K., LENAHAN, P., CRONHOLM, P., DOWNING, D., JELLEY, M. & 

AL., E. 2011. Competencies needed by health professionals for addressing 

exposure to violence and abuse in patient care. Eden Prairie (MN): 

Academy on Violence and Abuse. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS 2012. Intimate 

partner violence Committee Opinion, 518, 1-6. 

AMERICAN MEDICAL ASSOCIATION 1992. Diagnostic and Treatment Guidelines on 

Domestic Violence. Chicago, IL: American Medical Association  

AMERICAN MEDICAL ASSOCIATION 1996. Family Violence: Building a Coordinated 

Community Response. 

ANATAS, J. 2007. Theorizing (in)equity for women in social work. Journal of 

Women and Social Work, 22, 235-239. 

ANDERSON, K. 2005. Theorizing gender in intimate partner violence research. Sex 

Roles, 52, 853-865. 

ANDERSON, S. & ESWARAN, M. 2009. What determines female autonomy? 

Evidence from Bangladesh. Journal of Development Economics, 90, 179-

191. 

ASTHANA, S. 1996. Women's health and women's empowerment: a locality 

perspective. Health & Place, 2, 1-13. 

AWASTHI, P. & MISHRA, R. 2011. Illness Beliefs and Coping Strategies of Diabetic 

Women. Psychological Studies, 56, 176-184. 

AZIZ, M. 2004. Role stress among women in the Indian information technology 

sector. Gender in Management: An International Journal, 19, 356 - 363. 



 

 
179 

BABAR, S., ARSALAN, K., MUHAMMAD, K., HAMZA, K., KIRAN, N., NADIA, K. & 

SAADIYA, K. 2004. Students, Stress and Coping Strategies: A Case of 

Pakistani Medical School. Education for Health: Change in Learning &amp; 

Practice, 17, 346-353. 

BABU, B. & KAR, S. 2009. Domestic violence against women in eastern India: a 

population-based study on prevalence and related issues. BMC public 

health, 9, 129. 

BABU, B. & KAR, S. 2010. Domestic violence in Eastern India: Factors associated 

with victimization and perpetration. Public Health, 124, 136-148. 

BABU, G. & BABU, B. 2011. Dowry deaths: a neglected public health issue in India. 

International Health, 3, 35-43. 

BAETZ, M. & J, T. 2009. Clinical Implications of Research on Religion, Spirituality, 

and Mental Health. Résumé : Implications cliniques de la recherche sur la 

religion, la spiritualité et la santé mentale., 54, 292-301. 

BANDURA, A. 1977. Social Learning Theory New York, General Learning Press. 

BANDURA, A. 1986. The Social Foundation of Thought and Action: a Social 

Cognitive Theory, Englewood Cliffs, NJ, Prentice-Hall. 

BANDURA, A., ROSS, D. & ROSS, S. 1961. Transmission of aggression through 

imitation of aggressive models. The Journal of Abnormal and Social 

Psychology, 63, 575-582. 

BANGDIWALA, S., RAMIRO, L., SADOWSKI, L., BORDIN, I., HUNTER, W. & 

SHANKAR, V. 2004. Intimate partner violence and the role of 

socioeconomic indicators in WorldSAFE communities in Chile, Egypt, India 

and the Philippines. Injury Control and Safety Promotion, 11, 101-109. 

BARNES, G., GREENWOOD, L. & SOMMER, R. 1991. Courtship Violence in a 

Canadian Sample of Male College-Students. Family Relations, 40, 37-44. 

BARRERA, M. 1980. A method for the assessment of social support networks in 

community survey research. Connection, 3, 8-13. 

BATES, L., SCHULER, S., ISLAM, F. & ISLAM, M. 2004. Socioeconomic factors and 

processes associated with domestic violence in rural Bangladesh. 

International Family Planning Perspectives, 30, 190-199. 



 

 
180 

BAYLY, S. 1999. Caste, Society and Politics in India from the Eighteenth Century to 

the Modern Age, Cambridge, University of Cambridge. 

BEEHR, T. & MCGRATH, J. 1996. The methodology of research on coping: 

Conceptual, strategic, and operational-level issues. In: M, Z. & NS, E. (eds.) 

Handbook of coping - theory, research, applications. New York: Wiley. 

BEER, C. 2009. Democracy and Gender Equality. Studies in Comparative 

International Development (SCID), 44, 212-227. 

BEGUM, S., DWIVEDI, S., PANDEY, A. & MITTAL, S. 2010. Association between 

domestic violence and unintended pregnancies in India: findings from the 

National Family Health Survey-2 data. The National Medical Journal of 

India, 23, 198-200. 

BELL, K. & NAUGLE, A. 2008. Intimate partner violence theoretical considerations: 

Moving towards a contextual framework. Clinical Psychology Review, 28, 

1096-1107. 

BENNETT, L., TOLMAN, R., ROGALSKI, C. & SRINIVASARAGHAVAN, J. 1994. 

Domestic abuse by male alcoholics and drug addicts. Violence and Victims, 

9, 359-368. 

BHATT, R. 1998. Domestic violence and substance abuse. International Journal of 

Gynecology & Obstetrics, 63, S25-S31. 

BLACK, M. 2011. Intimate Partner Violence and Adverse Health Consequences 

Implications for Clinicians. American Journal of Lifestyle Medicine, 5, 428-

439. 

BOGAT, G., CHIN, R., SABBATH, W. & SCHWARTZ, C. 1983. The adult’s social 

support questionnaire. Tech.Rep. 2. East Lansing: Michigan State 

University. 

BONOMI, A., THOMPSON, R., ANDERSON, M., REID, R., CARRELL, D., DIMER, J. & 

RIVARA, F. 2006. Intimate Partner Violence and Women’s Physical, Mental, 

and Social Functioning. American Journal of Preventive Medicine, 30, 458-

466. 

BOSCH, K. & BERGEN, M. 2006. The Influence of Supportive and Nonsupportive 

Persons in Helping Rural Women in Abusive Partner Relationships Become 

Free from Abuse. Journal of Family Violence, 21, 311-320. 



 

 
181 

BOSMA, H., MARMOT, M., HEMINGWAY, H., NICHOLSON, A., BRUNNER, E. & 

STANSFELD, S. 1997. Low job control and risk of coronary heart disease in 

whitehall ii (prospective cohort) study. BMJ, 314, 558. 

BOTT, S., MORRISON, A. & ELLSBERG, M. 2005. Preventing and responding to 

gender-based violence in middle and low-income countries : a global 

review and analysis. Policy, research working paper The World Bank. 

BOYLE, M., GEORGIADES, K., CULLEN, J. & RACINE, Y. 2009. Community influences 

on intimate partner violence in India: Women's education, attitudes 

towards mistreatment and standards of living. Social Science & Medicine, 

69, 691-697. 

BRAAF, R. & BARRETT-MEYERING, I. 2011. Seeking Security: promoting women’s 

economic wellbeing following domestic violence. Sydney: Department of 

Families, Housing, Community Services and Indigenous Affairs   

BRADLEY, R., SCHWARTZ, A. & KASLOW, N. 2005. Posttraumatic stress disorder 

symptoms among low-income, African American women with a history of 

intimate partner violence and suicidal behaviors: Self-esteem, social 

support, and religious coping. Journal of Traumatic Stress, 18, 685-696. 

BRANDTSTÄDTER, J. 1992. Personal control over development: Implications of 

self-efficacy. In: SCHWARZER, R. (ed.) Self efficacy: Thought control of 

action Washington, DC: Hemisphere. 

BREWER, G., ROY, M. & SMITH, Y. 2010. Domestic violence: the psychosocial 

impact and perceived health problems. Journal of Aggression, Conflict & 

Peace Research, 2, 4-15. 

BRIGHOUSE, H. & WRIGHT, E. 2008. Strong Gender Egalitarianism. Politics & 

Society, 36, 360-372. 

BROWN, M. 2006. A Critical Perspective on Violence. In: DEKESEREDY, W. & 

PERRY, B. (eds.) Advancing Critical Criminology: Theory and Application. 

Oxford, UK: Lexington Books. 

BRUNNER, E. & MARMOT, M. 2005. Social organisation, stress and health. In: 

MARMOT, M. & WILKINSON, R. (eds.) Social Determinants of Health. 2 ed. 

Oxford: OUP Oxford. 



 

 
182 

BRUNSON, E., SHELL-DUNCAN, B. & STEELE, M. 2009. Women's autonomy and its 

relationship to children's nutrition among the Rendille of northern Kenya. 

American Journal of Human Biology, 21, 55-64. 

BULBECK, C. 1997. Living feminism: the impact of the women’s movement on 

three generations of Australian women, Cambridge, Cambridge University 

Press. 

CAMPBELL, J. 2002. Health consequences of intimate partner violence. The Lancet, 

359, 1331-1336. 

CAMPBELL, J., JONES, A., DIENEMANN, J., KUB, J., SCHOLLENBERGER, J. & 

O'CAMPO, P. 2002. Intimate partner violence and physical health 

consequences. Archives Internal Medicine, 162, 1157 - 1163. 

CAMPBELL, J. & SOEKEN, K. 1999. Forced sex and intimate partner violence: 

effects on women's risk and women's health. Violence Against Women, 5, 

1017-1035. 

CAMPBELL, T. & CAMPBELL, A. 2007. Emerging Disease Burdens and the Poor in 

Cities of the Developing World. Journal of Urban Health, 84, 54-64. 

CARLSON, B., MCNUTT, L., CHOI, D. & ROSE, I. 2002. Intimate partner abuse and 

mental health:  The role of social support and other protective factors. 

Violence against Women, 8, 720-745. 

CARVER, C., SCHEIER, M. & WEINTRAUB, J. 1989. Assessing coping strategies: a 

theoretically based approach. Journal of personality and social psychology, 

56, 267 -283  

CARVILLE, K., LEHMANN, D., HALL, G., MOORE, H., RICHMOND, P., DE KLERK, N. & 

BURGNER, D. 2007. Infection is the major component of the disease 

burden in aboriginal and non-aboriginal Australian children: a population-

based study. Pediatr Infect Dis J, 26, 210-6. 

CASCARDI, M., O'LEARY, D. & SCHLEE, K. 1999. Co-occurrence and Correlates of 

Posttraumatic Stress Disorder and Major Depression in Physically Abused 

Women. Journal of Family Violence, 14, 227-249. 

CHAN, K., TIWARI, A., FONG, D., LEUNG, W., BROWNRIDGE, D. & HO, P. 2009. 

Correlates of in-law conflict and intimate partner violence against Chinese 



 

 
183 

pregnant women in Hong Kong. Journal of Interpersonal Violence, 24, 97-

110. 

CHANDRA, P. & SATYANARAYANA, V. 2010. Gender disadvantage and common 

mental disorders in women. International Review of Psychiatry, 22, 513-

524. 

CHANDRA, P., SATYANARAYANA, V. & CAREY, M. 2009. Women reporting 

intimate partner violence in India: Associations with PTSD and depressive 

symptoms. Archives of Womens Mental Health, 12, 203-209. 

CHAUDHARY, A., GIRDHAR, S. & SONI, R. 2009. Epidemiological Correlates Of 

Domestic Violence In Married Women In Urban Area Of Ludhiana, Punjab, 

India. The Internet Journal of Health 9. 

CHEN, Y., SUBRAMANIAN, S., ACEVEDO-GARCIA, D. & KAWACHI, I. 2005. Women's 

status and depressive symptoms: A multilevel analysis. Social Science 

&amp; Medicine, 60, 49-60. 

CHO, H. 2012. Use of Mental Health Services Among Asian and Latino Victims of 

Intimate Partner Violence. Violence against Women, 18, 404-419. 

CHOWDHARY, N. & PATEL, V. 2008. The effect of spousal violence on women's 

health: findings from the Stree Arogya Shodh in Goa, India. Journal of 

postgraduate medicine, 54, 306-12. 

COHEN, S., JANICKI-DEVERTS, D. & MILLER, G. E. 2007. Psychological stress and 

disease. Journal of the American Medical Association, 298, 1685-1687. 

COHEN, S., MERMELSTEIN, R., KAMARCK, T. & HOBERMAN, H. 1985. Measuring 

the functional components of social support. In: IG, S. & BR, S. (eds.) Social 

support: Theory, research and applications. The Hague, the Netherlands: 

Martinus, Nijhof. 

COHEN, S. & SYME, S. (eds.) 1985. Social Support and Health, New York: Academic 

Press. 

COHEN, S. & WILLS, T. 1985. Stress, social support, and the buffering hypothesis. 

Psychological bulletin, 98, 310-57. 

COKER, A., DAVIS, K., ARIAS, I., DESAI, S., SANDERSON, M., BRANDT, H. & SMITH, 

P. 2002a. Physical and mental health effects of intimate partner violence 



 

 
184 

for men and women. American Journal of Preventive Medicine, 23, 260-

268. 

COKER, A. & RICHTER, D. 1998. Violence against women in Sierra Leone: frequency 

and correlates of intimate partner violence and forced sexual intercourse. 

African journal of reproductive health, 2, 61-72. 

COKER, A., SMITH, P., BETHEA, L., KING, M. & MCKEOWN, R. 2000. Physical health 

consequences of physical and psychological intimate partner violence. 

Archives of Family Medicine, 9, 451-457. 

COKER, A., SMITH, P., THOMPSON, M., MCKEOWN, R., BETHEA, L. & DAVIS, K. 

2002b. Social support protects against the negative effects of partner 

violence on mental health. Journal of Womens Health Gender Based 

Medicine, 11, 465-76. 

COKER, A., WATKINS, K., SMITH, P. & BRANDT, H. 2003. Social support reduced 

the impact of partner violence on health: application of structural equation 

models. Preventative Med, 37, 259-267. 

CONNELL, R. 1995. Masculinities, St Leonards, NSW, Allen & Unwin. 

COUNTS, D., BROWN, J. & CAMPBELL, J. 1992. Sanctions and Sanctuary: Cultural 

Perspectives on the Beating of Wives, Boulder, Westview Press. 

CRISSON, J. & KEEFE, F. 1988. The relationship of locus of control to pain coping 

strategies and psychological distress in chronic pain patients. Pain, 35, 147-

154. 

CRONBACH, L. & SHAVELSON, R. 2004. My Current Thoughts on Coefficient Alpha 

and Successor Procedures. Educational and Psychological Measurement, 

64, 391-418. 

CULVER, J., ARENA, P., WIMBERLY, S., ANTONI, M. & CARVER, C. 2004. Coping 

among African American, Hispanic, and non-Hispanic white women 

recently treated for early stage breast cancer. Psychology & Health, 19, 

157-166. 

D'COSTA, G., NAZARETH, I., NAIK, D., VAIDYA, R., LEVY, G., PATEL, V. & KING, M. 

2007. Harmful Alcohol Use in Goa, India and its Associations with Violence: 

A Study in Primary Care. Alcohol and Alcoholism, 42, 131-137. 



 

 
185 

DAGA, N. & HUSAIN, A. 2001. A study of social family role stress and social 

support among working women. In: HUSAIN, A. (ed.) Stress Research and 

Stress Management. Aligarh, India: Aligarh Muslim University, . 

DALAL, K. & LINDQVIST, K. 2010. A National Study of the Prevalence and 

Correlates of Domestic Violence Among Women in India. Asia-Pacific 

Journal of Public Health, 1-13. 

DALGARD, O. 2008. Social inequalities in mental health in Norway: possible 

explanatory factors. International Journal for Equity in Health, 7. 

DAS, S., BALAKRISHNAN, V. & VASUDEVAN, D. 2006. Alcohol: its health and social 

impact in India. The National Medical Journal of India, 19, 94-9. 

DASGUPTA, S., HENNESSEY, S. & MUKHOPADHYAY, R. 1999. Caste, Class and 

Family Structure in West Bengal Villages. Journal of Comparative Family 

Studies, 30, 561-577  

DEBOER, M., LIMA, A., ORÍA, R., SCHARF, R., MOORE, S., LUNA, M. & GUERRANT, 

R. 2012. Early childhood growth failure and the developmental origins of 

adult disease: do enteric infections and malnutrition increase risk for the 

metabolic syndrome? Nutrition Reviews, 70, 642-653. 

DECKER, M., SEAGE, G., HEMENWAY, D., RAJ, A., SAGGURTI, N., BALAIAH, D. & 

SILVERMAN, J. 2009. Intimate partner violence functions as both a risk 

marker and risk factor for women's HIV infection: Findings from Indian 

husband-wife dyads. Journal of Acquired Immune Deficiency Syndromes, 

51, 593-600. 

DEJONGHE, E., BOGAT, G., LEVENDOSKY, A. & VON EYE, A. 2008. Women survivors 

of intimate partner violence and post-traumatic stress disorder: Prediction 

and prevention. Journal of postgraduate medicine 54, 294-300. 

DEMETRIOS, N., ANGLIN, D., TALIAFERRO, E., STONE, S., TUBB, T. & LINDEN, J. E. 

A. 1999. Risk factors for injury to women from domestic violence. The New 

England Journal of Medicine, 341, 1892-1898. 

DEPARTMENT OF RELIEF AND REHABILITATION. 2012. Mumbai Plan [Online]. 

Mumbai, India: Government of Maharashtra, India.  [Accessed 21/6/2012 

2012]. 



 

 
186 

DEVRIES, K., KISHOR, S., JOHNSON, H., STÖCKL, H., BACCHUS, L., GARCIA-

MORENO, C. & WATTS, C. 2010. Intimate partner violence during 

pregnancy: analysis of prevalence data from 19 countries. Reproductive 

Health Matters, 18, 158-170. 

DEVRIES, K., WATTS, C., YOSHIHAMA, M., KISS, L., SCHRAIBER, L., DEYESSA, N., 

HEISE, L., DURAND, J., MBWAMBO, J., JANSEN, H., BERHANE, Y., ELLSBERG, 

M. & GARCIA-MORENO, C. 2011. Violence against women is strongly 

associated with suicide attempts: Evidence from the WHO multi-country 

study on women's health and domestic violence against women. Social 

Science & Medicine, 73, 79-86. 

DIAMOND-SMITH, N., LUKE, N. & MCGARVEY, S. 2008. Too many girls, too much 

dowry’: Son preference and daughter aversion in rural Tamil Nadu, India. 

Culture Health and Sexuality, 10, 697. 

DOBASH, R. & DOBASH, R. 1979. Violence against wives: A case against the 

patriarchy, New York, Free Press. 

DOMINELLI, L. 2008. Feminist theory. In: DAVIES, M. (ed.) The Blackwell 

companion to social work. Oxford: Blackwell Publishing. 

DUTTON, M. 2009. Pathways linking intimate partner violence and posttraumatic 

disorder. Trauma, Violence, and Abuse, 10, 211-224. 

DUTTON, M. & GREENE, R. 2010. Resilience and Crime Victimization. Journal of 

Traumatic Stress, 23, 215-222. 

DYSON, T. & MOORE, M. 1983. On Kinship Structure, Female Autonomy and 

Demographic Behaviour in India. Population and Development Review, 9, 

35-60. 

EAPEN, M. & KODOTH, P. 2003. Family structure, women's education and work: 

re-examining the high status of women in Kerala. In: MUKHOPADHYAY, S. 

& SUDARSHAN, R. (eds.) Tracking gender equity under economic reforms: 

continuity and change in South Asia. New Delhi, India: Kali for Women and 

International Development Research Centre. 

EDMEADES, J., LEE-RIFE, S. & MALHOTRA, A. 2010. Women and Reproductive 

Control: The Nexus between Abortion and Contraceptive Use in Madhya 

Pradesh, India. Studies in Family Planning, 41, 75-88. 



 

 
187 

EL-BASSEL, N., GILBERT, L., WU, E., GO, H. & HILL, J. 2005. Relationship Between 

Drug Abuse and Intimate Partner Violence: A Longitudinal Study Among 

Women Receiving Methadone. American Journal of Public Health, 95, 465-

470. 

ELFSTRÖM, M. & KREUTER, M. 2006. Relationships Between Locus of Control, 

Coping Strategies and Emotional Well-Being in Persons with Spinal Cord 

Lesion. Journal of Clinical Psychology in Medical Settings, 13, 89-100. 

ELLSBERG, M., CALDERA, T., HERRERA, A., WINKVIST, A. & KULLGREN, G. 1999a. 

Domestic violence and emotional distress among Nicaraguan women: 

Results from a population-based study. American Psychologist, 54, 30-36. 

ELLSBERG, M. & HEISE, L. 2002. Bearing witness: Ethics in domestic violence 

research. The Lancet, 359, 1599-1604. 

ELLSBERG, M. & HEISE, L. 2005. Researching Violence Against Women: A Practical 

Guide for Researchers and Activists. Washington, DC: WHO and PATH. 

ELLSBERG, M., HEISE, L., PENA, R., AGURTO, S. & WINKVIST, A. 2001. Researching 

domestic violence against women: Methodological and ethical 

considerations. Studies in Family Planning, 32, 1-16. 

ELLSBERG, M., JANSEN, H., HEISE, L., WATTS, C. & GARCIA-MORENO, C. 2008. 

Intimate partner violence and women's physical and mental health in the 

WHO multi-country study on women's health and domestic violence: an 

observational study. The Lancet, 371, 1165-1172. 

ELLSBERG, M., PENA, R., HERRERA, A., LILJESTRAND, J. & WINKVIST, A. 1999b. 

Wife abuse among women of childbearing age in Nicaragua. American 

Journal of Public Health, 89, 241-244. 

ELLSBERG, M., PENA, R., HERRERA, A., LILJESTRAND, J. & WINKVIST, A. 2000. 

Candies in hell: Women's experiences of violence in Nicaragua. Social 

Science & Medicine, 51, 1595-1610. 

FADARDI, J. & ZIAEE, S. 2009. A comparative study of anxiety, stress, and 

depression in physically abused and non-abused Iranian wives. Iranian 

Journal of Psychiatry and Behavioral Sciences, 3, 15-24. 

FIKREE, F. & BHATTI, L. 1999. Domestic violence and health of Pakistani women. 

Int J Gynecol & Obst, 65, 195-201. 



 

 
188 

FOLLINGSTAD, D., RUTLEDGE, L., BERG, B., HAUSE, E. & POLEK, D. 1990. The role of 

emotional abuse in physically abusive relationships. Journal of Family 

Violence, 5, 107-120. 

FOWLER, D. & HILL, H. 2004. Social Support and Spirituality as Culturally Relevant 

Factors in Coping Among African American Women Survivors of Partner 

Abuse. Violence against Women, 10, 1267-1282. 

FRASER, H. & MCMASTER, K. 2009. Gender, sexuality and power. In: CONNOLLY, 

M. & HARMS, L. (eds.) Social work - context and practice. Melbourne: 

Oxford University Press. 

FUGATE, M., LANDIS, L., RIORDAN, K., NAURECKAS, S. & ENGEL, B. 2005. Barriers 

to Domestic Violence Help Seeking: Implications for Intervention. Violence 

against Women, 11, 290-310. 

FURNHAM, A., AKANDE, D. & BAGUMA, P. 1999. Beliefs about health and illness 

in three countries: Britain, South Africa and Uganda. Psychology, Health 

and Medicine, 4, 189-201. 

FUSILIER, M., GANSTER, D. & MAYES, B. 1987. Effects of Social Support, Role 

Stress, and Locus of Control on Health. Journal of Management, 13, 517-

528. 

GARCIA-MORENO, C., JANSEN, H., ELLSBERG, M., HEISE, L. & WATTS, C. 2006. 

Prevalence of intimate partner violence: findings from the WHO multi-

country study on women's health and domestic violence. The Lancet, 368, 

1260 - 1269. 

GAUTAM, S., NIJHAWAN, M. & KAMAL, P. 1987. Standardization of Hindi version 

of Goldberg's General Health Questionnaire. Indian Journal of Psychiatry, 

29, 63 - 66. 

GHOSH, D. 2007. Predicting Vulnerability of Indian Women to Domestic Violence 

Incidents. Research and Practice in Social Sciences, 3, 48-72. 

GLUCKMAN, P., HANSON, M. & PINAL, C. 2005. The developmental origins of adult 

disease. Maternal & Child Nutrition, 1, 130-141. 

GO, V., SETHULAKSHMI, C., BENTLEY, M., SIVARAM, S., SRIKRISHNAN, A., 

SOLOMON, S. & CELENTANO, D. 2003. When HIV-Prevention Messages and 



 

 
189 

Gender Norms Clash: The Impact of Domestic Violence on Women's HIV 

Risk in Slums of Chennai, India. AIDS and Behavior, 7, 263-272. 

GOEL, R. 2005. Sita's Trousseau: Restorative Justice, Domestic Violence, and South 

Asian Culture. Violence Against Women, 11, 639-665. 

GOLDBERG, D. 1972. The Detection of Psychiatric Illness by Questionnaire, London, 

Oxford University Press. 

GOLDBERG, D. & BLACKWELL, B. 1970. Psychiatric illness in general practice. A 

detailed study using a new method of case identification. British Medical 

Journal, 1, 439 - 443. 

GOLDBERG, D. & WILLIAMS, P. 1988. A user's guide to the General Health 

questionnaire. Windsor, UK: NFER-Nelson. 

GOLDING, J. 1996. Sexual assault history and limitations in physical functioning in 

two general population samples. Research Nursing & Health, 19, 33-44. 

GOLDING, J. 1999. Intimate Partner Violence as a Risk Factor for Mental Disorders: 

A Meta-Analysis. Journal of Family Violence, 14, 99-132. 

GOLDSTEIN, D. & ROSENBAUM, A. 1985. An evaluation of the self-esteem of 

maritally violent men. Family Relations, 34, 425-428. 

GONDOLF, E. 2004. Evaluating Batterer Counseling Programs: A Difficult Task 

Showing Some Effects and Implications. Aggression and Violent Behavior, 

9, 605-631. 

GOROSPE, E. & OXENTENKO, A. 2012. Nutritional consequences of chronic 

diarrhoea. Best Practice & Research Clinical Gastroenterology, 26, 663-675. 

GOVINDASAMY, P. & MALHOTRA, A. 1996. Women’s position and family planning 

in Egypt. Studies in Family Planning, 27, 328-340. 

GRACEY, M. & KING, M. 2009. Indigenous health part 1: determinants and disease 

patterns. The Lancet, 374, 65-75. 

GRAHAM-BERMANN, S., SULARZ, A. & HOWELL, K. 2011. Additional adverse 

events among women exposed to intimate partner violence: Frequency 

and impact. Psychology of Violence, 1, 136-149. 

GRAHAM-KEVAN, N. & ARCHER, J. 2003. Intimate terrorism and common couple 

violence - A test of Johnson's predictions in four British samples. Journal of 

Interpersonal Violence, 18, 1247-1270. 



 

 
190 

GRAHAM, K., BERNARDS, S., WILSNACK, S. & GMEL, G. 2011. Alcohol May Not 

Cause Partner Violence But It Seems to Make It Worse: A Cross National 

Comparison of the Relationship Between Alcohol and Severity of Partner 

Violence. Journal of Interpersonal Violence, 26, 1503-1523. 

GREEN, D. & KANE, M. 2009. Does type of crime affect the stress and coping 

process? Implications of intimate partner violence. Victims and Offenders, 

4, 249-264. 

GREEN, L. & BAXEN, J. 2002. The selection and training of fieldworkers in 

educational research: a Western Cape inquiry. South African Journal of 

Education 22, 319-325. 

GREER, G. 1972. The female eunuch, London, Paladin. 

GUPTA, M. 1995. Life course perspectives on women's autonomy and health 

outcomes. American Anthropologist, 97, 481-491. 

GURURAJ, G., ISAAC, M., SUBBAKRISHNA, D. & RANJANI, R. 2004. Risk factors for 

completed suicides: a case-control study from Bangalore, India. Injury 

Control and Safety Promotion, 11, 183-91. 

HADLEY, C., BREWIS, A. & PIKE, I. 2010. Does less autonomy erode women's 

health? Yes. No. Maybe. American Journal of Human Biology, 22, 103-110. 

HAMMEN, C. 2005. Stress and depression. Annual Review of Clinical Psychology, 

1, 293-319. 

HAQQI, S. & FAIZI, A. 2010. Prevalence of Domestic Violence and associated 

Depression in married women at a Tertiary care hospital in Karachi. 

Procedia - Social and Behavioral Sciences, 5, 1090-1097. 

HASSAN, F., SADOWSKI, L., BANGDIWALA, S., VIZCARRA, B., RAMIRO, L., DE 

PAULA, C., BORDIN, I. & MITRA, M. 2004. Physical intimate partner 

violence in Chile, Egypt, India and the Philippines. Injury Control and Safety 

Promotion, 11, 111-116. 

HASSOUNEH-PHILLIPS, D. 2001. Polygamy and wife abuse: a qualitative study of 

muslim women in America. Health Care for Women International, 22, 735-

748. 

HEGARTY, K., GUNN, J., CHONDROS, P. & SMALL, R. 2004. Association between 

depression and abuse by partners of women attending general practice: 



 

 
191 

descriptive, cross sectional survey. BMJ [Clinical Research Ed.] [NLM - 

MEDLINE], 328, 621. 

HEIJMANS, M. 1999. The role of patients’ illness representations in coping and 

functioning with Addison’s disease. British Journal of Health Psychology, 4, 

137-149. 

HEILMAN, B. 2010. A Lifecourse Perspective of Inimate Partner Violence in India: 

What Picture Does the NFHS-3 Paint? Master of Arts in Law and Diplomacy 

Masters, Tufts University. 

HEISE, L. 1998. Violence against women: an integrated, ecological framework. 

Violence against Women, 4, 262 - 290. 

HEISE, L., ELLSBERG, M. & GOTTEMOELLER, M. 1999. Ending Violence Against 

Women. Population Reports. Baltimore: Johns Hopkins University School 

of Public Health. 

HEISE, L., ELLSBERG, M. & GOTTMOELLER, M. 2002. A global overview of gender-

based violence. International Journal of Gynecology &amp; Obstetrics, 78, 

Supplement 1, S5-S14. 

HEISE, L., PITANGUY, J. & GERMAIN, A. 1994. Violence against Women: The 

Hidden Health Burden. Washington D.C: The World Bank. 

HENNING, K. & KLESGES, L. 2002. Utilization of counseling and supportive services 

by female victims of domestic abuse. Violence and Victims, 17, 623-36. 

HERMAN, J. 1992. Trauma and recovery: from domestic abuse to political terror, 

London, Pandora. 

HIEN, D. & RUGLASS, L. 2009. Interpersonal partner violence and women in the 

United States: An overview of prevalence rates, psychiatric correlates and 

consequences and barriers to help seeking. International Journal of Law 

and Psychiatry, 32, 48-55. 

HINDIN, M. & ADAIR, L. 2002. Who's at risk? Factors associated with intimate 

partner violence in the Philippines. Social Science &amp; Medicine, 55, 

1385-1399. 

HOBFOLL, S. 1989. Conservation of Resources - a New Attempt at Conceptualizing 

Stress. American Psychologist, 44, 513-524. 



 

 
192 

HOLT, M. & ESPELAGE, D. 2005. Social support as a moderator between dating 

violence victimization and depression/anxiety among African American 

and Caucasian adolescents. School Psychology Review, 34, 309-328. 

HOMANS, G. 1958. Social Behavior as Exchange. American Journal of Sociology, 

63, 597-606. 

HOURY, D., KEMBALL, R., RHODES, K. & KASLOW, N. 2006. Intimate partner 

violence and mental health symptoms in African American female ED 

patients. The American Journal of Emergency Medicine, 24, 444-450. 

HUGHES, M. 2009. Armed Conflict, International Linkages, and Women's 

Parliamentary Representation in Developing Nations. Social Problems, 56, 

174-204. 

HUMPHREYS, C. & THIARA, R. 2003. Mental Health and Domestic Violence: 'I Call 

it Symptoms of Abuse'. British Journal of Social Work, 33, 209. 

HUNNICUTT, G. 2009. Varieties of Patriarchy and Violence Against Women. 

Violence against Women, 15, 553-573. 

HURDLE, D. 2001. Social support: a critical factor in women's health and health 

promotion. Health & Social Work, 26, 7278. 

HYMAN, L., LAMB, J. & BULMER, M. The Use of Pre-Existing Survey Questions: 

Implications for Data Quality.  Proceedings of European Conference on 

Quality in Survey Statistics, 2006 Europe. 

ICRW 2000. Domestic violence in India - a summary report of four record studies. 

Washington: International Centre for Research on Women. 

INTERNATIONAL INSTITUTE FOR POPULATION SCIENCES & MACRO 

INTERNATIONAL 2000. National Family Health Survey (NFHS-1), 1998-99: 

India. National Family Health Survey Mumbai. 

INTERNATIONAL INSTITUTE FOR POPULATION SCIENCES & ORC MACRO 

INTERNATIONAL 2007. National Family Health Survey (NFHS-3), 2005-06: 

India. National Family Health Survey Mumbai. 

ISHIDA, K., STUPP, P., MELIAN, M., SERBANESCU, F. & GOODWIN, M. 2010. 

Exploring the associations between intimate partner violence and 

women's mental health: Evidence from a population-based study in 

Paraguay. Social Science & Medicine, 71, 1653-1661. 



 

 
193 

JACOB, K., BHUGRA, D. & MANN, A. 1997. The Validation of the 12-item General 

Health Questionnaire among ethnic Indian women living in the United 

Kingdom. Psychological Medicine, 27, 1215-1217. 

JACOB, K., JOHN, A., BARMAN, A., BAL, D., CHANDY, G., SAMUEL, J., THOKCHOM, 

M., JOY, N., VIJAYKUMAR, P., THAPA, S., SINGH, V., RAGHAVA, V., 

SESHADRI, T. & BALRAJ, V. 2009. Hazardous alcohol use in rural southern 

India: Nature, prevalence and risk factors. National Medical Journal of 

India, 22, 123-125. 

JACOBSEN, I., KJOSAVIK, D. & NYBORG, I. 2012. The Hidden Violence against 

Women: Challenges and Obstacles in Responses to Domestic Violence in 

Neoliberal Kerala, India. Center for International Climate and 

Environmental Research – Oslo. 

JAIN, D., SANON, S., SADOWSKI, L. & HUNTER, W. 2004. Violence against women 

in India: evidence from rural Maharashtra, India. Rural and remote health, 

4, 304. 

JANSSEN, P., HOLT, V., SUGG, N., EMANUEL, I., CRITCHLOW, C. & HENDERSON, A. 

2003. Intimate partner violence and adverse pregnancy outcomes: a 

population-based study. American Journal of Obstetrics and Gynecology 

188, 1341-7. 

JEFFREYS, S. 1997. The spinster and her enemies, feminism and sexuality 1880-

1930, Melbourne, Spinifex. 

JEJEEBHOY, S. 1998. Wife-beating in rural India: a husband's right? Economic and 

Political Weekly, 33, 855 - 862. 

JEJEEBHOY, S. 2002. Convergence and Divergence in Spouses' Perspectives on 

Women's Autonomy in Rural India. Studies in Family Planning, 33, 299-308. 

JEJEEBHOY, S. & COOK, R. 1997. State accountability for wife-beating: the Indian 

challenge. The Lancet, 349, sI10 - sI12. 

JEJEEBHOY, S. & SATHAR, Z. 2001. Women's Autonomy in India and Pakistan: The 

Influence of Religion and Region. Population and Development Review, 27, 

687-712. 

JENKINS, A. 1990. Invitations to responsibility, Adelaide, Dulwich Publications. 



 

 
194 

JEWKES, R. 2002. Intimate partner violence: causes and prevention. The Lancet, 

359, 1423-1429. 

JEWKES, R., LEVIN, J. & PENN-KEKANA, L. 2002. Risk factors for domestic violence: 

findings from a South African cross-sectional study. Social Science & 

Medicine, 55, 1603-1617. 

JEYASEELAN, L., KUMAR, S., NEELAKANTAN, N., PEEDICAYIL, A., PILLAI, R. & 

DUVVURY, N. 2007. Physical spousal violence against women in India: 

some risk factors. Journal of Biosocial Science, 39, 657-670. 

JEYASEELAN, L., SADOWSKI, L., KUMAR, S., HASSAN, F., RAMIRO, L. & VIZCARRA, 

B. 2004. World studies of abuse in the family environment - risk factors for 

physical intimate partner violence. Injury Control and Safety Promotion, 

11, 117-24. 

JOHNSON, K. & DAS, M. 2009. Spousal Violence in Bangladesh as Reported by 

Men. Journal of Interpersonal Violence, 24, 977-995. 

JOHNSON, M. 1995. Patriarchal Terrorism and Common Couple Violence: Two 

Forms of Violence against Women. Journal of Marriage and Family, 57, 

283-294. 

JOHNSON, M. 2005. Domestic Violence: It's Not About Gender—Or Is It? Journal of 

Marriage & Family, 67, 1126-1130. 

JOHNSON, M. 2010. Langhinrichsen-Rolling’s Confirmation of the Feminist 

Analysis of Intimate Partner Violence: Comment on “Controversies 

Involving Gender and Intimate Partner Violence in the United States”. Sex 

Roles, 62, 212-219. 

JOHNSON, M. & LEONE, J. 2005. The differential effects of intimate terrorism and 

situational couple violence - Findings from the national violence against 

women survey. Journal of Family Issues, 26, 322-349. 

KANDASAMY, A., DESAI, G. & CHATURVEDI, S. 2011. Spirituality, distress, 

depression, anxiety, and quality of life in patients with advanced cancer. 

Indian Journal of Cancer, 48, 55-59. 

KANER, E., DICKINSON, H., BEYER, F., CAMPBELL, F., SCHLESINGER, C., HEATHER, 

N., SAUNDERS, J., BURNAND, B. & PIENAAR, E. 2007. Effectiveness of brief 



 

 
195 

alcohol interventions in primary care populations. Cochrane Database of 

Systematic Reviews. 

KAPADIA, M., SALEEM, S. & KARIM, M. 2010. The hidden figure: sexual intimate 

partner violence among Pakistani women. The European Journal of Public 

Health, 20, 164-168. 

KASLOW, N., THOMPSON, M., MEADOWS, L., JACOBS, D., CHANCE, S., GIBB, B., 

BORNSTEIN, H., HOLLINS, L., RASHID, A. & PHILLIPS, K. 1998. Factors that 

mediate and moderate the link between partner abuse and suicidal 

behavior in African American women. Journal of Consult Clinical 

Psychology, 66, 533-40. 

KAUR, R. & GARG, S. 2010. Domestic Violence Against Women: A Qualitative 

Study in a Rural Community. Asia-Pacific Journal of Public Health, 22, 242-

251. 

KELEHER, H. & FRANKLIN, L. 2008. Changing gendered norms about women and 

girls at the level of household and community: a review of the evidence. 

Global Public Health, 3, 42-57. 

KELLY, J. & JOHNSON, M. 2008. Differentiation Among Types Of Intimate Partner 

Violence: Research Update And Implications For Interventions. Family 

Court Review, 46, 476-499. 

KENDLER, K., KARKOWSKI, L. & PRESCOTT, C. 1998. Stressful life events and major 

depression: Risk period, long-term contextual threat, and diagnostic 

specificity. Journal of Nervous and Mental Disease, 186, 661-669. 

KERMODE, M., HERRMAN, H., AROLE, R., WHITE, J., PREMKUMAR, R. & PATEL, V. 

2007. Empowerment of women and mental health promotion: a 

qualitative study in rural Maharashtra, India. BMC public health, 7, 225. 

KERSHAW, T., NORTHOUSE, L., KRITPRACHA, C., SCHAFENACKER, A. & MOOD, D. 

2004. Coping strategies and quality of life in women with advanced breast 

cancer and their family caregivers. Psychology & Health, 19, 139-155. 

KHOSLA, A., DUA, D., DEVI, L. & SUD, S. 2005. Domestic violence in pregnancy in 

North Indian women. Indian Journal of Medical Sciences, 59, 195-199. 



 

 
196 

KILPATRICK, D., RESNICK, H. & ACIERNO, R. 1997. Health impact of interpersonal 

violence 3:  Implications for clinical practice and public policy. Behavioral 

Medicine, 23, 79. 

KIM, Y. & SEIDLITZ, L. 2002. Spirituality moderates the effect of stress on 

emotional and physical adjustment. Personality and Individual Differences, 

32, 1377-1390. 

KISHOR, S. & GUPTA, K. 2009. Gender Equality and Women’s Empowerment in 

India. National Family Health Survey (NFHS-3) India 2005-2006. Mumbai: 

International Institute for Population Sciences; Calverton, Maryland, USA: 

ICF Macro. 

KISHOR, S. & JOHNSON, K. 2004. Profiling domestic violence - a multi country 

study. Calverton, Maryland: ORC Macro. 

KNIGHT, R. & HATTY, S. 1987. Theoretical and methodological perspectives on 

domestic violence: Implications for social actions. Australian Journal of 

Social Issues, 22 452-464. 

KOCOT, T. & GOODMAN, L. 2003. The roles of coping and social support in 

battered women's mental health. Violence against Women, 9, 323-346. 

KOENIG, H. 2009. Research on Religion, Spirituality, and Mental Health: A Review. 

Canadian Journal of Psychiatry, 54, 283-291. 

KOENIG, M., AHMED, S., HOSSAIN, M. & MOZUMDER, A. 2003. Women's status 

and domestic violence in rural Bangladesh: Individual- and community-

level effects. Demography, 40, 269-288. 

KOENIG, M., STEPHENSON, R., AHMED, S., JEJEEBHOY, S. & CAMPBELL, J. 2006. 

Individual and contextual determinants of domestic violence in North 

India. American Journal of Public Health, 96, 132 - 138. 

KOHLI, N. 2008. Most unsafe abortions in India. Hindustan Times, August 9. 

KOHLI, R., SANE, S., KUMAR, K., PARANJAPE, R. & MEHENDALE, S. 2005. 

Assessment of quality of life among HIV-infected persons in Pune, India. 

Quality of Life Research, 14, 1641-1647. 

KOSS, M., BAILEY, J., YUAN, N., HERRERA, V. & LICHTER, E. 2003. Depression and 

PTSD in survivors of male violence: Research and training initiatives to 

facilitate recovery. Psychology of Women Quarterly, 27, 130. 



 

 
197 

KRISHNAN, S. 2005. Gender, caste, and economic inequalities and marital violence 

in rural South India. Health Care Women Int, 26, 87-99. 

KRISHNAN, S., ROCCA, C., HUBBARD, A., SUBBIAH, K., EDMEADES, J. & PADIAN, N. 

2010. Do changes in spousal employment status lead to domestic violence? 

Insights from a prospective study in Bangalore, India. Social Science & 

Medicine, 70, 136-143. 

KRISHNAN, S., SUBBIAH, K., KHANUM, S., CHANDRA, P. & PADIAN, N. 2012. An 

Intergenerational Women’s Empowerment Intervention to Mitigate 

Domestic Violence: Results of a Pilot Study in Bengaluru, India. Violence 

against Women, 18, 346-370. 

KRISTENSON, M., ORTH-GOMÉR, K., KUCINSKIENË, Z., BERGDAHL, B., 

CALKAUSKAS, H., BALINKYNIENE, I. & OLSSON, A. 1998. Attenuated cortisol 

response to a standardized stress test in lithuanian versus swedish men: 

The livicordia study. International Journal of Behavioral Medicine, 5, 17-30. 

KRUG, E., DAHLBERG, L., MERCY, J., ZWI, A. & LOZANO, R. 2002a. World report on 

violence and health. Geneva: World Health Organization. 

KRUG, E., MERCY, J., DAHLBERG, L. & ZWI, A. 2002b. The world report on violence 

and health. The Lancet, 360, 1083-1088. 

KRUSE, M., SØRENSEN, J., BRØNNUM-HANSEN, H. & HELWEG-LARSEN, K. 2011. 

The Health Care Costs of Violence Against Women. Journal of Interpersonal 

Violence, 26, 3494-3508. 

KUMAR, S., JEYASEELAN, L., SURESH, S. & AHUJA, R. 2005. Domestic violence and 

its mental health correlates in Indian women. British Journal of Psychiatry, 

187, 62-67. 

KURZ, D. 1997. No: Physical Assaults by male partners: A major social problem. In: 

MR, W. (ed.) Women, men, & gender: Ongoing debates. New Haven:: Yale 

University Press. 

LAUNGANI, P. 2002. Stress, Trauma, and Coping Strategies: Cross-Cultural 

Variations. International Journal of Group Tensions, 31, 127-154. 

LAZARUS, R. 1993. Coping Theory and Research - Past, Present, and Future. 

Psychosomatic Medicine, 55, 234-247. 



 

 
198 

LAZARUS, R. & FOLKMAN, S. 1984. Stress, appraisal, and coping, New York, 

Springer. 

LEE, Y. & HADEED, L. 2009. Intimate Partner Violence Among Asian Immigrant 

Communities: Health/Mental Health Consequences, Help-Seeking 

Behaviors, and Service Utilization. Trauma, Violence, & Abuse, 10, 143-170. 

LIPSKY, S. & CAETANO, R. 2011. Intimate Partner Violence Perpetration Among 

Men and Emergency Department Use. The Journal of emergency medicine, 

40, 696-703. 

LO FO WONG, S., WESTER, F., MOL, S., RÖMKENS, R., HEZEMANS, D. & LAGRO-

JANSSEN, T. 2008. Talking matters: Abused women's views on disclosure of 

partner abuse to the family doctor and its role in handling the abuse 

situation. Patient Education and Counseling, 70, 386-394. 

LOHIA, S. 1998. Domestic violence in rural areas. In: AL-ISSA, S. (ed.) Violence 

against women. Delhi: Pencraft International. 

LORENZO, M., BILGE, P., REINHERZ, H. & FROST, A. 1995. Emotional and 

behavioral problems of Asian American adolescents: A comparative study. 

Child and Adolescent Social Work Journal, 12, 197-212. 

LOTT, B. 2011. Gender Inequality. The Encyclopedia of Peace Psychology. 

Blackwell Publishing Ltd. 

LYTTON, H. & ROMNEY, D. 1991. Parents’ differential socialization of boys and 

girls: a meta-analysis. Psychological Bulletin, 109, 267-296. 

MACY, R. & GOODBOURN, M. 2012. Promoting Successful Collaborations Between 

Domestic Violence and Substance Abuse Treatment Service Sectors: A 

Review of the Literature. Trauma, Violence, & Abuse, 13, 234-251. 

MADSEN, M. & ABELL, N. 2010. Trauma Resilience Scale: Validation of Protective 

Factors Associated With Adaptation Following Violence. Research on Social 

Work Practice, 20, 223-233. 

MAHAPATRO, M., GUPTA, R., GUPTA, V. & KUNDU, A. 2011. Domestic Violence 

During Pregnancy in India. Journal of interpersonal violence. 

MARMOT, M. 2005. Introduction. In: MARMOT, M. & WILKINSON, R. (eds.) Social 

Determinants of Health. 2 ed. Oxford: OUP Oxford. 



 

 
199 

MARTIN, S., MORACCO, K., GARRO, J., TSUI, A., KUPPER, L., CHASE, J. & 

CAMPBELL, J. 2002. Domestic violence across generations: findings from 

northern India. International Journal of Epidemiology, 31, 560-572. 

MARTIN, S., TSUI, A., MAITRA, K. & MARINSHAW, R. 1999. Domestic Violence in 

Northern India. American Journal of Epidemiology, 150, 417-426. 

MASLOW, A. 1968. Toward a psychology of being, New York, Van Nostrand 

Reinhold. 

MAX, W., RICE, D., FINKELSTEIN, E., BARDWELL, R. & LEADBETTER, S. 2004. The 

economic toll of intimate partner violence against women in the United 

States. Violence and Victims, 19, 259-272. 

MAYO, M. 2005. Global citizens: social movements and the challenge of 

globalization, Toronto, Canadian Scholar Press. 

MBURIA-MWALILI, A., CLEMENTS-NOLLE, K., LEE, W., SHADLEY, M. & Y, W. 2010. 

Intimate Partner Violence and Depression in a Population-Based Sample of 

Women: Can Social Support Help? Journal of Interpersonal Violence, 25, 

2258-2278. 

MCAULIFFE, G. 2007. Culturally alert counseling: A comprehensive introduction., 

Thousand Oaks,CA, Sage Publications. 

MCCLOSKEY, L., LICHTER, E., GANZ, M., WILLIAMS, C., GERBER, M., SEGE, R., 

STAIR, T. & HERBERT, B. 2005. Intimate Partner Violence and Patient 

Screening across Medical Specialties. Academic Emergency Medicine, 12, 

712-722. 

MCEWEN, B. 1998. Protective and damaging effects of stress mediators. New 

England Journal of Medicine, 338, 171-179. 

MCNUTT, L., CARLSON, B., GAGEN, D. & WINTERBAUER, N. 1999. Domestic 

Violence Screening in Primary Care: Perspectives and Experiences of 

Patients and Battered Women  

MCPHAIL, B., BUSH, N., KULKARNI, S. & RICE, G. 2007. An integrative feminist 

model, the evolving feminist perspective on intimate partner violence. 

Violence Against Women, 13, 817-841. 



 

 
200 

MENON, N. 2008. Domestic Violence in India: Identifying Types of Control and 

Coping Mechanisms In Violent Relationships. Doctor of Philosophy, 

Pennsylvania State University. 

MENON, N. 2009. “In old times, we used to be happy with whatever was our 

fate…”: coping strategies of Indian women experiencing violence. XXVI 

International Population Conference Marrakech, Morocco: Princeton 

University. 

MEYERS, D. 2005. Exploring Psychology, New York, Worth Publishers. 

MIHALIC, S. & ELLIOTT, D. 1997. A Social Learning Theory Model of Marital 

Violence. Journal of Family Violence, 12, 21-47. 

MINNESOTA ADVOCATES FOR HUMAN RIGHTS 2000. Domestic Violence in 

Moldova. Minneapolis: Minnesota Advocates for Human Rights. 

MITCHELL, R. & HODSON, C. 1983. Coping with domestic violence: Social support 

and psychological health among battered women. American Journal of 

Community Psychology, 11, 629-654. 

MITTAL, C., PAL, H., WIG, N., LEKSHMI, R., AGARWAL, S. & AHUJA, V. 2006. The 

impact of HIV/AIDS on the quality of life: A cross sectional study in north 

India. Indian Journal of Medical Sciences, 60, 3-12. 

MOGFORD, E. 2011. When Status Hurts: Dimensions of Women's Status and 

Domestic Abuse in Rural Northern India. Violence against Women. 

MONTEIRO, C., LEVY, R., CLARO, R., DE CASTRO, I. & CANNON, G. 2010. Increasing 

consumption of ultra-processed foods and likely impact on human health: 

evidence from Brazil. Public health nutrition, 14, 5. 

MUKHOPADHYAY, S. (ed.) 2007. The enigma of the Kerala woman: a failed 

promise of literacy, New Delhi, India: Social Science Press. 

MULDOON, J., HIMCHAK, M. & LEMOND, D. 2011. International Problems of 

Intimate Partner Violence and Its Impact upon Immigrant Groups in the 

United States Journal of Global Social Work Practice, 4. 

MURPHY, C., SCHEI, B., MYHR, T. & DU MONT, J. 2001. Abuse: a risk factor for low 

birth weight? A systematic review and meta-analysis. CMAJ, 164. 



 

 
201 

NAYAK, M., PATEL, V., BOND, J. & GREENFIELD, T. 2010. Partner alcohol use, 

violence and women's mental health: population-based survey in India. 

British Journal of Psychiatry, 196, 192-199. 

NELSON, H. 2004. Screening for domestic violence—bridging the evidence gaps. 

The Lancet, 364, Supplement 1, 22-23. 

NETWORK, I. C. E. 2000. Domestic Violence in India: A Summary Report of a 

Mutlti-Site Household Survey. 

NURIUS, P., MACY, R., BHUYAN, R., HOLT, V. & AL, E. 2003. Contextualizing 

depression and physical functioning in battered women. Journal of 

Interpersonal Violence, 18, 1411. 

PAL, H., YADAV, D., MEHTA, S. & MOHAN, I. 2007. A comparison of brief 

intervention versus simple advice for alcohol use disorders in a North India 

community-based sample followed for 3 months. Alcohol and Alcoholism, 

42, 328-332. 

PALLITTO, C. & O’CAMPO, P. 2005. Community level effects of gender inequality 

on intimate partner violence and unintended pregnancy in Colombia: 

testing the feminist perspective. Social Science &amp; Medicine, 60, 2205-

2216. 

PALSANE, M. & LAM, D. 1996. Stress and Coping from Traditional Indian and 

Chinese Perspectives. Psychology & Developing Societies, 8, 29-53. 

PANCHANADESWARAN, S. & KOVEROLA, C. 2005. The voices of battered women 

in India. Violence against Women, 11, 736 - 758. 

PANDA, P. & AGARWAL, B. 2005. Marital violence, human development and 

women's property status in India. World Development, 33, 823-850. 

PANDEY, G., DUTT, D. & BANERJEE, B. 2009. Partner and Relationship Factors in 

Domestic Violence. Journal of Interpersonal Violence, 24, 1175-1191. 

PANOS 1998. The Intimate Enemy: Gender Violence and Reproductive Health. 

Panos Briefing, 27. 

PARASHAR, A. 2008. Gender Inequality and Religious Personal Laws in India. 

Brown Journal of World Affairs, 14, 103-112. 

PARGAMENT, K. 1997. The Psychology of Religion and Coping: Theory, Research, 

Practice, New York, Guilford Press. 



 

 
202 

PATEL, V., ARAYA, R., CHATTERJEE, S., CHISHOLM, D., COHEN, A., DE SILVA, M., 

HOSMAN, C., MCGUIRE, H., ROJAS, G. & VAN OMMEREN, M. 2007. 

Treatment and prevention of mental disorders in low-income and middle-

income countries. The Lancet, 370, 991-1005. 

PATEL, V., KIRKWOOD, B., PEDNEKAR, S., PEREIRA, B., BARROS, P., FERNANDES, J., 

DATTA, J., PAI, R., WEISS, H. & MABEY, D. 2006a. Gender disadvantage and 

reproductive health risk factors for common mental disorders in women: a 

community survey in India. Archives of general psychiatry, 63, 404-13. 

PATEL, V., KIRKWOOD, B., PEDNEKAR, S., WEISS, H. & MABEY, D. 2006b. Risk 

factors for common mental disorders in women - Population-based 

longitudinal study. British Journal of Psychiatry, 189, 547-555. 

PATEL, V., KIRKWOOD, B., WEISS, H., PEDNEKAR, S., FERNANDES, J., PEREIRA, B., 

UPADHYE, M. & MABEY, D. 2005. Chronic fatigue in developing countries: 

population based survey of women in India. BMJ, 330, 1190. 

PATEL, V. & KLEINMAN, A. 2003. Poverty and common mental disorders in 

developing countries. Bulletin of the World Health Organization, 81, 609-

615. 

PATEL, V., PEREIRA, J. & MANN, A. 1998. Somatic and psychological models of 

common mental disorder in primary care in India. Psychological Medicine, 

28, 135-143. 

PATEL, V., RODRIGUES, M. & DESOUZA, N. 2002. Gender, poverty, and postnatal 

depression: a study of mothers in Goa, India. The American journal of 

psychiatry, 159, 43-7. 

PATIL, A., SOMASUNDARAM, K. & GOYAL, R. 2002. Current health scenario in rural 

India. Australian Journal of Rural Health, 10, 129-135. 

PEARLIN, L. & SCHOOLER, C. 1978. The Structure of Coping. Journal of Health and 

Social Behavior, 19, 2-21. 

PEASE, B. 1996. Naming violence as a gender issue: victimisation, blame and 

responsibility. Women Against Violence, 1, 33-39. 

PEASE, B. 1997. Men and sexual politics, Adelaide, Dulwich Publications. 



 

 
203 

PEEDICAYIL, A., SADOWSKI, L., JEYASEELAN, L., SHANKAR, V., JAIN, D., SURESH, S. 

& BANGDIWALA, S. 2004. Spousal physical violence against women during 

pregnancy. Bjog, 111, 682-7. 

PICO-ALFONSO, M. 2005. Psychological intimate partner violence: the major 

predictor of posttraumatic stress disorder in abused women. Neuroscience 

and Biobehavioral Reviews, 29, 181-193. 

PICO-ALFONSO, M., GARCIA-LINARES, M., CELDA-NAVARRO, N., BLASCO-ROS, C., 

ECHEBURUA, E. & MARTINEZ, M. 2006. The impact of physical, 

psychological, and sexual intimate male partner violence on women's 

mental health: depressive symptoms, posttraumatic stress disorder, state 

anxiety, and suicide. Journal of women's health, 15, 599-611. 

PURDON, C. & TETTERO, M. 2008. No Wrong Door - Creating a Collaborative Rural 

Response for Women with Abuse, Mental Health and Addictions Issues. 

Grey Bruce Violence Prevention Coordinating Committee. 

RAHMAN, A. 1999. Micro-Credit Initiatives for Equitable and Sustainable 

Development: Who Pays? World Development, 27, 67-82. 

RAISTRICK, D., HEATHER, N. & GODFREY, C. 2006. Review of the Effectiveness of 

Treatment for Alcohol Problems. London, UK: National Treatment Agency 

for Substance Misuse. 

RAJ, A., LIVRAMENTO, K., SANTANA, M., GUPTA, J. & SILVERMAN, J. G. 2006. 

Victims of intimate partner violence more likely to report abuse from in-

laws. Violence against Women, 12, 936-949. 

RAJ, A., SABARWAL, S., DECKER, M., NAIR, S., JETHVA, M., KRISHNAN, S., DONTA, 

B., SAGGURTI, N. & SILVERMAN, J. 2010. Abuse from In-Laws during 

Pregnancy and Post-Partum: Qualitative and Quantitative Findings from 

Low-income Mothers of Infants in Mumbai, India. Maternal and child 

health journal. 

RAJADHYAKSHA, U. 2006. Social Support and work work-family conflict: Could the 

supportive Indian family be a myth? In: SOCIAL SUPPORT FROM THE 

INDIAN FAMILY IS INFORMAL, A. H. A. C. I. N. (ed.) Centre for Women's 

Intercultural Leadership Colloquium. Saint Mary's College, Notre Dame, 

Indiana. 



 

 
204 

RAJARAM, S., ZOTTARELLI, L. & SUNIL, T. 2009. An assessment of fetal loss among 

currently married women in India. Journal of Biosocial Science, 41, 309-

327. 

RAJKUMAR, A., PREMKUMAR, T. & THARYAN, P. 2008. Coping with the Asian 

tsunami: Perspectives from Tamil Nadu, India on the determinants of 

resilience in the face of adversity. Social Science &amp; Medicine, 67, 844-

853. 

RAMIRO, L., HASSAN, F. & PEEDICAYIL, A. 2004. Risk markers of severe 

psychological violence against women: a WorldSAFE multi-country study. 

Injury Control and Safety Promotion, 11, 131-137. 

RAO, V. 1997. Wife beating in rural south India: a qualitative and econometric 

analysis. Social Science & Medicine, 44, 1169-80. 

REES, S., SILOVE, D., CHEY, T., IVANCIC, L., STEEL, Z., CREAMER, M., TEESSON, M., 

BRYANT, R., MCFARLANE, A., MILLS, K., SLADE, T., CARRAGHER, N., 

O'DONNELL, M. & FORBES, D. 2011. Lifetime Prevalence of Gender-Based 

Violence in Women and the Relationship With Mental Disorders and 

Psychosocial Function. JAMA: The Journal of the American Medical 

Association, 306, 513-521. 

RESNICK, H., ACIERNO, R. & KILPATRICK, D. 1997. Health impact of interpersonal 

violence 2:  Medical and mental health outcomes. Behavioral Medicine, 23, 

65. 

RINDFLEISCH, A., MALTER, A., GANESAN, S. & MOORMAN, C. 2008. Cross-

Sectional Versus Longitudinal Survey Research: Concepts, Findings, and 

Guidelines. Journal of Marketing Research (JMR), 45, 261-279. 

RIVARA, F., ANDERSON, M., FISHMAN, P., BONOMI, A., REID, R., CARRELL, D. & 

THOMPSON, R. 2007. Healthcare utilization and costs for women with a 

history of intimate partner violence. American Journal of Preventive 

Medicine, 32, 89-96. 

ROBERTIELLO, G. 2006. Common mental health correlates of domestic violence. 

Brief Treatment and Crisis Intervention, 6, 111-121. 

ROBERTS, G. & LAWRENCE, J. 1998. The impact of domestic violence on women's 

mental health. A&NZ J Pub Health, 22, 796-801. 



 

 
205 

ROHDE, J., COUSENS, S., CHOPRA, M., TANGCHAROENSATHIEN, V., BLACK, R., 

BHUTTA, Z. & LAWN, J. 2008. 30 years after Alma-Ata: has primary health 

care worked in countries? The Lancet, 372, 950-961. 

RONEN, T. 2008. Cognitive-Behavioural Therapy. In: DAVIES, M. (ed.) The 

Blackwell companion to social work. Oxford: Blackwell Publishing. 

ROSE, L., CAMPBELL, J. & KUB, J. 2000. The role of social support and family 

relationships in women's responses to battering. Health Care for Women 

International, 21, 27-39. 

ROTHBAUM, F., WEISZ, J. & SNYDER, S. 1982. Changing the world and changing 

the self: A two-process model of perceived control. Journal of Personality 

and Social Psychology, 42, 5-37. 

ROTHMAN, E., BUTCHART, A. & CERDÁ, M. 2003. Intervening with perpetrators of 

intimate partner violence: a global perspective. Geneva: WHO. 

ROTTER, J. 1966. Generalized expectancies for internal versus external control of 

reinforcement. Psychological Monographs, 80, 1-28. 

RUDD, J. 2001. Dowry-murder: An example of violence against women. Women's 

Studies International Forum, 24, 513-522. 

RUSSO, N. & PIRLOTT, A. 2006. Gender-Based Violence. Annals of the New York 

Academy of Sciences, 1087, 178-205. 

SAMBISA, W., ANGELES, G., LANCE, P., NAVED, R. & THORNTON, J. 2011. 

Prevalence and Correlates of Physical Spousal Violence Against Women in 

Slum and Nonslum Areas of Urban Bangladesh. Journal of Interpersonal 

Violence, 26, 2592-2618. 

SANA, A. 1993. The Caste System in India and its Consequences. International 

Journal of Sociology and Social Policy, 13, 1 - 76. 

SANDLER, I. & LAKEY, B. 1982. Locus of control as a stress moderator: The role of 

control perceptions and social support. American Journal of Community 

Psychology, 10, 65-80. 

SANTHYA, K., HABERLAND, N., RAM, F., SINHA, R. & MOHANTY, S. 2007. Consent 

and coercion: Examining unwanted sex among married young women in 

India. International Family Planning Perspectives, 33, 124-132. 



 

 
206 

SAPOLSKY, R. 1993. Endocrinology alfresco: psychoendocrine studies of wild 

baboons. Recent Progress in Hormone Research, 48, 437-68. 

SARKAR, N. 2008. The impact of intimate partner violence on women's 

reproductive health and pregnancy outcome. Journal of Obstetrics and 

Gynaecology, 28, 266-71. 

SCHUCK, A. & WIDOM, C. 2003. Childhood victimization and alcohol symptoms in 

women: An examination of protective factors. Journal of Studies on 

Alcohol, 64, 247-256. 

SCHULER, S., BATES, L. & ISLAM, F. 2008. Women's rights, domestic violence, and 

recourse seeking in rural Bangladesh. Violence against Women, 14, 326-

345. 

SCHULER, S., HASHEMI, S., RILEY, A. & AKHTER, S. 1996. Credit programs, 

patriarchy and men's violence against women in rural Bangladesh. Social 

Science & Medicine, 43, 1729. 

SCHUNK, D. 2012. Social cognitive theory. In: HARRIS, K., GRAHAM, S., URDAN, T., 

MCCORMICK, C., SINATRA, G. & SWELLER, J. (eds.) APA educational 

psychology handbook: Theories, constructs, and critical issues. 

Washington, DC: US: American Psychological Association. 

SEDGH, G., HENSHAW, S., SINGH, S., ÅHMAN, E. & SHAH, I. 2007. Induced 

abortion: estimated rates and trends worldwide. The Lancet, 370, 1338-

1345. 

SEERS, K. & CRITELTON, N. 2001. Quantitative research: Designs relevant to 

nursing and healthcare. Nursing Times Research, 6, 487-500. 

SEGAL, L. 1999a. Why feminism? , Cambridge, Polity Press. 

SEGAL, U. 1999b. Family violence: A focus on India. Aggression and Violent 

Behavior, 4, 213-231. 

SELTZER, J. & KALMUSS, D. 1988. Socialization and Stress Explanations for Spousal 

Abuse. Social Forces, 67, 473-491. 

SEN, A. 2001. Many faces of gender inequality. Frontline. India. 

SEN, G. & ÖSTLIN, P. 2008. Gender inequity in health: why it exists and how we 

can change it. Global Public Health, 3, 1-12. 



 

 
207 

SENARATH, U. & GUNAWARDENA, N. 2009. Women's Autonomy in Decision 

Making for Health Care in South Asia. Asia-Pacific Journal of Public Health, 

21, 137-143. 

SHAH, A. 1998. The Family in India: Critical Essays, New Delhi, Sangam Books 

Limited  

SHAMASUNDAR, C. 2008. Relevance of ancient Indian wisdom to modern mental 

health - A few examples. Indian Journal of Psychiatry, 50, 138-143. 

SHARMA, B. 2005. Social etiology of violence against women in India. The Social 

Science Journal, 42, 375-389. 

SHAY-ZAPIEN, G. & BULLOCK, L. 2010. Impact of Intimate Partner Violence on 

Maternal Child Health. The American Journal of Maternal-Child Nursing, 

35, 206-212. 

SHEPARD, M. & PENCE, E. (eds.) 1999. Coordinating Community Responses to 

Domestic Violence: Lessons From Duluth and Beyond, Thousand Oaks, CA 

Sage Publications, Inc. 

SHIDHAYE, R. & PATEL, V. 2010. Association of socio-economic, gender and health 

factors with common mental disorders in women: a population-based 

study of 5703 married rural women in India. International Journal of 

Epidemiology, 39, 1510-1521. 

SIEMIENIUK, R., KRENTZ, H., GISH, J. & GILL, M. 2010. Domestic Violence 

Screening: Prevalence and Outcomes in a Canadian HIV Population. AIDS 

Patient Care and STDs, 24, 763-770. 

SILVERMAN, J., DECKER, M., SAGGURTI, N., BALAIAH, D. & RAJ, A. 2008. Intimate 

Partner Violence and HIV Infection Among Married Indian Women. JAMA: 

The Journal of the American Medical Association, 300, 703-710. 

SIMISTER, J. & MAKOWIEC, J. 2008. Domestic Violence in India. Indian Journal of 

Gender Studies, 15, 507-518. 

SIMISTER, J. & MEHTA, P. 2010. Gender-Based Violence in India: Long-Term 

Trends. Journal of Interpersonal Violence, 25, 1594-1611. 

SJÖGREN, E., LEANDERSON, P. & KRISTENSON, M. 2006. Diurnal saliva cortisol 

levels and relations to psychosocial factors in a population sample of 



 

 
208 

middle-aged swedish men and women. International Journal of Behavioral 

Medicine, 13, 193-200. 

SKAPERDAS, S., SOARES, R., WILLMAN, A. & MILLER, S. 2009. The Costs of 

Violence. Geneva: The Worldbank. 

SMART, N. & DENNY, F. (eds.) 2007. Atlas of the world’s religions, New York (NY): 

Oxford University Press. 

SMITH, T., MCCULLOUGH, M. & POLL, J. 2003. Religiousness and Depression: 

Evidence for a Main Effect and the Moderating Influence of Stressful Life 

Events. Psychological Bulletin, 129, 614-636. 

SPEIZER, I. & PEARSON, E. 2011. Association between Early Marriage and Intimate 

Partner Violence in India: A Focus on Youth from Bihar and Rajasthan. 

Journal of Interpersonal Violence, 26, 1963-1981. 

SPEKTOR, G. 2010. The Uneven Impact of Development: Women's Autonomy in 

India. Degree of Bachelor of Arts with Honors in Economics Honours, 

Williams College. 

SRINIVAS, M. 1957. Caste in Modern India. The Journal of Asian Studies, 16, 529-

548. 

SRINIVASAN, S. & BEDI, A. 2007. Domestic violence and dowry: Evidence from a 

south Indian village. World Development, 35, 857-880. 

STANLEY, S. 2008. Interpersonal Violence in Alcohol Complicated Marital 

Relationships (A Study from India). Journal of Family Violence, 23, 767-776. 

STANSFELD, S. 2005. Social support and social cohesion. In: MARMOT, M. & 

WILKINSON, R. (eds.) Social Determinants of Health. 2 ed. Oxford: OUP 

Oxford. 

STEEL, G. & KABASHIMA, I. 2008. Cross-Regional Support for Gender Equality. 

International Political Science Review, 29, 133-156. 

STEPHENS, C., NETTLETON, C., PORTER, J., WILLIS, R. & CLARK, S. 2005. Indigenous 

peoples' health? Why are they behind everyone, everywhere? The Lancet, 

366, 10-13. 

STEPHENSON, R., KOENIG, M. & AHMED, S. 2006. Domestic Violence and 

Symptoms of Gynecologic Morbidity among Women in North India. 

International Family Planning Perspectives, 32, 201-208. 



 

 
209 

STEPTOE, A. & MARMOT, M. 2002. The role of psychobiological pathways in socio-

economic inequalities in cardiovascular disease risk. European Heart 

Journal, 23, 13-25. 

STITH, S., ROSEN, K., MIDDLETON, K., BUSCH, A., LUNDEBERG, K. & CARLTON, R. 

2000. The Intergenerational Transmission of Spouse Abuse: A Meta-

Analysis. Journal of Marriage and Family, 62, 640-654. 

STRAUS, M. 1980. A sociological perspective on the causes of family violence. In: 

GREENE, M. (ed.) Violence and the Family. Boulder Colorado: Westview 

Press. 

SUBADRA 1999. Violence against Women: Wife Battering in Chennai. Economic 

and Political Weekly, 34, WS28-WS33. 

SUDHA, S. & MORRISON, S. 2011. Marital Violence and Women's Reproductive 

Health Care in Uttar Pradesh, India. Womens Health Issues, 21, 214-221. 

SUGARMAN, D. & FRANKEL, S. 1996. Patriarchal ideology and wife-assault: A 

meta-analytic review. Journal of Family Violence, 11, 13-40. 

SULLIVAN, T., SCHROEDER, J., DUDLEY, D. & DIXON, J. 2010. Do differing types of 

victimization and coping strategies influence the type of social reactions 

experienced by current victims of intimate partner violence? Violence 

against Women, 16, 638-657. 

SWAMINATHAN, R. & GOYAL, J. 2006. Mumbai vision 2015: agenda for urban 

renewal. Mumbai: Observer Research Foundation. 

TARNOPOLSKY, A., HAND, D., MCLEAN, E., H, R. & RD, W. 1979. Validity and uses 

of a screening questionnaire (GHQ) in the community. British Journal of 

Psychiatry 134, 508-515. 

TAYLOR, S. 1983. Adjustment to Threatening Events - a Theory of Cognitive 

Adaptation. American Psychologist, 38, 1161-1173. 

THIRTHALLI, J. & CHAND, P. 2009. The implications of medication development in 

the treatment of substance use disorders in developing countries. Current 

Opinion in Psychiatry, 22, 274-280 10.1097/YCO.0b013e32832a1dc0. 

THOITS, P. 1983. Dimensions of life events that influence psychological distress: 

An evaluation and synthesis of the literature. In: KAPLAN, H. (ed.) 



 

 
210 

Psychosocial Stress: Trends in Theory and Research. New York,: Academic 

Press. 

THOMBRE, A., SHERMAN, A. & SIMONTON, S. 2010. Religious Coping and 

Posttraumatic Growth Among Family Caregivers of Cancer Patients in 

India. Journal of Psychosocial Oncology, 28, 173-188. 

THOMPSON, M., KASLOW, N., KINGREE, J., RASHID, A., PUETT, R., JACOBS, D. & 

MATTHEWS, A. 2000. Partner violence, social support, and distress among 

inner-city African American women. Am J of Community Psychol, 28, 127. 

TIWARI, A., CHAN, K. L., FONG, D., LEUNG, W. C., BROWNRIDGE, D. A., LAM, H., 

WONG, B., LAM, C. M., CHAU, F., CHAN, A., CHEUNG, K. B. & HOJ, P. C. 

2008. The impact of psychological abuse by an intimate partner on the 

mental health of pregnant women. Bjog-an International Journal of 

Obstetrics and Gynaecology, 115, 377-384. 

TJADEN, P. & THOENNES, N. 2000. Extent, Nature, and Consequences of Intimate 

Partner Violence: Findings From the National Violence Against Women 

Survey. Rockville, MD US Dept of Health and Human Services, Public 

Health Service, Centre for Disease Control and Prevention (CDC) United 

States   

TSEY, K., WILSON, A., HASWELL-ELKINS, M., WHITESIDE, M., MCCALMAN, J., 

CADET-JAMES, Y. & WENITONG, M. 2007. Empowerment-based research 

methods: a 10-year approach to enhancing Indigenous social and 

emotional wellbeing. Australasian Psychiatry, 15, S34-S38. 

TURCOTTE-SEABURY, C. 2010. Anger Management and the Process Mediating the 

Link Between Witnessing Violence Between Parents and Partner Violence. 

Violence and Victims, 25, 306-318. 

UNITED NATIONS 1993. Declaration on the elimination of violence against 

women. United Nations General Assembly resolution, document 

A/RES/48/104. New York, NY. 

UNITED NATIONS 2006. Integration of the Human Rights of Women and the 

Gender Perspective: the Due Diligence Standard as a Tool for the 

Elimination of Violence Against Women. Report of the Special Rapporteur 



 

 
211 

on violence against women, its causes and consequences. New York: 

United Nations. 

UNITED NATIONS OFFICE OF DRUGS AND CRIME (UNODC) 2005. South Asia 

Regional Profile. 

US PREVENTIVE SERVICES TASK FORCE 2004. Screening for Family and Intimate 

Partner Violence: Recommendation Statement. The Annals of Family 

Medicine, 2, 156-160. 

VERMA, R. & COLLUMBIEN, M. 2003. Wife beating and the link with poor sexual 

health and risk behaviour among men in urban slums in India. Journal of 

Comparative Family Studies, 34, 61 - 74. 

VERMA, R., PULERWITZ, J., MAHENDRA, V., KHANDEKAR, S., BARKER, G., 

FULPAGARE, P. & SINGH, S. 2006. Shifting support for inequitable gender 

norms among young Indian men to reduce HIV risk and partner violence. 

Horizons Research Summary. New Delhi: Population Council. 

VEST, J., CATLIN, T., CHEN, J. & BROWNSON, R. 2002. Multistate analysis of factors 

associated with intimate partner violence. American Journal of Preventive 

Medicine, 22, 156-164. 

VINDHYA, U. 2007. Quality of Women's Lives in India: Some Findings from Two 

Decades of Psychological Research on Gender. Feminism & Psychology, 17, 

337-356. 

VIZCARRA, B., HASSAN, F., HUNTER, W., MUÑOZ, S., RAMIRO, L. & DE PAULA, C. 

2004. Partner violence as a risk factor for mental health among women 

from communities in the Philippines, Egypt, Chile, and India. Injury Control 

and Safety Promotion, 11, 125-129. 

VOS, T., BARKER, B., BEGG, S., STANLEY, L. & LOPEZ, A. 2009. Burden of disease 

and injury in Aboriginal and Torres Strait Islander Peoples: the Indigenous 

health gap. International Journal of Epidemiology, 38, 470-477. 

VYAS, S. & WATTS, C. 2009. How does economic empowerment affect women's 

risk of intimate partner violence in low and middle income countries? A 

systematic review of published evidence. Journal of International 

Development, 21, 577-602. 



 

 
212 

WALKER, E., GELFAND, A., KATON, W., KOSS, M. & AL, E. 1999. Adult health status 

of women with histories of childhood abuse and neglect. The American 

Journal of Medicine, 107, 332. 

WALKER, L. 1979. The Battered Woman, New York, N. Y, Harper & Row Publishers. 

WALKER, L. 1984. The battered woman syndrome, New York, Springer. 

WATLINGTON, C. & MURPHY, C. 2006. The roles of religion and spirituality among 

African American survivors of domestic violence. Journal of Clinical 

Psychology, 62, 837-857. 

WHO. 2002. Women's health in south-east Asia: mental health [Online]. SEARO 

World Health Organisation. Available: http://w3.whosea.org/index.htm 

2003]. 

WHO 2005. WHO multi-country study on women's health and domestic violence 

against women: full report - Initial results on prevalence, health outcomes 

and women's responses. 

WHO. 2011. WHO web site [Online]. WHO. Available: http://www.who.int 2011]. 

WHOSEA 2004. India and Family Planning: An Overview. In: WHO (ed.). WHO. 

WORLD BANK 2011. World Development Indicators database Washington, DC. 

WORLD HEALTH ORGANISATION 2005. The WHO Multi-country Study on 

Women's Health and Domestic Violence against Women. Geneva: World 

Health Organization. 

WORLD HEALTH ORGANISATION 2010. Preventing intimate partner and sexual 

violence against women: taking action and generating evidence. Geneva: 

World Health Organization. 

WORLDBANK 1993. World Development Report 1993: Investing in Health. New 

York: Oxford University Press. 

YEE, A. 2013. Reforms urged to tackle violence against women in India. Lancet, 

381, 1445. 

YICK, A. 2007. Role of Culture and Context: Ethical Issues in Research with Asian 

Americans and Immigrants in Intimate Violence. Journal of Family 

Violence, 22, 277-285. 

http://w3.whosea.org/index.htm
http://www.who.int/


 

 
213 

YICK, A. 2008. A metasynthesis of qualitative findings on the role of spirituality 

and religiosity among culturally diverse domestic violence survivors. 

Qualitative Health Research, 18, 1289-1306. 

YLLO, K. 1988. Political and methodological debates in wife abuse research. In: 

YLLO, K. & BOGRAD, M. (eds.) Feminist perspectives on wife abuse. 

Thousand Oaks, CA: Sage Publications, Inc. 

YLLO, K. & STRAUS, M. 1984. Patriarchy and violence against wives: The impact of 

structural and normative factors. Journal of International and Comparative 

Social Welfare, 1. 

YOUNG, J., CS, C. & J, S. 2000. The Moderating Relationship of Spirituality on 

Negative Life Events and Psychological Adjustment. Counseling & Values, 

45, 49. 

ZINK, T., JACOBSON, C., PABST, S., REGAN, S. & FISHER, B. 2006. A lifetime of 

intimate partner violence - Coping strategies of older women. Journal of 

Interpersonal Violence, 21, 634-651. 

 

 
 
 
 
 
Every reasonable effort has been made to acknowledge the owners of copyright 
material. I would be pleased to hear from any copyright owner who has been 
omitted or incorrectly acknowledged. 

  



 

 
214 

Appendix 1 - Copy of the Human Research Ethics Committee 
approval 





 

 
214 

 
Appendix 2 – Trilingual project information sheet  

 
  



 

 
215 

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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Appendix 3 - Trilingual survey 
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 1

DEMOGRAPHIC AND HEALTH SURVEY   -    IDENTIFICATION CODE:  
 
Interviewer name (please print): ¨ÉÖ±ÉÉEòÉiÉ ±ÉäxÉä´ÉÉ±ÉÒ ¨ÉÊ½þ±ÉÉ EòÉ xÉÉ¨É / ¨ÉÖ±ÉÉJÉiÉ PÉähÉÉ−ªÉÉ ¨ÉÊ½þ±ÉäSÉä xÉÉÆ´É :  

Interview date: ¨ÉÖ±ÉÉJÉiÉ EòÒ iÉÉÊ®úJÉ       (DD/MM/YYYY) (ÊnùxÉ /¨ÉÉ½þ /ºÉÉ±É ) 

001 Read out following introduction. 
Hello.  I am from Somaiya Hospital and Research Center and I am conducting a survey 
on women’s health. The interview will take approximately one hour.  Your participation in 
this survey would be greatly appreciated.  
xÉ¨ÉºEòÉ®ú, ¨Éè ºÉÉä¨ÉèªªÉÉ +º{ÉiÉÉ±É ºÉä ½ÚÄþ +Éè®ú ¨Éè +Éè®úiÉÉåEäò º´ÉÉºlªÉEäò ¤ÉÉ®ä ú¨Éä VÉÉxÉxÉÉ SÉÉ½þiÉÒ ½ÚÄþ 
(ºÉ´½æþ Eò®ú ®ú½þÒ ½ÚÄþ )* <ºÉ ¨ÉÖ±ÉÉEòÉiÉ EòÉ ºÉ¨ÉªÉ Eò®úÒ¤ÉxÉ BEò PÉÆ]õÉ ½èþ* EÞò{ÉªÉÉ +É{É +{ÉxÉÉ ºÉ¨ÉªÉ 
näù iÉÉä +SUôÉ ½þÉäMÉÉ * 
 
xÉ¨ÉºEòÉ®ú, ¨ÉÒ ºÉÉä¨ÉèªªÉÉ ½þÉìÎº{É]õ±É EòbÚ÷xÉ +É±Éä +É½äþ +ÉÊhÉ ¨ÉÒ ÎºjÉªÉÉÆSªÉÉ +É®úÉäMªÉÉÊ´É¹ÉªÉÒ ¨ÉÉÊ½þiÉÒ 
VÉÉhÉÚxÉ PÉä>ð <ÎSUôiÉä. ½þÒ ¨ÉÉÊ½þiÉÒ näùhªÉÉEòÊ®úiÉÉ ºÉÉvÉÉ®úhÉ{ÉhÉä BEò iÉÉºÉ ±ÉÉMÉä±É. EÞò{ÉªÉÉ +É{ÉhÉ 
lÉÉäb÷É ´Éä³ý näù>ð ¶ÉEòÉ±É EòÉ 
   Respondent agrees ½þÉ / ½þÉä 
   Respondent refuses xÉ½þÒ / xÉÉ½þÒ 
If the respondent say NO, Thank her for the attention and move on to the next 
household on the list.  
=xÉEòÉä vÉxªÉ´ÉÉnù näùEò®ú +É{ÉEòÒ ºÉÖSÉÒ ¨Éå nùÒ MÉªÉä +MÉ±Éä PÉ® ú¨Éå VÉÉB *   

 
 
 
 
 
 
 
 
 
 
 
 
 

1 
2 

 
 
 
 
 
 
 
 
 
 
 
 
 
→ 002 
→NEXT household on list  
ºÉÖSÉÒ¨Éå nùÒ MÉªÉÉ +MÉ±ÉÉ PÉ®ú 
ªÉÉnùÒiÉÒ±É {ÉÖføSªÉÉ PÉ®úÒ VÉÉ 

002 It is necessary for this interview to be conducted in privacy because some of the 
questions focus on reproductive health matters.  Is it possible to obtain this privacy in 
your household at the current time?  
+MÉ®ú +É{ÉEäò {ÉÉºÉ ºÉ¨ÉªÉ ½þÉä, iÉÉä CªÉÉ +É{É ºÉä ½þ¨É EÖòUô ºÉ´ÉÉ±É {ÉÖUô ºÉEòiÉä ½éþ? +MÉ®ú xÉ½þÓ iÉÉä 
CªÉÉ ½þ¨É Ê¡ò®ú Eò¦ÉÒ +É ºÉEòiÉä ½éþ? 
EÖòUô BäºÉå ºÉ´ÉÉ±É ½èþ VÉÉå +Éè®úiÉÉåEäò ºÉ¨ÉºªÉÉ ºÉÆ¤ÉÆvÉÒ ½èþ, <ºÉÊ±ÉªÉä ¨Éè +Eäò±Éä̈ Éå ¤ÉÉiÉ Eò®úxÉÉ SÉÉ½ÖÆþMÉÒ* 
 
EòÉ½þÒ ºjÉÒªÉÉÆSªÉÉ +É®úÉäMªÉÉÊ´É¹ÉªÉÒSÉä MÉÉä{ÉxÉÒªÉ |É¶xÉ +É½äþiÉ.  VÉ®ú +ÉiÉÉ iÉÖ¨ÉSªÉÉVÉ´É³ý ´Éä³ý / 
MÉÉä{ÉxÉÒªÉiÉÉ ¶ÉCªÉ +ºÉä±É iÉ®ú |É¶xÉ Ê´ÉSÉÉ®úhÉÉ®ú ËEò´ÉÉ ´Éä³ý xÉºÉä±É iÉ®ú {É®úiÉ ªÉä>ð. 
   Yes ½þÉ / ½þÉä 
   No xÉ½þÒ /xÉÉ½þÒ 

 
 
 
 
 
 
 
 
 
 

1 
2 

 
 
 
 
 
 
 
 
 

 
→ NEXT PAGE  +MÉ±ÉÉ {ÉzÉÉ/ {ÉÖføÒ±É 
{ÉÉxÉ 
→003 

003 Is there a more suitable time when I can return when privacy for the interview can be 
guaranteed?   
+É{ÉEäò PÉ®ú ¨Éå +MÉ®ú <ºÉ ºÉ¨ÉªÉ MÉÉä{ÉÊxÉªÉiÉÉ xÉ½þÓ ½éþ iÉÉä CªÉÉ ½þ¨É Ê¡ò®ú Eò¦ÉÒ +É ºÉEòiÉä ½éþ? 
CªÉÉ ½þ¨É +¦ÉÒ ¤ÉÉiÉ Eò®ú ºÉEòiÉä ½éþ? +É{É +MÉ®ú SÉÉ½þÉå iÉÉä +É{ÉEäò PÉ®ú¨Éå ¤Éè̀ ö ºÉEòiÉä ½èþ * CªÉÉ ½þ¨É 
+É{ÉºÉä +Eäò±Éä̈ Éå ¤ÉÉiÉ Eò® ºÉEòiÉä ½èþ ªÉÉ xÉ½þÓ ?  
 

VÉ®ú +ÉiÉÉ iÉÖ¨ÉSªÉÉVÉ´É³ý ´Éä³ý ËEò´ÉÉ MÉÉä{ÉxÉÒªÉiÉÉ xÉºÉä±É iÉ®ú iÉÖ¨½þÒ ºÉÉÆMÉÉ +ÉÆ¨½þÒ EòvÉÒ ªÉä>ð ? 
+É{ÉhÉ iÉÖ¨ÉSªÉÉ PÉ®úÉiÉ ¤ÉºÉÚxÉ ¤ÉÉä±ÉÚªÉÉ EòÉ? iÉÒlÉä +É{ÉhÉ nùÉäPÉÒSÉ ¤ÉºÉÚxÉ ¤ÉÉä±ÉÚ ¶ÉEòiÉÉä EòÉ ? 
 
Respondent provides alternate time for visit 
VÉ¤ÉÉ¤ÉÒxÉä nÖùºÉ®úÉ ºÉ¨ÉªÉ ÊnùªÉÉ * iÉÒxÉä nÖùºÉ®úÉ ´Éä³ý ËEò´ÉÉ Ênù´ÉºÉ ºÉÉÆÊMÉiÉ±ÉÉ. 
 
Respondent is not able to provide alternate time 
VÉ¤ÉÉ¤ÉÒxÉä nÖùºÉ®úÉ ºÉ¨ÉªÉ xÉ½þÓ ÊnùªÉÉ * iÉÒxÉä nÖùºÉ®úÉ ´Éä³ý ´ÉMÉè®äú ºÉÉÆÊMÉiÉ±ÉÉ xÉÉ½þÒ. 

 
 
 
 

 
 
 
 
 
 
 
 
 

1 
 
 

2 

 

NEW DATE    
xÉªÉÒ iÉÉ®úÒJÉ  
NEW TIME   
xÉªÉÉ ºÉ¨ÉªÉ *  

ADDRESS   
{ÉiÉÉ*  
 
 
 
 
 
 

→xÉªÉÒ iÉÉ®úÒJÉ iÉlÉÉ ºÉ¨ÉªÉ Ê±ÉJÉå *↑ 
 
 
 
→004 

004 Read following:  
Since privacy can not be assured in your home, I am not able to conduct the interview. 
CªÉÉå EòÒ +É{ÉEäò PÉ®ú¨Éå ºÉÆ¦ÉÉ¹ÉhÉ¨Éå MÉÉä{ÉÊxÉªÉiÉÉ xÉ½þÓ ½èþ, ¨Éè +Éè®ú ºÉ´ÉÉ±É xÉ½þÒ {ÉÖUÖÆôMÉÒ * 
+ºÉÉä, iÉÖ¨ÉSªÉÉ PÉ®úÉiÉ MÉÖ{iÉiÉäSÉÒ JÉÉjÉÒ xÉºÉ±ªÉÉxÉä ¨ÉÒ iÉÖ¨ÉSÉÒ ¨ÉÖ±ÉÉJÉiÉ PÉä>ð ¶ÉEòiÉ xÉÉ½þÒ.  
Thank her for the attention and move on to the next household on the list.  
=xÉEòÉä vÉxªÉ´ÉÉnù näùEò®ú +É{ÉEòÒ ºÉÖSÉÒ¨Éå nùÒ MÉªÉä +MÉ±Éä PÉ®ú¨Éå VÉÉB * 
iªÉÉÆSÉä +É¦ÉÉ®ú ¨ÉÉxÉÉ ´É {ÉÖføÒ±É PÉ®úÒ VÉÉ. 

 
 
 
 
 

 
 

 
CONTENTS /  +ÆiÉ®ú¦ÉÖiÉ / +xÉÖGò¨É 
Section 1: Respondents Background /   VÉ¤ÉÉ¤ÉÒ ¨ÉÊ½þ±ÉÉEòÒ {É®úÒÎºlÉiÉÒ / =kÉ®ú näùhÉÉ−ªÉÉ ¨ÉÊ½þ±ÉäSªÉÉ {ÉÊ®úºlÉÒiÉÒ¤ÉÉ¤ÉiÉ  
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Section 7: Domestic violence / PÉ®äú±ÉÖ ZÉMÉbå÷ / PÉ®úÉiÉÒ±É ¦ÉÉÆb÷hÉä 
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SECTION 1.  RESPONDENT’S BACKGROUND / VÉ¤ÉÉ¤ÉÒ ¨ÉÊ½þ±ÉÉEòÒ {É®úÒÎºlÉiÉÒ / =kÉ®ú näùhÉÉ−ªÉÉ ¨ÉÊ½þ±ÉäSÉÒ {ÉÊ®úºlÉÒiÉÒ 
 
NO. 

 
 QUESTIONS AND FILTERS 

 
 CODING CATEGORIES 

 
 SKIP 

101 First I 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? 

{É½äþ±Éä, ¨Éé EÖòUô ºÉ´ÉÉ±É +É{ÉEäò +Éè®ú +É{ÉEäò PÉ®ú Eäò ¤ÉÉ®äú ¨Éå {ÉÖUÖÆôMÉÒ* 
+É{ÉEäò ¶ÉÉnùÒ Eäò {É½þ±Éä +É{ÉxÉä VªÉÉnùÉ ºÉ¨ÉªÉ ¶É½þ®ú¨Éä ¤ÉÒiÉÉªÉÉ ªÉÉ MÉÉÆ´É ¨Éå lÉä? 
|ÉlÉ¨É ¨ÉÒ iÉÖ¨½þÉ±ÉÉ, iÉÖ¨ÉSªÉÉ ´É iÉÖ¨ÉSªÉÉ PÉ®úÉºÉÆ¤ÉÆvÉÒ EòÉ½þÒ |É¶xÉ Ê´ÉSÉÉ®úÒxÉ.  
Ê´É´ÉÉ½þÉ{ÉÖ´ÉÔ iÉÖ¨½þÒ VÉÉºiÉ EòÉ±ÉÉ´ÉvÉÒ ¶É½þ®úÉiÉ PÉÉ±É´É±ÉÉiÉ ËEò´ÉÉ MÉÉ´ÉÉiÉ ?  

 
 
 

SHEHER  ¶É½þ®ú¨Éä       ¶É½þ®úÉiÉ   1 

GAON  MÉÉÆ´É¨Éå       MÉÉ´ÉÉiÉ   2 

102 How long have you been living in your current residence?  
IF LESS THAN ONE YEAR, RECORD ‘00' YEARS 

+É{É <ºÉ PÉ®ú¨Éä ªÉÉ <ºÉ {ÉiÉä {É®ú Eò¤É ºÉä ®½ ®ú½å ½èþ ? +MÉ®ú BEò ºÉÉ±ÉºÉä 
Eò¨É ½èþ iÉÉä Ê±ÉJÉå  “00” ºÉÉ±É. 
iÉÖ¨½þÒ ªÉÉ PÉ®úÉiÉ {ÉiiªÉÉ´É®ú EòvÉÒ{ÉÉºÉÚxÉ +É½þÉiÉ ? VÉ®ú BEò ´É¹ÉÉÇ{ÉäIÉÉ Eò¨ÉÒ 
+ºÉä±É iÉ®ú "00" +ºÉä Ê±É½þÉ. 

 
 
 

    YEARS / ºÉÉ±É / ´É¹ÉÇ 

 

103 How old are you? 
+É{ÉEòÒ =¨É® ÊEòiÉxÉÒ ½èþ? 
iÉÖ¨ÉSÉä ´ÉªÉ ÊEòiÉÒ ? 

 

  =¨É® / ´ÉªÉ ú………..ºÉÉ±É / ´É¹ÉÇ 

104 What is the highest level of school you have completed? 
primary (year 1-4),       high school (year 5-10), 
junior college (year 11-12)    or      degree college? 
+É{ÉxÉä VªÉÉnùÉ ºÉä VªÉÉnùÉ ÊEòiÉxÉÒ EòIÉÉ iÉEò {ÉføÉÆ<Ç EòÓ ½èþ? 
|ÉÉlÉÊ¨ÉEò  ( 1 – 4 EòIÉÉ iÉEò)   ¨ÉÉvªÉÊ¨ÉEò ( 5 – 10 EòIÉÉ iÉEò) 
VªÉÖ EòÉì±ÉäVÉ ( 11 ´É 12 EòIÉÉ iÉEò)         {Énù´ÉÒ (¨É½þÉÊ´ÉtÉ±ÉªÉ) 

iÉÖ¨ÉSÉä VÉÉºiÉÒiÉ VÉÉºiÉ Ê¶ÉIÉhÉ ÊEòiÉ´ÉÒ {ÉªÉÈiÉ ZÉÉ±Éä +É½äþ ? 
|ÉÉlÉÊ¨ÉEò (1-4)  ¨ÉÉvªÉÊ¨ÉEò (5 –10) VªÉÖ EòÉì±ÉäVÉ ( 11 ´É 12) {Énù´ÉÒ  

 
NONE – DID NOT ATTEND SCHOOL  1 
+Ê¶ÉÊIÉiÉ / ÊxÉ®úIÉ®ú  
PRIMARY SCHOOL/ |ÉÉlÉÊ¨ÉEò/|ÉÉlÉÊ¨ÉEò     2 
HIGH SCHOOL/¨ÉÉvªÉÊ¨ÉEò/¨ÉÉvªÉÊ¨ÉEò  3 

JUNIOR COLLEGE / VªÉÖ EòÉì±ÉäVÉ/ VªÉÖ EòÉì±ÉäVÉ 4 

DEGREE COLLEGE/{Énù´ÉÒ/{Énù´ÉÒ (¨É½þÉÊ´ÉtÉ±ÉªÉ) 5  

105 What is your religion? 

+É{ÉEòÉ vÉ¨ÉÇ CªÉÉ ½è?þ 
iÉÖ¨ÉSÉÉ vÉ¨ÉÇ EòÉähÉiÉÉ? 

HINDU  Ë½þnÖù    1 
MUSLIM  ¨ÉÖºÉ±É¨ÉÉxÉ ¨ÉÖº±ÉÒ¨É   2 
CHRISTIAN  <ÇºÉÉ<Ç ÊLÉ¶SÉxÉ   3 

SIKH  ºÉÒJJÉ / ¶ÉÒJÉ   4 

BUDDHIST ¤ÉÖvn / ¤ÉÉèvnù   5 
OTHER – SPECIFY  +xªÉ ¤ÉiÉ±ÉÉªÉå / ËEò´ÉÉ 
<iÉ®ú EòÉähÉiÉÉ iÉä Ê±É½þÉ   5 
 

→106 

  →107 

106 What caste/tribe are you? 

+É{É ÊEòºÉ VÉÉiÉ Eäò ½èþ? 
iÉÖ¨ÉSÉÒ VÉÉiÉ EòÉähÉiÉÒ þ? 

SCHEDULED TRIBE  +xÉÖºÉÖÊSÉiÉ VÉxÉ VÉÉiÉÒ 1 
SCHEDULED CASTE  +xÉÖºÉÖÊSÉiÉ VÉÉiÉÒ  2 
SHUDHRA  ¶ÉÖpù    3 

VAISHYA  ´Éè¶ªÉ    4 

KSHATRIYA  IÉÊjÉªÉ    5 

BRAHMIN  ¥ÉÉ¨½þhÉ    6 

OTHER  /   +xªÉ    7 

 

107 Now I would like to ask you a few questions about your marriage.  
What was your age at marriage? 

+¤É ¨Éé +É{ÉEäò ´Éè́ ÉÉÊ½þEò VÉÒ´ÉxÉEäò ¤ÉÉ®åú¨Éå EÖòUô ºÉ´ÉÉ±É {ÉÖUôxÉÉ SÉÉ½ÖÆþMÉÒ *  
¶ÉÉÊnùEäò ºÉ¨ÉªÉ +É{ÉEòÒ =¨É®ú CªÉÉ lÉÒ? 
+ÉiÉÉ ¨ÉÒ iÉÖ¨½þÉÆ±ÉÉ iÉÖ¨ÉSªÉÉ Ê´É´ÉÉ½þÉºÉÆ¤ÉÆvÉÒ EòÉ½þÒ |É¶xÉ Ê´ÉSÉÉ®úhÉÉ®ú +É½äþ.  
Ê´É´ÉÉ½þÉSªÉÉ ´Éä³ýÒ iÉÖ¨ÉSÉä ´ÉªÉ EòÉªÉ ½þÉäiÉä? 

 

    YEARS  ºÉÉ±É  ´É¹Éæ 

108 What kind of marriage did you have: arranged or love? 

+É{ÉEòÒ ¶ÉÉnùÒ EèòºÉä iÉªÉ ½Öþ<Ç lÉÒ? +É{ÉEòÉ |Éä¨É Ê´É´ÉÉ½þ lÉÉ ªÉÉ iÉªÉ ÊEòªÉÉ ½Öþ´ÉÉ 
lÉÉ? 
iÉÖ¨ÉSÉÉ Ê´É´ÉÉ½þ EòºÉÉ `ö®ú±ÉÉ ?  iÉÖ¨ÉSÉÉ |Éä̈ É Ê´É´ÉÉ½þ ÊEò `ö®ú´ÉÖxÉ Eäò±Éä±ÉÉ ? 

 
 
ARRANGED  iÉªÉ ÊEòªÉÉ ½Öþ´ÉÉ `ö®ú´ÉÖxÉ Eäò±Éä±ÉÉ 1 
LOVE         |Éä̈ É |Éä¨É Ê´É´ÉÉ½   2 

 

109 Do you usually live with your husband? 

CªÉÉ +É{É +{ÉxÉä {ÉÊiÉEäò ºÉÉlÉ ®ú½þiÉÒ ½þÉä? 
iÉÖ¨½þÒ {ÉiÉÒ ¤É®úÉä¤É®ú ®ú½þÉiÉÉ EòÉ? 

 
YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ      xÉÉ½þÒ   2 
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NO. 

 
 QUESTIONS AND FILTERS 

 
 CODING CATEGORIES 

 
 SKIP 

110 Who else, other than your husband, lives in your house? 

+É{ÉEäò {ÉÊiÉEäò +±ÉÉ´ÉÉ +Éè®ú EòÉèxÉ +É{ÉEäò PÉ®ú¨Éå ®ú½þ ®ú½åþ ½èþ? 
iÉÖ¨ÉSªÉÉ xÉ´É−ªÉÉ´ªÉÊiÉÊ®úHò iÉÖ¨ÉSªÉÉ PÉ®úÉiÉ +ÉhÉJÉÒxÉ EòÉähÉ ®ú½þÉiÉä? 
 

MOTHER/FATHER  ¨ÉÉiÉÉ / Ê{ÉiÉÉ   +É<Ç / ´Éb÷Ò±É 1 

SISTER/BROTHER  ¤É½þxÉä / ¦ÉÉ<   ¤ÉÊ½þhÉ / ¦ÉÉ>ð 2 

CHILD/CHILDREN  ¤ÉSSÉä / ¤ÉÎSSÉªÉÉí  ¨ÉÖ±ÉMÉÉ / ¨ÉÖ±ÉMÉÒ 3 

M-IN-LAW/F-IN-LAW  ºÉÉíºÉ / ºÉºÉÖ®ú  ºÉÉºÉÚ / ºÉÉºÉ®äú 4 
OTHER – SPECIFY  +xªÉ ¤ÉiÉ±ÉÉªÉå    <iÉ®ú,  ºÉÉÆMÉÉ 5 

 
 
 

→next 
section 

  →111 

111 Where does your natal family live? 

+É{ÉEòÉ ¨ÉÉªÉEòÉ Eò½þÉÄ ½èþ? 
iÉÖ̈ ÉSÉä ¨ÉÉ½äþ®ú EÖò ä̀ö +É½äþ? 

 
MUMBAI  ¨ÉÖÆ¤É<ÇÇ      1 
OUTSIDE MUMBAI  ¨ÉÖÆ¤É<Ç Eäò ¤ÉÉ½þ®ú /¨ÉÖÆ¤É<ÇSªÉÉ ¤ÉÉ½äþ®ú 2 

112 How many times a year do you see your natal family? 

ºÉÉ±É¨Éå ÊEòiÉxÉä ¤ÉÉ®ú +É{É +{ÉxÉä ¨ÉÉªÉEäò´ÉÉ±ÉÉåºÉä Ê¨É±ÉiÉä ½èþ?  
´É¹ÉÉÇiÉÚxÉ iÉÖ¨½þÒ ¨ÉÉ½äþ®úSªÉÉÆxÉÉ ÊEòiÉÒ ´Éä³ýÉ ¦Éä]õiÉÉ? 

 
__________ times in a Year  
ºÉÉ±É¨Éå ............¤ÉÉ®  
´É¹ÉÉÇiÉÚxÉ .............. ´Éä³ýÉ 
 

 

SECTION 2: REPRODUCTION AND CONTRACEPTIVES / |ÉVÉÉäi{ÉÉnùxÉ +Éè®ú MÉ¦ÉÇÊxÉ®úÉävÉÒ ºÉÉvÉxÉ/ {ÉÖxÉÇ=i{ÉÉnùxÉ +ÉÊhÉ MÉ¦ÉÇÊxÉ®úÉävÉEò ºÉÉvÉxÉÉÆ¤ÉÉ¤ÉiÉ 
 
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? 

+¤É ¨Éé, +É{ÉEäò |ÉVÉxÉxÉºÉÆ¤ÉvÉÒ EÖòUô ºÉ´ÉÉ±É {ÉÖUôxÉÉ SÉÉ½þiÉÒ ½ÚÆþ * CªÉÉ +É{ÉxÉä 
VÉxÉ¨É ÊnùªÉÉ ½èþ? 
+ÉiÉÉ ¨ÉÒ iÉÖ¨½þÉ±ÉÉ iÉÖ¨ÉSªÉÉ |ÉVÉxÉxÉÉSªÉÉ ºÉÆ¤ÉÆvÉÒ EòÉ½þÒ |É¶xÉ Ê´ÉSÉÉ®úhÉÉ®ú +É½äþ. 
 iÉÖ¨½þÒ VÉx¨ÉnùÉjÉÒ +É½þÉiÉ EòÉ þ? 

 
 
 
YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 

 

202 How many living children do you have? 

+É{ÉEäò ÊEòiÉxÉä VÉÒÊ´ÉiÉ ¤ÉSSÉä ½éþ? iÉÖ¨ÉSÉÒ ÊEòiÉÒ +{ÉiªÉä ÊVÉ´ÉÆiÉ +É½äþiÉ? 

 

  ………CHILDREN  ¤ÉSSÉäþ  +{ÉiªÉä 

 
 

203 How many sons do you have?  
IF NONE, RECORD ‘00’.  
ÊEòiÉxÉä ¤Éä]äõ ½éþ +É{ÉEäò ?     +MÉ®ú xÉ½þÓ iÉÉä, Ê±ÉJÉå  “00”.  
iÉÖ̈ ½þÉ±ÉÉ ÊEòiÉÒ ¨ÉÖ±ÉMÉä +É½äþiÉ?   xÉºÉ±ªÉÉºÉ  00 Ê±É½þÉ 

 
 
  ……..SONS  ¤Éä]äõ 

 
 

204 Is your firstborn, living child a son or a daughter?  
CªÉÉ +É{ÉEòÉ {É½þ±ÉÉ ¤ÉSSÉÉ ¤Éä]õÉ ªÉÉ ¤Éä]õÒ ½éþ? 
iÉÖ¨ÉSÉä {ÉÊ½þ±Éä +{ÉiªÉ ¨ÉÖ±ÉMÉÉ  +É½äþ EòÒ ¨ÉÖ±ÉMÉÒ? 

 
SON  ¤Éä]õÉ / ¨ÉÖ±ÉMÉÉ    1 
DAUGHTERS  ¤Éä]õÒ / ¨ÉÖ±ÉMÉÒ   2 

 
 

205 Have you ever had a pregnancy that miscarried, or ended in a stillbirth? 
 Please don’t include abortions. 
CªÉÉ +É{ÉEòÉ xÉèºÉÌMÉEò ½Öþ+É lÉÉ? (ªÉÉ ¨É®úÉ ½Öþ+É ¤ÉSSÉÉ {ÉènùÉ ½Öþ+É lÉÉ?) 
(Eò®ú´ÉÉªÉÉ MÉ¦ÉÇ{ÉÉiÉ EòÒ nùJÉ±É xÉÉ ±Éä ) 
iÉÖ¨ÉSÉÉ xÉèºÉÌMÉEò MÉ¦ÉÇ{ÉÉiÉ ZÉÉ±ÉÉ ½þÉäiÉÉ ËEò´ÉÉ +{ÉiªÉ VÉx¨ÉiÉ:ÃSÉ ¨ÉÞiÉ ½þÉäiÉä ? 
(Eäò±ªÉÉ MÉä±Éä±ªÉÉ MÉ¦ÉÇ{ÉÉiÉÉÆSÉÉ ºÉÆ¤ÉÆvÉ ªÉälÉä xÉÉ½þÒ.) 

 
 
 
YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 

 
 

206 Are you pregnant now? 

CªÉÉ +É{É MÉ¦ÉÇ´ÉiÉÒ ½éþ ? 
iÉÖ¨½þÒ MÉ®úÉänù®ú +É½þÉiÉ EòÉ ? 

YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 

DON’T KNOW  xÉ½þÓ  ¨ÉÉ±ÉÚ̈ É / ¨ÉÉÊ½þiÉ xÉÉ½þÒ 3 

 
→210 
→210 

207 Whose decision was it for you to become pregnant? 

ÊEòºÉEòÉ ¡èòºÉ±ÉÉ lÉÉ EòÒ +É{É MÉ¦ÉÇ´ÉiÉÒ ¤ÉxÉä? 
iÉÖ¨½þÒ MÉ®úÉänù®ú ®ú½þÉ´Éä ½þÉ ÊxÉhÉÇªÉ EòÉähÉÉSÉÉ ½þÉäiÉÉ ? 

RESPONDENT  +Éè®úiÉ EòÉ /ºjÉÒSÉÉ  1 
JOINT DEC W HUSBAND   nùÉäxÉÉåEòÉ /nùÉäPÉÉÆSÉÉ 2 

HUSBAND  {ÉÊiÉ EòÉ / {ÉiÉÒSÉÉ   3 

HUSBAND JOINTLY WITH IN LAWS  
{ÉÊiÉ EòÉ +Éè®ú  ºÉÉíºÉ-ºÉºÉÖ®ú / {ÉiÉÒ ´É ºÉÉºÉÚ -ºÉÉºÉ®äú 4 

 
 



12/05/2008       1:33 PM 

 4

208 Are you and your husband currently doing something or using any 
method to delay or avoid getting pregnant? 

¨Éé {ÉÊ®ú´ÉÉ®ú ÊxÉªÉÉäVÉxÉ Eäò ¤ÉÉ®åú¨Éå ¤ÉÉiÉ Eò®úxÉÉ SÉÉ½þiÉÒ ½ÖÄþ : CªÉÉ +É{É ªÉÉ +É{ÉEäò 
{ÉiÉÒ {ÉÊ®ú´ÉÉ®ú ÊxÉªÉÉäVÉxÉ Eäò ºÉÉvÉxÉ (MÉ¦ÉÇÊxÉ®úÉävÉEò ºÉÉvÉxÉ)<ºiÉ¨ÉÉ±É Eò®ú ®ú½äþ 
½þÉä? 
+ÉiÉÉ ¨ÉÒ EÖò]ÖÆõ¤É ÊxÉªÉÉäVÉxÉÉ¤ÉÉ¤ÉiÉ Ê´ÉSÉÉ®úhÉÉ®ú +É½äþ. - iÉÖÆ¨½þÒ ËEò´ÉÉ iÉÖ¨ÉSÉä {ÉiÉÒ 
EÖò]ÖÆõ¤ÉÊxÉªÉÉäVÉxÉÉSÉÒ ºÉÉvÉxÉä (MÉ¦ÉÇÊxÉ®úÉävÉEò ºÉÉvÉxÉ)´ÉÉ{É®úiÉ +É½þÉiÉ EòÉ? 

 
YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 

 
→211 
 
→214 

209 Which method are you using? 
+É{É MÉ¦ÉÇÊxÉ®úÉävÉ Eäò Ê±ÉªÉä EòÉèxÉºÉÉ iÉ®úÒEòÉ <ºiÉ¨ÉÉ±É Eò®ú ®ú½äþ ½þÉä? 
 
EòÉähÉiÉÒ MÉ¦ÉÇÊxÉ®úÉävÉEò ºÉÉvÉxÉä ´ÉÉ{É®úiÉ +É½þÉiÉ? 

CONDOM  EÆòb÷Éä̈ É (ÊxÉ®úÉävÉ)   1 

PILL  MÉÉä±ÉÓªÉÉì / MÉÉä³ýªÉÉ   2 

COPPER T/LOOP/IUD  EòÉì{É®ú ]õÒ / iÉÉÆ¤ÉÒ ±ÉÖ{É 3 

ABSTINENCE/WITHDRAWL/RHYTHM  4 
{É®ú½äþVÉ/ ÊxÉEòÉºÉ/ iÉÉ±É¨Éä±É 
ABORTION  MÉ¦ÉÇ{ÉÉiÉ    5 
OTHER – SPECIFY   
+xªÉ ¤ÉiÉ±ÉÉªÉå/ <iÉ®ú ºÉÉvÉxÉä ºÉÉÆMÉÉ  6 

 
 
 
 
 
 
 
 
 
 
 
→212 

210 What is your reason for using contraceptive? 
MÉ¦ÉÇÊxÉ®úÉävÉEò ºÉÉvÉxÉ Eäò ={ÉªÉÉäMÉ  EòÉ CªÉÉ EòÉ®úhÉ ½èþ ? 
MÉ¦ÉÇÊxÉ®úÉävÉEò ºÉÉvÉxÉÉÆSÉÉ ={ÉªÉÉäMÉ Eò®úhªÉÉ¨ÉÉMÉä EòÉªÉ EòÉ®úhÉ +É½äþ? 

¤ÉiÉ±ÉÉªÉå  / ºÉÉÆMÉÉ 
 
 

 
 
→213 
 

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  
+É{ÉxÉä ¤ÉiÉÉªÉÉ ÊEò ÊxÉªÉÉäVÉxÉEäò ºÉÉvÉxÉ <ºiÉ¨ÉÉ±É Eò®ú ®ú½äþ ½þÉä, ªÉ½þ ÊEòºÉEòÉ 
ÊxÉhÉÇªÉ lÉÉ? +É{ÉEòÉ, +É{ÉEäò {ÉÊiÉEòÉ ªÉÉ nùÉäxÉÉåEòÉ? 
+MÉ±Éä Ê´É¦ÉÉMÉ EòÒ +Éä®ú SÉ±Éä 
iÉÖ¨½þÒ ¨½þhÉÉ±ÉÉiÉ EòÒ  {ÉÊ®ú´ÉÉ®ú ÊxÉªÉÉäVÉxÉÉSÉÒ ºÉÉvÉxÉä ´ÉÉ{É®úiÉ +É½þÉiÉ ½þÉ ÊxÉhÉÇªÉ 
EòÉähÉÉSÉÉ ½þÉäiÉÉ?  {ÉÖføSªÉÉ Ê´É¦ÉÉMÉÉEòbä÷ VÉÉ>ð 

 
 
 
RESPONDENT  +Éè®úiÉEòÉ  /ºjÉÒSÉÉ  1 
HUSBAND  {ÉÊiÉ EòÉ /{ÉiÉÒSÉÉ   2 

JOINT DECISION  nùÉäxÉÉåE É  / nùÉäPÉÉÆSÉÉ  3 
 

 
 
 
 
 
 
 
 
 
 
→ 
proceed 
to 
section 3
Ê´É¦ÉÉMÉ 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? 
+É{ÉxÉä ¤ÉiÉÉªÉÉ ÊEò MÉ¦ÉÇÊxÉ®úÉävÉ/ÊxÉªÉÉäVÉxÉ Eäò ºÉÉvÉxÉ xÉ½þÓ <ºiÉ¨ÉÉ±É Eò®ú ®ú½äþ ½þÉä,
+É¨É iÉÉè®ú{Éä  ÊEòºÉEòÉ ÊxÉhÉÇªÉ lÉÉ? +É{ÉEòÉ, +É{ÉEäò {ÉÊiÉEòÉ, nùÉäxÉÉåEòÉ? 
iÉÖ¨½þÒ ̈ ½þhÉÉ±ÉÉiÉ EòÒ {ÉÊ®ú´ÉÉ®ú ÊxÉªÉÉäVÉxÉÉSÉÒ / MÉ¦ÉÇÊxÉ®úÉävÉEò ºÉÉvÉxÉä ́ ÉÉ{É®úiÉ xÉÉ½þÒ -
½þÉ ÊxÉhÉÇªÉ EòÉähÉÉSÉÉ ½þÉäiÉÉ? iÉÖ¨ÉSÉÉ, iÉÖ¨ÉSªÉÉ  {ÉiÉÒSÉÉ, EòÒ nùÉäPÉÉÆSÉÉ ? 

 
 
RESPONDENT  +Éè®úiÉEòÉ  / ºjÉÒSÉÉ  1 
HUSBAND  {ÉÊiÉEòÉ /iÉÖ¨ÉSªÉÉ  {ÉiÉÒSÉÉ  2 

JOINT DECISION  nùÉäxÉÉåEòÉ /  nùÉäPÉÉÆSÉÉ  3 
 

 
 
 
 
 
 
 
→215 

213 What are the reasons for not using contraceptives?  
ÊEòºÉ EòÉ®úhÉ {ÉÊ®ú´ÉÉ®ú ÊxÉªÉÉäVÉxÉEäò ºÉÉvÉxÉ xÉ½þÓ <ºiÉ¨ÉÉ±É Eò®ú ®ú½äþ ½þÉä? 
EòÉähÉiªÉÉ EòÉ®úhÉÉxÉä EÖò]ÖÆõ¤É ÊxÉªÉÉäVÉxÉÉSÉÒ ºÉÉvÉxÉä ´ÉÉ{É®úiÉ xÉÉ½þÒ? 
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, 
interferes with body’s normal processes  Lack of knowledge , knows no method, 
knows no source 
1-|ÉVÉÉäi{ÉÉnùxÉ Eäò ¤ÉÉ®ú ¨Éå - ¶ÉÉÊ®ú®úÒEò ºÉÆ¤ÉÆvÉÉåEòÉ +¦ÉÉ´É, VÉÉnùÉ ¤ÉSSÉä SÉÉÊ½þB, 
¨ÉÉ½þÉ´ÉÉ®úÒ +ÉxÉÉ ¤ÉÆnù <iªÉÉnùÒ 
2-={ÉªÉÉäMÉ ¨Éå ±ÉÉxÉä ºÉä Ê´É®úÉävÉ - ¨ÉÊ½þ±ÉÉ (º´ÉªÉÆ) , {ÉiÉÒ EòÉ ªÉÉ vÉ¨ÉÇ EòÉ Ê´É®úÉävÉ 
3-={ÉªÉÉäMÉ Eäò {ÉnùvÉiÉÒ ºÉä ºÉÆ¤ÉÆvÉÒiÉ – nùÉ¨É VÉÉnùÉ ½þÉäxÉä Eäò EòÉ®úhÉ, <ºiÉ¨ÉÉ±É Eò®úxÉÉ 
¨ÉÖÎ¶Eò±É, nÖùºÉ®äú {É®úÒhÉÉ¨ÉÉåEòÉ b÷®ú ±ÉMÉiÉÉ ½èþ, ¶ÉÉ®úÒ®úÒEò ¤Énù±ÉÉ´É ½þÉäiÉä ½èþ* 
4-VÉÉxÉEòÉ®úÒ xÉ ½þÉäxÉä Eäò EòÉ®úhÉ - ={ÉªÉÉäMÉ EèòºÉä Eò®åú +Éè®ú ={É±É¤vÉÒ Eò½þÉÄ ºÉÆ¤ÉÆvÉÒ 
VÉÉxÉEòÉ®úÒ xÉ½þÒ ½þÉäxÉä ºÉä* 
1-|ÉVÉÉäi{ÉÉnùxÉ ¤ÉÉ¤ÉiÉ - ¶ÉÉÊ®ú®úÒEò ºÉÆ¤ÉÆvÉ xÉ ä̀ö´É±ªÉÉxÉä +VÉÖxÉ½þÒ ¨ÉÖ±Éä ½þ´ÉÒ +É½äþiÉ 
¨½þhÉÚxÉ, ËEò´ÉÉ ¨ÉÉºÉÒEò {ÉÉ³ýÒ ªÉähÉä ¤ÉÆnù ZÉÉ±ªÉÉxÉä   
2-={ÉªÉÉäMÉ Eò®úhªÉÉºÉ ¤ÉÆnùÒ - ºjÉÒ º´ÉiÉ:SÉÉ, {ÉiÉÒSÉÉ ËEò´ÉÉ vÉ¨ÉÉÇSÉÉ Ê´É®úÉävÉ 
3-={ÉªÉÉäMÉÉSªÉÉ {ÉrùiÉÒ ¤ÉÉ¤ÉiÉ - ËEò¨ÉiÉ VÉÉºiÉ, ´ÉÉ{É®úhªÉÉºÉ EòÊ`öhÉ, nÖù¹{É®úÒhÉÉ¨ÉÉÆSÉÒ 
¦ÉÒiÉÒ ´ÉÉ]õiÉä, ¶É®úÒ®úÉ±ÉÉ +xÉÖ°ü{É xÉÉ½þÒ 
4-ªÉÉäMªÉ ¨ÉÉÊ½þiÉÒ xÉºÉ±ªÉÉ¨ÉÖ³ä - ={ÉªÉÉäMÉ EòºÉÉ Eò®úÉ´ÉÉ ´É ={É±É¤vÉ EÖò ä̀ö ¨ÉÉÊ½þiÉÒ 
xÉºÉ±ªÉÉxÉä ´ÉÉ{É®úiÉ xÉÉ½þÒ.ý               

FERTILITY RELATED – 
 |ÉVÉÉäi{ÉÉnùxÉ Eäò ¤ÉÉ®ú ¨Éå /|ÉVÉÉäi{ÉÉnùxÉ ¤ÉÉ¤ÉiÉ  1 

 
 
 
OPPOSITION TO USE –  
={ÉªÉÉäMÉ ¨Éå ±ÉÉxÉä ºÉä Ê´É®úÉävÉ / ={ÉªÉÉäMÉ Eò®úhªÉÉºÉ ¤ÉÆnùÒ 2 

 
 
METHOD RELATED -    3 
={ÉªÉÉäMÉ Eäò {ÉnùvÉiÉÒ ºÉä ºÉÆ¤ÉÆvÉÒiÉ / ={ÉªÉÉäMÉÉSªÉÉ {ÉrùiÉÒ ¤ÉÉ¤ÉiÉ  
 
 
 
LACK OF KNOWLEDGE –    4 
VÉÉxÉEòÉ®úÒ xÉ ½þÉäxÉä Eäò EòÉ®úhÉ / ªÉÉäMªÉ ¨ÉÉÊ½þiÉÒ xÉºÉ±ªÉÉ¨ÉÖ³äý            
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SECTION 3: HEALTH CARE AND AUTONOMY / º´ÉÉºlªÉ ºÉÆ¤ÉÆvÉÒ +Éè®ú º´ÉÉªÉkÉiÉÉ / +É®úÉäMªÉÉ ¤ÉÉ¤ÉiÉ +ÉÊhÉ º´ÉÉiÉÆjÉ 

301 Now I would like to ask you some questions about your health and health care 
activities.  In general, would you say your overall health is good, fair or poor? 
+¦ÉÒ ¨Éé +É{É Eäò (º´ÉªÉÆ) º´ÉÉºlªÉ +Éè®ú +É{ÉEäò º´ÉÉºlªÉEòÒ näùJÉ¦ÉÉ±É Eäò ¤ÉÉ®äú¨Éå 
{ÉÖUôxÉÉ SÉÉ½þiÉÒ ½ÚÄþ *  +É¨É iÉÉè®ú{Éä +É{ÉEòÒ º´ÉÉºlªÉ EèòºÉÒ ½èþ ?  
+ÉiÉÉ ¨ÉÒ iÉÖ¨ÉSÉä +É®úÉäMªÉ ´É iÉÖ¨½þÒ iÉÖ¨ÉSªÉÉ +É®úÉäMªÉÉSÉÒ näùJÉ¦ÉÉ±É Eò¶ÉÒ Eò®úiÉÉ 
½äþ Ê´ÉSÉÉ¯û <ÎSUôiÉä - ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä iÉÖ̈ ÉSÉä  +É®úÉäMªÉ EòºÉä +É½äþ? 

 
 
GOOD  ¤É½ÚþiÉ +SUôÒ /UôÉxÉ   1 

FAIR  `öÒEò ½èþ      /`öÒEò   2 

POOR  JÉ®úÉ¤É ½è /JÉ®úÉ¤É   3 

 
 
→306
→302
→302 

302 Could you please explain why you rated your overall health as fair or 
poor?  
 
+É{ÉxÉä ¤ÉiÉÉªÉÉ ÊEò +É{ÉEäò º´ÉÉºlªÉ `öÒEò ½èþ / JÉ®úÉ¤É ½èþ - CªÉÉå ? 
iÉÖ¨½þÒ ¨½þhÉÉ±ÉÉiÉ iÉÖ̈ ÉSÉÒ iÉ¤ªÉäiÉ `öÒEò +É½äþ / JÉ®úÉ¤É +É½äþ - +ºÉä EòÉ? 

SPECIFY 
Ê´ÉºiÉÉ®ú ºÉå ¤ÉiÉ±ÉÉªÉå  
´ªÉ´ÉÎºlÉiÉ ºÉÉÆMÉÉ  
 
 
 
 

 
 

303 Do any of these health problems impair your daily activities? 
 
CªÉÉ BäºÉÒ º´ÉÉºlªÉ ºÉ¨ÉºªÉÉ +É{ÉEäò nèùÊxÉEò EòÉªÉÇGò¨ÉEòÉä ¤ÉÉvÉÉ Eò®úiÉÒ ½èþ? 
iÉÖ¨ÉSªÉÉ JÉ®úÉ¤É |ÉEÞòiÉÒ¨ÉÖ³äý nèùxÉÆÊnùxÉ EòÉ¨ÉÉ¨ÉvªÉä +b÷lÉ³äý ªÉäiÉÉiÉ EòÉ? 

YES - SPECIFY 

½þÉ - ¤ÉiÉ±ÉÉªÉå ½þÉä - ºÉÉÆMÉÉ  1 

 
 
NO  xÉ½þÓ  xÉÉ½þÒ    2 

 

304 Has (have) these health problem(s) been treated? 
CªÉÉ BäºÉÒ º´ÉÉºlªÉ ºÉ¨ÉºªÉÉ EòÉ ={ÉSÉÉ®ú ÊEòªÉÉ lÉÉ  ? 
iÉÖ¨½þÒ ªÉÉ ºÉ¨ÉºªÉä´É®ú ={ÉSÉÉ®ú PÉäiÉ±Éä EòÉ? 

 

YES      ½þÉ ½þÉä   1 

NO       xÉ½þÓ xÉÉ½þÒ   2 

 
→306 
→305 

305 What are the reasons for not treating this illness/injury?  
+É{ÉxÉä ={ÉSÉÉ®ú CªÉÉé xÉ½þÓ ÊEòªÉÉ ? 
EòÉ ={ÉSÉÉ®ú PÉäiÉ±Éä xÉÉ½þÒiÉ? 
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 
={ÉSÉÉ®ú ¨Éå Ê´É®úÉävÉ - ¨ÉÊ½þ±ÉÉ EòÉ JÉÖnù (º´ÉªÉÆ), {ÉiÉÒ EòÉ ªÉÉ vÉ¨ÉÇ EòÉ Ê´É®úÉävÉ 
={ÉSÉÉ® Eäò {ÉrùiÉÒ ºÉä ºÉÆ¤ÉÆvÉÒiÉ – VªÉÉnùÉ JÉSÉÇ ½þÉäxÉä Eäò EòÉ®úhÉ, <ºiÉ¨ÉÉ±É Eò®úxÉÉ 
¨ÉÖÎ¶Eò±É, nÖùºÉ®äú {É®úÒhÉÉ¨ÉÉåEòÉ b÷®ú ±ÉMÉiÉÉ ½èþ, ¶ÉÉ®úÒ®úÒEò ¤Énù±ÉÉ´É ½þÉäiÉä ½èþ* 
={ÉSÉÉ® Eò®úhªÉÉºÉ ¤ÉÆnùÒ - ºjÉÒ º´ÉiÉ:SÉÉ, {ÉiÉÒSÉÉ ËEò´ÉÉ vÉ¨ÉÉÇSÉÉ Ê´É®úÉävÉ 
={ÉSÉÉ®ÉSªÉÉ {ÉrùiÉÒ ¤ÉÉ¤ÉiÉ - ËEò¨ÉiÉ VÉÉºiÉ, ́ ÉÉ{É®úhªÉÉºÉ EòÊ`öhÉ, nÖù¹{É®úÒhÉÉ¨ÉÉÆSÉÒ 
¦ÉÒiÉÒ ´ÉÉ]õiÉä, ¶É®úÒ®úÉ±ÉÉ +xÉÖ°ü{É xÉÉ½þÒ 

OPPOSITION TO TREATMENT – SPECIFY  
Ê´É®úÉävÉ EòÉ EòÉ®úhÉ ¤ÉiÉÉxÉÉ / Ê´É®úÉävÉÉSÉä EòÉ®úhÉ ºÉÉÆMÉhÉä 1 
  
 
 
METHOD RELATED - ¤ÉiÉ±ÉÉªÉå / ºÉÉÆMÉÉ  2 
 
 
 
OTHER – SPECIFY      
+xªÉ ¤ÉiÉ±ÉÉªÉå / <iÉ®ú EòÉ®úhÉ ºÉÉÆMÉhÉä  3 
 
 

 

306 Generally speaking, who in your family has the final say on decisions 
concerning your own health care? 
+É¨É iÉÉè®ú{Éä +É{ÉEäò º´ÉÉºlªÉ ºÉÆ¤ÉvÉÒ ¨ÉÉ¨É±ÉÉå{É®ú EòÉéxÉ ¡èòºÉ±ÉÉ Eò®úiÉÉ ½èþ ? 
 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä, iÉÖ¨ÉSªÉÉ PÉ®úÒ iÉÖ¨ÉSªÉÉ +É®úÉäMªÉ ºÉÆ¤ÉÆvÉÒ ¤ÉÉ¤ÉÓ´É®ú ÊxÉhÉÇªÉ EòÉähÉ 
PÉäiÉä ? 

RESPONDENT  +Éè®úiÉEòÉ / ºjÉÒ  1 
JOINTLY WITH HUSBAND  nùÉäxÉÉåEòÉ / nùÉäPÉä 2 
HUSBAND  {ÉÊiÉEòÉ / {ÉiÉÒ   3 

HUSBAND JOINTLY WITH IN LAWS   
{ÉÊiÉEòÉ +Éè®ú  ºÉÉíºÉ / ºÉºÉÖ®ú  {ÉiÉÒ ´É  ºÉÉºÉÚ  ºÉÉºÉ®äú / {ÉiÉÒ 
ºÉÉºÉÚ ºÉÉºÉ®äú ªÉÉÆSªÉÉ Ê¶É´ÉÉª   4 

307 When you get sick where do you go to for health treatment/advice? 
¤ÉÒ¨ÉÉ®úÒEäò ´ÉHò +É{É Eò½þÉí VÉÉiÉÒ ½èþ ? 
+ÉVÉÉ®úÒ {Éb÷±ªÉÉ´É®ú iÉÖ¨½þÒ EòÉä`äö VÉÉiÉÉ? 

AYURVEDIC DOCTOR  +ÉªÉÖÇ´ÉänùÒEò b÷ÉìC]õ®ú 1 
HOMEOPATHIC DOCTOR  ½þÉä¨ÉÒ+Éä{ÉìÊlÉEò b÷ÉìC]õ® 2 

NATUROPATH  xÉèSªÉÖ®úÉä{ÉìlÉ   3 

UNANI  ªÉÖxÉÉÊxÉ    4 

RELIGIOUS/TRADITIONAL HEALER  ´ÉènÖù 5 

GOVT/PRIVATE/WESTERN DOCTOR   
ºÉ®úEòÉ®úÒ  / |ÉÉªÉ´½äþ]õ  / ú ´Éäº]õxÉÇ b÷ÉìC]õ®ú  6 
OTHER – SPECIFY  +xªÉ ¤ÉiÉ±ÉÉªÉå  7 

 

308 Many different factors can prevent women from getting medical advice 
or treatment for themselves.  Which in your view are the THREE MOST 
frequent obstacles that prevent you from accessing health services?  
 
+Éè®úiÉÉåEòÉä +{ÉxÉÒ Ê¤É¨ÉÉ®úÒ Eäò ´ÉHò ={ÉSÉÉ®ú xÉÉ Eò®úxÉäEäò Eò<Ç EòÉ®úhÉ ½þÉä ºÉEòiÉä 
½èþ * +É{ÉEäò Ê´ÉSÉÉ®ú¨Éå iÉÓxÉ ¨ÉÖJªÉ EòÉ®úhÉ EòÉèxÉºÉä ½èþ? 
 

ÎºjÉªÉÉÆSªÉÉ º´ÉiÉ:SªÉÉ +ÉVÉÉ®ú{ÉhÉÉSªÉÉ´Éä³ýÒ ={ÉSÉÉ®ú xÉ PÉähªÉSÉÒ EòÉªÉ  EòÉ®úhÉä 
+ºÉÚ ¶ÉEòiÉÉiÉ ? iÉÖ¨ÉSªÉÉ ¨ÉiÉä +¶ÉÒ iÉÒxÉ EòÉ®úhÉä EòÉähÉiÉÒ 
 

 

1. 

 

2. 

 

3. 
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309 Generally speaking, when your child is ill, who decides whether or not 
the child should be taken for medical treatment? 
+É¨É iÉÉè®ú{Éä, +É{ÉEäò ¤ÉSSÉä EòÒ ¤É¨ÉÉ®úÒ Eäò ´ÉHò ={ÉSÉÉ® ºÉÆ¤ÉvÉÒ ¨ÉÉ¨É±ÉÉå{É®ú EòÉéxÉ 
¡èòºÉ±ÉÉ Eò®úiÉÉ ½èþ 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä, iÉÖ¨ÉSªÉÉ PÉ®úÒ iÉÖ¨ÉSªÉÉ ¨ÉÖ±ÉÉÆSªÉÉ +É®úÉäMªÉ ºÉÆ¤ÉÆvÉÒ ¤ÉÉ¤ÉÓ´É®ú 
ÊxÉhÉÇªÉ EòÉähÉ PÉäiÉä ? 
 

RESPONDENT  +Éè®úiÉ EòÉ / ºjÉÒ  1 
JOINTLY WITH HUSBAND  nùÉäxÉÉåEòÉ / nùÉäPÉä 2 
HUSBAND  {ÉÊiÉ EòÉ / {ÉiÉÒ   3 

IN LAWS/OTHER FAMILY MEMBERS   
ºÉÉíºÉ / ºÉºÉÖ®ú / EÖò]ÖÆõ¤ÉEäò +xªÉ ºÉnùºªÉ     
ºÉÉºÉÚ / ºÉÉºÉ®äú / ºÉÉºÉ®úSÉä <iÉ®ú EòÉähÉÒ  4 

 

310 Do you drink alcohol?  CªÉÉ +É{É ¶É®úÉ¤É {ÉÒiÉÒ ½èþ? iÉÖ¨½þÒ nùÉ¯û {ÉÒiÉÉ EòÉ? 
 

YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ        xÉÉ½þÒ    2 

 

→311
→313 

311 In general how many glasses of alcohol do you drink in a week?  
SHOW card with picture of glass.  
ºÉÉ¨ÉÉxªÉiÉ: +É{É ÊEòiÉxÉä M±ÉÉºÉ ¶É®úÉ¤É BEò ºÉ{iÉÉ½þ ¨Éå {ÉÒiÉÒ ½èþ? 
ºÉÉvÉÉ®úhÉ{ÉhÉä BEòÉ +É`ö´Éb÷ªÉÉ±ÉÉ ÊEòiÉÒ M±ÉÉºÉ nùÉ¯û {ÉÒiÉÉ? 

 
………. Glasses in a week / M±ÉÉºÉ BEòÉ +É`ö´Éb÷ªÉÉ±ÉÉ / BEò 
ºÉ{iÉÉ½þ ¨Éå 

 

312 
 

In general, what type of alcohol do you drink? 

ÊEòºÉ |ÉEòÉ®ú EòÒ ¶É®úÉ¤É ? 
EòÉähÉiªÉÉ |ÉEòÉ®úSÉÒ nùÉ¯û ? 

COUNTRY              näù¶ÉÒ   1 
ENGLISH                <ÆÎM±É¶É   2 
OTHER – SPECIFY  +xªÉ ¤ÉiÉ±ÉÉªÉå    3 

 

 

313 Do you use any drugs on a regular basis? 

CªÉÉ +É{É ½þ®ú®úÉäVÉ xÉ¶ÉÒ±Éä {ÉnùÉlÉÉç EòÉ ºÉä´ÉxÉ Eò®úiÉÒ ½éþ? 
+É¨É±ÉÒ {ÉnùÉlÉÉÈSÉÒ xÉ¶ÉÉ xÉä½þ¨ÉÒ Eò®úiÉÉ EòÉ? 
 

YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ        xÉÉ½þÒ    2 

→314
→315 

314 In general, what drug do you use? 

ºÉÉ¨ÉÉxªÉiÉ: EòÉèxÉ ºÉä xÉ¶ÉÒ±Éä {ÉnùÉlÉÇ EòÉ ºÉä´ÉxÉ Eò®úiÉÒ ½éþ? 
ºÉÉvÉÉ®úhÉ{ÉhÉä EòÉähÉiªÉÉ +É¨É±ÉÒ {ÉnùÉlÉÉÈSÉÒ xÉ¶ÉÉ Eò®úiÉÉ ? 
 

CANABIS   SÉ®úºÉ   1 
HEROIN  ½þÊ¶É¹É   2 
COCAINE EòÉäEäòxÉ   3 
OTHER – SPECIFY  +xªÉ ¤ÉiÉ±ÉÉªÉå    4 
 

 

315 Have you ever been in a de-addiction program or clinic? 

CªÉÉ +É{É Eò¦ÉÒ xÉ¶ÉÉ UÖôb÷ÉxÉä ´ÉÉ±Éä +º{ÉiÉÉ±É ªÉÉ ºÉÆºlÉÉ ¨Éå nùÉJÉÒ±É ½ÖþB ½èþ? 
+É{ÉhÉ EòvÉÒ xÉ¶ÉÉ nÚù®ú Eò®úhÉÉ−ªÉÉ ºÉÆºlÉÉ ËEò´ÉÉ nù´ÉÉJÉÉxªÉÉiÉ ={ÉSÉÉ®ú PÉäiÉ±ÉÉ 
+É½äþ EòÉ? 

YES      ½þÉ ½þÉä   1 
HOW MANY TIMES? ÊEòiÉxÉä ¤ÉÉ®ú / ÊEòiÉÒ ´Éä³ýÉ ? 

 
NO       xÉ½þÓ  xÉÉ½þÒ   2 

 

 
SECTION 4.  HUSBAND'S BACKGROUND AND WOMAN'S WORK / {ÉiÉÒ Eäò ¤ÉÉ®äú ¨Éå +Éè®ú +Éè®úiÉÉåEäò EòÉ¨É Eåò ºÉÆ¤ÉÆvÉÒ / {ÉiÉÒ¤ÉÉ¤ÉiÉ +ÉÊhÉ 

ºjÉÒSªÉÉ EòÉ¨ÉÉSªÉÉ ºÉÆ¤ÉÆvÉÒ 
 
NO. 

 
QUESTIONS AND FILTERS 

 
CODING CATEGORIES 

 
SKIP 

401 Now I need some information on your husband. 
How old was your husband on his last birthday? 

+¦ÉÒ ¨Éé +É{ÉEäò {ÉÊiÉ Eäò ¤ÉÉ®åú¨Éå EÖòUô ºÉ´ÉÉ±É {ÉÖUôxÉÉ SÉÉ½ÖÆþMÉÒ * +É{ÉEäò {ÉÊiÉ EòÒ 
=©É CªÉÉ ½èþ?   /   +ÉiÉÉ ¨ÉÒ iÉÖ¨ÉSªÉÉ {ÉiÉÒºÉÆ¤ÉÆvÉÒ EòÉ½þÒ |É¶xÉ Ê´ÉSÉÉ°ü 
<ÎSUôiÉä.  iÉÖ¨ÉSªÉÉ {ÉiÉÒSÉä ´ÉªÉ EòÉªÉ +É½äþ ? 

 
  YEARS  ºÉÉ±É  / ´É¹ÉÇ 

402 What is the highest level of school your husband has completed? 

+É{ÉEäò {ÉÊiÉ ÊEòiÉxÉÒ EòIÉÉ iÉEò {Égäø ½éþ? iÉÖ¨ÉSªÉÉ {ÉiÉÒSÉä Ê¶ÉIÉhÉ ÊEòiÉÒ +É½äþ? 
NONE – DID NOT ATTEND SCHOOL  1 
+Ê¶ÉÊIÉiÉ / ÊxÉ®úIÉ®ú  
PRIMARY SCHOOL/ |ÉÉlÉÊ¨ÉEò/|ÉÉlÉÊ¨ÉEò     2 
HIGH SCHOOL/¨ÉÉvªÉÊ¨ÉEò/¨ÉÉvªÉÊ¨ÉEò  3 

JUNIOR COLLEGE / VªÉÖ EòÉì±ÉäVÉ/ VªÉÖ EòÉì±ÉäVÉ 4 

DEGREE COLLEGE/{Énù´ÉÒ/{Énù´ÉÒ  5 

DON’T’ KNOW ¨ÉÉÊ½þiÉ xÉÉ½þÒ / {ÉiÉÉ xÉ½þÓ  6 
403 Does your husband provide you with money for living expenses on a 

regular basis?  

CªÉÉ +É{ÉEäò {ÉÊiÉ, ÊxÉªÉ¨ÉÒiÉ ¯û{ÉºÉä nèùÊxÉEò JÉSÉÇEäòÊ±ÉB +É{ÉEòÉä {ÉèºÉä näùiÉä ½èþ? 
iÉÖ¨ÉSÉä {ÉiÉÒ iÉÖ¨ÉSªÉÉ nèùxÉÆÊnùxÉ JÉSÉÉÇºÉÉ`öÒ iÉÖ¨½þÉ±ÉÉ ÊxÉªÉÊ¨ÉiÉ {ÉèºÉä näùiÉÉiÉ? 

 
YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 

 

404 Does your husband work on a regular basis? 

CªÉÉ +É{ÉEäò {ÉÊiÉ, ÊxÉªÉ¨ÉÒiÉ ¯û{ÉºÉä EòÉ¨É Eò®úiÉå ½éþ? 
iÉÖ¨ÉSÉä {ÉiÉÒ ÊxÉªÉÊ¨ÉiÉ EòÉ¨ÉÉ´É®ú VÉÉiÉÉiÉ EòÉ? 

YES - SPECIFY 
½þÉ - ¤ÉiÉ±ÉÉªÉå ½þÉä - ºÉÉÆMÉÉ  1 

 
 
NO  xÉ½þÓ  xÉÉ½þÒ    2 

 

→405

 
→406 

405 What is your husband’s average monthly income? 

+É{ÉEäò {ÉÊiÉ EòÒ, ÊxÉªÉ¨ÉÒiÉ ¨ÉÉÊºÉEò Eò¨ÉÉ<Ç ÊEòiÉxÉÒ ½éþ? 
iÉÖ¨ÉSªÉÉ {ÉiÉÒSÉä ¨ÉÉÊºÉEò ´ÉäiÉxÉ ÊEòiÉÒ +É½äþ? 

 
   RUPEES/MONTH   1 
         ¯û. / ¨ÉÉÊºÉEò    °ü  / |ÉÊiÉ ¨ÉÊ½þxÉÉ 
 
DON’T KNOW  xÉ½þÓ  ¨ÉÉ±ÉÚ̈ É ¨ÉÉÊ½þiÉ xÉÉ½þÒ 2 

 
 

→407 
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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? 

+É{ÉEäò {ÉÊiÉ Eäò {ÉÉºÉ EòÉ¨É xÉ ½þÉäxÉä EòÉ CªÉÉ EòÉ®úhÉ ½èþ ? 
iÉÖ¨ÉSªÉÉ {ÉiÉÒEòbä÷ EòÉ¨É xÉºÉhªÉÉSÉä EòÉªÉ EòÉ®úhÉ +É½äþ? 

  

407 Aside from your own housework, are you currently doing any other paid 
work? 

PÉ®ú Eäò EòÉ¨É Eäò +±ÉÉ´ÉÉ CªÉÉ +É{É EÖòUô nÖùºÉ®úÉ EòÉ¨É Eò®úEäò {ÉèºÉä Eò¨ÉÉiÉä ½èþ? 
PÉ®ú EòÉ¨ÉÉ´ªÉÊiÉ®úÒHò iÉÖ¨½þÒ <iÉ®ú EòÉ½þÒ EòÉ¨É Eò¯ûxÉ {ÉèºÉä Ê¨É³ý´ÉiÉÉ EòÉ? 

YES - SPECIFY 
½þÉ - ¤ÉiÉ±ÉÉªÉå ½þÉä - ºÉÉÆMÉÉ  1 

 
 
NO  xÉ½þÓ  xÉÉ½þÒ    2 

 

→409
 
→408 

408 What are the MAIN factors that prevent you from doing any paid work? 

+É{ÉEäò Eäò {ÉÉºÉ EòÉ¨É xÉ ½þÉäxÉä EòÉ CªÉÉ EòÉ®úhÉ ½èþ ? 
iÉÖ¨ÉSªÉÉEòbä÷ EòÉ¨É xÉºÉhªÉÉSÉä EòÉªÉ EòÉ®úhÉ +É½äþ? 

  
 

409 Do you usually do this work at home or away from home? 

CªÉÉ +É{É ªÉä  EòÉ¨É PÉ®úºÉä Eò®úiÉä ½èþ ªÉÉ ¤ÉÉ½þ®ú VÉÉiÉä ½èþèþ ?  
iÉÖ¨½þÒ ½äþ EòÉ¨É PÉ®úÒ Eò®úiÉÉ EòÒ ¤ÉÉ½äþ®ú VÉÉiÉÉ? 

 
HOME  PÉ® /  PÉ®úÒ    1 
AWAY  ¤ÉÉ½þ®ú / ¤ÉÉ½äþ®   2 

 
→410
→411 

410 What are the MAIN reasons for working from home? 
PÉ®úºÉå EòÉ¨É Eò®xÉäþ EòÉ ¨ÉÖJªÉ EòÉ®úhÉ CªÉÉ ½èþ? 
iÉÖ¨½þÒ ½äþ EòÉ¨É PÉ®úÒSÉ Eò®úhªÉÉSÉä ¨ÉÖJªÉ EòÉ®úhÉ EòÉªÉ +É½äþ? 

 
 
 
 

 

411 How are you paid for this work? (RATE) 

+É{É EòÉä <ºÉ EòÉ¨É EòÉ ´ÉäiÉxÉ ÊEòºÉ |ÉEòÉ®úºÉä ÊnùªÉÉ VÉÉiÉÉ ½èþ? 
iÉÖ¨½þÉ±ÉÉ ªÉÉ EòÉ¨ÉÉSÉÉ ¨ÉÉä¤Énù±ÉÉ EòºÉÉ Ênù±ÉÉ VÉÉiÉÉä - EòÉähÉiªÉÉ nù®úÉxÉä? 

CASH ONLY  {ÉèºÉå /  {Éè¶ÉÉSªÉÉ º´É°ü{ÉÉiÉ  1 
CASH AND KIND 
 {ÉèºÉå (xÉMÉnù) +Éè®ú ®úÉ¶ÉxÉ / {ÉèºÉä ´É vÉÉxªÉ º´É°ü{ÉÉiÉ 2 
IN KIND ONLY  ÊºÉ¡Çò ®úÉ¶ÉxÉ / ¡òHò vÉÉxªÉ º´É°ü{ÉÉiÉ 3 

→412 

→412 
→415 

412  How much is your average monthly income? 

+É{ÉEòÒ ¨ÉÉÊºÉEò iÉxÉJ´ÉÉ½þ CªÉÉ  ½èþ ? 
iÉÖ¨ÉSÉä ¨ÉÉÊºÉEò ´ÉäiÉxÉ EòÉªÉ +É½äþ? 

 
   RUPEES/MONTH   
         ¯û. / ¨ÉÉÊºÉEò    °ü  / |ÉÊiÉ ¨ÉÊ½þxÉÉ 
 

→413 

413 Do you disclose to your husband all the money you earn? 

CªÉÉ +É{É +{ÉxÉä {ÉÊiÉ EòÉä +{ÉxÉÒ {ÉÚ®úÒ Eò¨ÉÉ<È ({ÉèºÉä) Eäò ¤ÉÉ®åú ¨Éå ¤ÉiÉ±ÉÉiÉÒ ½éþ? 
iÉÖ¨½þÒ iÉÖ¨ÉSªÉÉ {ÉiÉÒ±ÉÉ ºÉÉÆÊMÉiÉ±Éä +É½äþ EòÉ iÉÖ¨½þÉ±ÉÉ EòÉ¨ÉÉSÉä ºÉMÉ³äý Ê¨É³ÚýxÉ 
ÊEòiÉÒ {ÉèºÉä Ê¨É³ýiÉÉiÉ? 

YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 
WHY NOT?   CªÉÉå xÉ½þÓ / EòÉ xÉÉ½þÒ 
 
 
 

→414 

414 Generally speaking, who in your family has the final say on how your 
income is spent? 
+É¨É iÉÉè®ú{Éä, +É{ÉEäò {ÉÊ®ú´ÉÉ® ú¨Éå +É{ÉEòÒ iÉxÉJ´ÉÉ½þ ºÉä JÉSÉç EòÉ ¡èòºÉ±ÉÉ EòÉèxÉ 
±ÉäiÉÉ ½èþ ? 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä, iÉÖ¨ÉSªÉÉ PÉ®úÒ iÉÖ¨ÉSÉä ´ÉäiÉxÉ EòºÉä JÉSÉÇ Eò®úÉªÉSÉä ªÉÉSÉÉ ÊxÉhÉÇªÉ 
EòÉähÉ PÉäiÉä ? 

RESPONDENT  +Éè®úiÉ EòÉ / ºjÉÒ  1 
JOINTLY WITH HUSBAND  nùÉäxÉÉåEòÉ / nùÉäPÉä 2 
HUSBAND  {ÉÊiÉ EòÉ / {ÉiÉÒ   3 

IN LAWS WITH/OUT HUSBAND  
{ÉÊiÉ +Éè® / ªÉÉ ºÉÉíºÉ / ºÉºÉÖ®ú   4 

 

415 Generally speaking, who in your family has the final say on decisions 
concerning large household purchases? 
+É¨É iÉÉè®ú{Éä +É{ÉEäò {ÉÊ®ú´ÉÉ®ú¨Éå ¤Ébä÷ PÉ®äú±ÉÖ ºÉÉ¨ÉÉxÉ EòÒ JÉ®úÒnùÉ®úÒ¨Éå EòÉéxÉ ¡èòºÉ±ÉÉ 
±ÉäiÉÉ ½èþ ? 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä, iÉÖ¨ÉSªÉÉ PÉ®úÒ ¨ÉÉä`ö¬É PÉ®úMÉÖiÉÒ JÉ®äúnùÒºÉÆ¤ÉÆvÉÒ  ÊxÉhÉÇªÉ EòÉähÉ 
PÉäiÉä ? 

RESPONDENT  +Éè®úiÉEòÉ / ºjÉÒ  1 
JOINTLY WITH HUSBAND  nùÉäxÉÉåEòÉ / nùÉäPÉä 2 
HUSBAND  {ÉÊiÉ EòÉ / {ÉiÉÒ   3 

IN LAWS WITH/OUT HUSBAND  
{ÉÊiÉ +Éè® / ªÉÉ ºÉÉíºÉ / ºÉºÉÖ®ú   4 

 

416 Generally speaking, who in your family has the final say on decisions 
concerning household purchases for daily needs? 
+É¨É iÉÉè®ú{Éä +É{ÉEäò {ÉÊ®ú´ÉÉ®ú¨Éå nèùÊxÉEò VÉ¯û®úiÉÉå Eäò PÉ®äú±ÉÖ ºÉÉ¨ÉÉxÉ EòÒ JÉ®úÒnùÉ®úÒ 
¨Éå ¡èòºÉ±ÉÉ EòÉéxÉ ±ÉäiÉÉ ½èþ? 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä, iÉÖ¨ÉSªÉÉ PÉ®úÒ  nèùxÉÆÊnùxÉ PÉ®úMÉÖiÉÒ JÉ®äúnùÒºÉÆ¤ÉÆvÉÒ ÊxÉhÉÇªÉ EòÉähÉ 
PÉäiÉä ? 

RESPONDENT  +Éè®úiÉEòÉ / ºjÉÒ  1 
JOINTLY WITH HUSBAND  nùÉäxÉÉåEòÉ / nùÉäPÉä 2 
HUSBAND  {ÉÊiÉ EòÉ / {ÉiÉÒ   3 

IN LAWS WITH/OUT HUSBAND  
{ÉÊiÉ +Éè® / ªÉÉ ºÉÉíºÉ / ºÉºÉÖ®ú   4 

 

417 Generally speaking, who in your family has the final say on decisions 
concerning what food should be cooked each day? 
+É¨É iÉÉè®ú{Éä +É{ÉEäò {ÉÊ®ú´ÉÉ® ú¨Éå ½þ®ú®úÉäVÉ ¦ÉÉäVÉxÉ {ÉEòÉxÉä ºÉÆ¤ÉvÉÒ Ê´É¹ÉªÉÉå{É®ú EòÉéxÉ 
¡èòºÉ±ÉÉ ±ÉäiÉÉ ½èþ ? 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä, iÉÖ¨ÉSªÉÉ PÉ®úÒ ®úÉäVÉSªÉÉ VÉä´ÉhÉÉSªÉÉ¤ÉÉ¤ÉiÉ (¦ÉÉäVÉxÉ EòÉªÉ Eò®úÉ´Éä) 
ÊxÉhÉÇªÉ EòÉähÉ PÉäiÉä ? 

RESPONDENT  +Éè®úiÉEòÉ / ºjÉÒ  1 
JOINTLY WITH HUSBAND  nùÉäxÉÉåEòÉ / nùÉäPÉä 2 
HUSBAND  {ÉÊiÉ EòÉ / {ÉiÉÒ   3 

IN LAWS WITH/OUT HUSBAND  
{ÉÊiÉ +Éè® / ªÉÉ ºÉÉíºÉ / ºÉºÉÖ®ú   4 
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NO. 

 
QUESTIONS AND FILTERS 

 
CODING CATEGORIES 

 
SKIP 

418 Generally speaking, who in your family has the final say on decisions 
concerning visits to YOUR family or relatives? 
+É¨É iÉÉè®ú{Éä +É{ÉEäò {ÉÊ®ú´ÉÉ®ú¨Éå +É{ÉEäò ¨ÉÉªÉEäò´ÉÉ±ÉÉåºÉä Ê¨É±ÉxÉä Eäò ¨ÉÉ¨É±Éä{É®  
EòÉéxÉ ¡èòºÉ±ÉÉ ±ÉäiÉÉ ½èþ ? 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä, iÉÖ¨ÉSªÉÉ PÉ®úÒ iÉÖ¨ÉSªÉÉ ¨ÉÉ½äþ®úSªÉÉxÉÉ ¦Éä]õhªÉÉºÉÆ¤ÉÆvÉÒ ÊxÉhÉÇªÉ 
EòÉähÉ PÉäiÉä ? 

RESPONDENT  +Éè®úiÉEòÉ / ºjÉÒ  1 
JOINTLY WITH HUSBAND  nùÉäxÉÉåEòÉ / nùÉäPÉä 2 
HUSBAND  {ÉÊiÉ EòÉ / {ÉiÉÒ   3 

IN LAWS WITH/OUT HUSBAND  
{ÉÊiÉ +Éè® / ªÉÉ ºÉÉíºÉ / ºÉºÉÖ®ú   4 

 

 
SECTION 5: SOCIAL SUPPORT / ºÉÉ¨ÉÉÊVÉEò ºÉ¨ÉÇlÉxÉ / ºÉ¨ÉÉVÉÉEòbÚ÷xÉ ½þÉähÉÉ®äú ºÉ¨ÉlÉÇxÉ ´É ¨ÉnùiÉ 

 
NO. 

 
QUESTIONS AND FILTERS 

 
CODING CATEGORIES 

 
SKIP 

READ TO ALL RESPONDENTS: 
I 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.  
+¤É ¨Éé +É{ÉEäò ºÉÉ¨ÉÉVÉÒEò {ÉÊ®úºÉ®ú B´ÉÆ ºÉÆ¤ÉÆvÉÒiÉ {É®úÒSÉÒiÉ ±ÉÉäMÉÉå Eäò ¤ÉÉ®äú ¨Éå VÉÉxÉxÉÉ SÉÉ½ÖÆþMÉÒ* +É{É ¦ÉÉ´ÉxÉÒEò /¨ÉÉxÉÊºÉEò +ÉvÉÉ®ú EòÉ ¨ÉiÉ±É¤É CªÉÉ ¤ÉiÉÉBÆMÉÒ? (ºjÉÒ Eäò =kÉ®ú EòÒ |ÉÊiÉIÉÉ Eò®äú) 
iÉÉä +É{ÉEäò Eò½þxÉä Eäò ¨ÉÖiÉÉ¤ÉÒEò ¦ÉÉ´ÉxÉÒEò/¨ÉÉxÉÊºÉEò +ÉvÉÉ®ú EòÉ ¨ÉiÉ±É¤É - VÉ¤É +É{É nÖùJÉÒ ªÉÉ {É®äú¶ÉÉxÉ ½þÉä iÉ¤É EòÉä<Ç +É{ÉºÉä ¤ÉÉiÉä Eò®åú ªÉÉ +É{ÉEòÉä JÉÖ¶ÉÒ näùxÉä ´ÉÉ±ÉÒ +É{ÉEòÉä +SUôÉ ±ÉMÉxÉä́ ÉÉ±ÉÒ 
GòÒªÉÉ Eò®åú * - CªÉÉ ºÉ½þÒ Eò½þxÉÉ SÉÉ½þiÉÒ ½èþ +É{É? +MÉ®ú ½þÉÆ, iÉÉä +É{ÉEòÒ ºÉÉäSÉ ¤É®úÉ¤É®ú ½èþ, +¤É ½þ¨É +MÉ±Éä |É¶xÉ EòÒ iÉ®ú¡ò vªÉÉxÉ nåù* 
 
+ÉiÉÉ ¨É±ÉÉ iÉÖ̈ ÉSªÉÉ +ÉºÉ{ÉÉºÉSªÉÉ ºÉÉ¨ÉÉVÉÉ¤Éqù±É +ÉÊhÉ ºÉÆ¤ÉÆvÉÒiÉ {É®úÒSÉªÉÉSªÉÉ ±ÉÉäEòÉÆ¤Éqù±É VÉÉhÉÚxÉ PªÉÉªÉ±ÉÉ +É´Ébä÷±É. iÉÖ̈ ÉSªÉÉ ¨ÉiÉä ¦ÉÉ´ÉxÉÒEò / ¨ÉÉxÉºÉÒEò +ÉvÉÉ®ú ¨½þhÉVÉä EòÉªÉ? (ºjÉÒSªÉÉ 
=kÉ®úÉSÉÒ ´ÉÉ]õ ¤ÉPÉÉ.) iÉ®ú iÉÖ̈ ÉSªÉÉ ¨ÉiÉä - VÉä́ ½þÉ iÉÖ̈ ½þÒ nÖù:JÉÒ ËEò´ÉÉ jÉÉºÉ±Éä±ªÉÉ +ºÉiÉÉ iÉä́ ½þÉ iÉÖ̈ ÉSªÉÉ ¦ÉÉ´ÉxÉÉ ºÉ¨ÉVÉÚxÉ PÉä>ðxÉ EòÉähÉÒ iÉÖ̈ ÉSªÉÉ¤É®úÉä¤É®ú ¤ÉÉä±Éä±É ËEò´ÉÉ iÉÖ̈ ÉSªÉÉ +É´Éb÷iªÉÉ MÉÉä¹]õÒ 
Eò¯ûxÉ iÉÖ̈ ½þÉ±ÉÉ +ÉxÉÆnù näù<Ç±É. - +ºÉÉSÉ +lÉÇ +É½äþ EòÉ? ºjÉÒ xÉä ½þÉä ¨½þ]õ±ªÉÉºÉ {ÉÖføSªÉÉ |É¶xÉÉEòbä÷ ´É³ýÉ. 
 
501  

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? 
+É¨É iÉÉè®ú {Éä - ¨ÉÉxÉ ±ÉÉä +MÉ®ú, "1' EòÉ ¨ÉiÉ±É¤É +ºÉÆiÉÖ¹]õ¹ÉVÉxÉEò ½èþ (VÉ®úÉ ¦ÉÒ ºÉÉ¨ÉÉÊVÉEò ºÉ½þªÉÉäMÉ xÉ½þÒ Ê¨É±ÉiÉÉ)  +Éè®ú "10' EòÉ ¨ÉiÉ±É¤É {ÉÚ®úÒ 
iÉ®ú½þ ºÉä ºÉÆiÉÖ¹]õ ½èþ  (+SUôÉ ºÉÉ¨ÉÉÊVÉEò ºÉ½þªÉÉäMÉ Ê¨É±ÉiÉÉ ½èþ), iÉÉä +É{É EòÉä ÊEòiÉxÉÉ ºÉÉ¨ÉÉÊVÉEò ºÉ½þªÉÉäMÉ Ê¨É±ÉiÉÉ ½èþ?  
ºÉÉvÉÉ®úhÉ{ÉhÉä, iÉÖ¨½þÉ±ÉÉ Ê¨É³ýhÉÉ−ªÉÉ ºÉÉ¨ÉÉÊVÉEò ºÉ¨ÉlÉÇxÉ ´É ¨ÉnùiÉÒ¤Éqù±É ¨ÉÉäVÉÚxÉ ºÉÉÆMÉÉ. ºÉ¨ÉVÉÉ '1' ¨½þhÉVÉä +MÉnùÒSÉ ÊxÉ®úÉ¶ÉÉVÉxÉEò (lÉÉäb÷ÒnäùJÉÒ±É 
¨ÉnùiÉ ËEò´ÉÉ ºÉ¨ÉlÉÇxÉ Ê¨É³ýiÉ xÉÉ½þÒ) +ÉÊhÉ '10' ¨½þhÉVÉä SÉÉÆMÉ±ªÉÉ|ÉEòÉ®äú (=kÉ¨É ¨ÉnùiÉ ËEò´ÉÉ ºÉ¨ÉlÉÇxÉ Ê¨É³ýiÉä). 

1       2       3       4       5      6       7       8       9       10 

 

502 Are you a member of a woman’s support group such as the Mahila 
Mandal? 
CªÉÉ +É{É ÊEòºÉÒ ¨ÉÊ½þ±ÉÉ ºÉÆMÉ`öxÉ ªÉÉ ¨ÉÊ½þ±ÉÉ ¨ÉÆb÷±É EòÒ ºÉnùºªÉ ½èþ ? 
iÉÖ¨½þÒ BJÉÉtÉ ¨ÉÊ½þ±ÉÉ ¨ÉÆb÷³ý ËEò´ÉÉ ºÉÆPÉ]õxÉäSªÉÉ ºÉnùºªÉ +É½þÉiÉ EòÉ? 
 

YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 
WHY NOT? 
 
 
 

→503 
→504 
 

503 Generally speaking, does this group provide you with support 
when you need it? 
TYPE OF SUPPORT CAN BE: financial, emotional 
+É¨É iÉÉè®ú {É®ú CªÉÉ +É{ÉEòÉä <xÉ ºÉÆºlÉÉ+ÉåºÉä ¨ÉnùiÉ Ê¨É±ÉiÉÒ ½èþ? 
¨ÉnùiÉ VÉèºÉä EòÒ - {ÉèºÉä ªÉÉ VÉV¤ÉÉiÉÒ ºÉ½þªÉÉäMÉ  
ºÉÉvÉÉ®úhÉiÉÉ iÉÖ¨½þÉ±ÉÉ +¶ÉÉ ¨ÉÆb÷³ýÉÆEòbÚ÷xÉ ¨ÉnùiÉ Ê¨É³ýiÉä EòÉ? 
¨ÉnùiÉ EòÉähÉiªÉÉ º´É¯û{ÉÉiÉ VÉ¶ÉÒ +ÉÌlÉEò ËEò´ÉÉ ¨ÉÉxÉÊºÉEò ¨ÉnùiÉ 

YES – SPECIFY TYPE OF SUPPORT 
½þÉ - ¤ÉiÉ±ÉÉªÉå ½þÉä - ºÉÉÆMÉÉ  1 

 
 
 
 
 
NO  xÉ½þÓ  xÉÉ½þÒ    2 

504 Generally speaking, who are the people who provide you with 
significant emotional support? 
PROMPT BY ASKING ‘Do you talk to someone if you are upset?  
IF SHE SAYS NO ONE, PUT IN ZERO ‘0’ 

+É¨É iÉÉè®ú{É®, +É{ÉEòÉä VÉV¤ÉÉiÉÒ ºÉ½þªÉÉäMÉ EòÉèxÉ näùiÉÉ ½èþ? 
`öÒEò ºÉä {ÉÖUäô, "VÉ¤É +É{É xÉÉ®úÉVÉ ½þÉäiÉÒ ½èþ, iÉÉä ÊEòºÉºÉä ¤ÉÉiÉ Eò®úiÉÒ ½èþ?' 
+MÉ®ú =ºÉxÉä Eò½þÉÄ, "ÊEòºÉÒºÉä¦ÉÒ ¤ÉÉiÉ xÉ½þÓ Eò®úiÉÒ.' iÉÉä 0 Ê±ÉJÉä* 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä iÉÖ¨½þÉ±ÉÉ ¦ÉÉ´ÉxÉÉi¨ÉEòoù¹]õªÉÉ EòÉähÉÉEòbÚ÷xÉ +ÉvÉÉ®ú Ê¨É³ýiÉÉä?
´ªÉ´ÉÎºlÉiÉ Ê´ÉSÉÉ®úÉ, "VÉä´½þÉ iÉÖ¨½þÒ ÊxÉ®úÉ¶É +ºÉiÉÉ iÉä´½þÉ EòÉähÉÉ¤É®úÉä¤É®ú 
¤ÉÉä±ÉiÉÉ?'  VÉ®ú iÉÒ "EòÉähÉÉ¶ÉÒ½þÒ ¤ÉÉä±ÉiÉ xÉÉ½þÒ' ¨½þhÉÉ±ÉÒ iÉ®ú 0 Ê±É½þÉ. 

NAME/RELATIONSHIP  SEX 

xÉÉ¨É ´É xÉÉiÉÉ     ºjÉÒ/{ÉÖ°ü¹É  
xÉÉÆ´É ´É xÉÉiÉä     ºjÉÒ/{ÉÖ°ü¹É  

 

 

 
 
If 0 
+MÉ®ú 0 ½èþ ä 
VÉ®ú 0+ºÉä±É
 
→506 
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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. 
+É¨É iÉÉè®ú{Éä +É{ÉEòÉä ÊEòºÉ |ÉEòÉ®úEòÉ ºÉ½þªÉÉäMÉ ±ÉÉäMÉÉå ºÉä Ê¨É±ÉiÉÉ ½èþ ? CªÉÉ ´É½þ +É{ÉEòÒ {É®äú¶ÉÉxÉÒªÉÉÄ ºÉÖxÉiÉä ½èþ +Éè®ú ºÉ±ÉÉ½þ näùiÉä ½èþ ªÉÉ {ÉèºÉä EòÒ 
¨ÉnùiÉ Eò®úiÉä ½èþ ªÉÉ VÉ¯û®úÒ ÊSÉVÉä =vÉÉ®ú näùiÉä ½èþ? 
ºÉÉvÉÉ®úhÉ{ÉhÉä iÉÖ¨½þÉ±ÉÉ ±ÉÉäEòÉÆEòbÚ÷xÉ EòÉähÉiªÉÉ |ÉEòÉ®úSÉÒ ¨ÉnùiÉ Ê¨É³ýiÉä ? ±ÉÉäEò iÉÖ¨ÉSªÉÉ¶ÉÒ iÉÖ¨ÉSªÉÉ ËSÉiÉÉÆ¤Éqù±É ¤ÉÉä±ÉiÉÉiÉ EòÉ ºÉ±±ÉÉ näùiÉÉiÉ EòÉ 
{ÉèºÉä näùiÉÉiÉ ËEò´ÉÉ MÉ®úVÉäSªÉÉ ´ÉºiÉÖ =vÉÉ®ú näùiÉÉiÉ. 
SPECIFY  ¤ÉiÉ±ÉÉ<ÇB / ºÉÉÆMÉÉ 
 
 
 
 
 

 

506 When you are unwell or sick who steps in to help out or do the 
work that is generally expected of you? 
 
+MÉ®ú +É{É ¤ÉÒ¨ÉÉ®ú ½éþ iÉÉä +É{ÉEäò PÉ®ú EòÉ EòÉ¨É EòÉèxÉ Eò®úiÉÉ ½èþ? 
iÉÖ¨½þÒ +ÉVÉÉ®úÒ +ºÉiÉÉxÉÉ iÉÖ¨ÉSªÉÉ PÉ®úSÉÒ EòÉ¨Éä EòÉähÉ Eò®úiÉä ? 

NAME/RELATIONSHIP  SEX 

xÉÉ¨É ´É xÉÉiÉÉ     ºjÉÒ/{ÉÖ°ü¹É 
xÉÉÆ´É ´É xÉÉiÉä     ºjÉÒ/{ÉÖ°ü¹É 
 

 

507 When/If you have urgent financial problems, who do you turn to? 
 
+MÉ®ú +É{ÉEòÉä {ÉèºÉÉåEòÒ Eò¨ÉÒ (VÉ¯û®úiÉ) ½èþ iÉÉä +É{É ÊEòºÉEäò {ÉÉºÉ VÉÉiÉÓ 
½èþ? 
{Éè¶ÉÉÆSÉÒ +iªÉÆiÉ +É´É¶ªÉEòiÉÉ ËEò´ÉÉ MÉ®úVÉ +ºÉ±ªÉÉºÉ iÉÖ¨½þÒ EòÉähÉÉEòbä÷ 
VÉÉiÉÉ? 

NAME/RELATIONSHIP  SEX 

xÉÉ¨É ´É xÉÉiÉÉ     ºjÉÒ/{ÉÖ°ü¹É 
xÉÉÆ´É ´É xÉÉiÉä     ºjÉÒ/{ÉÖ°ü¹É 
 

 

 
 
If 0 
+MÉ®ú 0 ½èþ  
VÉ®ú 0+ºÉä±É
→509 

508 Generally speaking, do these people help you, as you would 
expect? 
 
+É{ÉEòÉä <xÉ ±ÉÉäMÉÉåºÉä +{ÉäIÉÉxÉÖºÉÉ®ú ¨Énùnù Ê¨É±ÉiÉÒ ½èþ ªÉÉ xÉ½þÓ? 
ªÉÉ ±ÉÉäEòÉÆEòbÚ÷xÉ iÉÖ̈ ½þÉ±ÉÉ +{ÉäIÉä|É¨ÉÉhÉä ¨ÉnùiÉ Ê¨É³ýiÉä EòÉ ? 

YES - SPECIFY 
½þÉ - ¤ÉiÉ±ÉÉªÉå ½þÉä - ºÉÉÆMÉÉ  1 

 
 
NO  xÉ½þÓ         xÉÉ½þÒ  2 

 

509 In your experience, who is the person or persons who cause you 
the greatest anxiety or upset you the most? 
+É¨É iÉÉè®ú{É®, ÊEòºÉEòÒ ´ÉVÉ½þ ºÉä +É{ÉEòÉä VªÉÉnùÉ {É®äú¶ÉÉxÉÒ ªÉÉ nÖùJÉ ½þÉäiÉÉ 
½èþþ? 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä EòÉähÉÉ¨ÉÖ³äý iÉÖ¨½þÉ±ÉÉ VÉÉºiÉ jÉÉºÉ ½þÉäiÉÉä ËEò´ÉÉ nÖù:JÉ 
½þÉäiÉä? 

NAME/RELATIONSHIP  SEX 

xÉÉ¨É ´É xÉÉiÉÉ     ºjÉÒ/{ÉÖ°ü¹É 
xÉÉÆ´É ´É xÉÉiÉä     ºjÉÒ/{ÉÖ°ü¹É 
 
 

 
If 0 
+MÉ®ú 0 ½èþ ä 
VÉ®ú 0+ºÉä±É
 
→511 

510 What are some of the things these people say or do to make you upset - SPECIFY 
´ÉÉä CªÉÉ Eò®úiÉå ½éþ ªÉÉ CªÉÉ ¤ÉÉä±ÉiÉå ½éþ? VÉÒºÉºÉä +É{ÉEòÉä VªÉÉnùÉ iÉEò±ÉÒ¡ò ªÉÉ nÖùJÉ ½þÉäiÉÉ ½èþ* ¤ÉiÉ±ÉÉªÉå - 

iÉä EòÉªÉ ¤ÉÉä±ÉiÉÉiÉ  ËEò´ÉÉ EòÉªÉ Eò®úiÉÉiÉ VªÉÉ¨ÉÖ³äý iÉÖ¨½þÉ±ÉÉ VÉÉºiÉ jÉÉºÉ ½þÉäiÉÉä ËEò´ÉÉ nÖù:JÉ ½þÉäiÉä? ºÉÉÆMÉÉ 

 

 

 

 

 

511 Generally speaking what kind of things do you do to relax or re-energize yourself?  - SPECIFY 
+É¨É iÉÉè®ú{É®ú +É®úÉ¨É {ÉÉxÉä Eäò Ê±ÉB ªÉÉ {É®äú¶ÉÉxÉÒ ºÉä ¨ÉÖHò ½þÉäxÉä Eäò ±ÉÒB +É{É CªÉÉ Eò®úiÉÒ ½éþ? ¤ÉiÉ±ÉÉªÉå - 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä +É®úÉ¨É Ê¨É³ý´ÉhªÉÉºÉÉ`öÒ ËEò´ÉÉ iÉ®úiÉ®úÒiÉ (iÉhÉÉ´É¨ÉÖHò) ½þÉähªÉÉºÉÉ`öÒ iÉÖ¨½þÒ EòÉªÉ Eò®úiÉÉ ?  ºÉÉÆMÉÉ - 
 

 

 

 

 

512 Generally speaking, how do you cope/deal with stressful situations or when you are upset?  - SPECIFY 
+É¨É iÉÉè®ú{Éä +É{É {É®äú¶ÉÉxÉÒªÉÉå EòÉ ¨ÉÖEòÉ¤É±ÉÉ ÊEòºÉ iÉ®ú½þ ºÉä Eò®úiÉÒ ½èþ ªÉÉ +É{É nÖùJÉÒ ½þÉäxÉä {É®ú CªÉÉ Eò®úiÉÒ ½èþ ? ¤ÉiÉ±ÉÉªÉå – 
ºÉ´ÉÇºÉÉvÉÉ®úhÉ{ÉhÉä iÉÖ¨½þÒ jÉÉºÉnùÉªÉEò |ÉºÉÆMÉÉÆiÉ EòÉªÉ Eò®úiÉÉ ËEò´ÉÉ nÖù:JÉnù PÉ]õxÉÉÆxÉÉ Eò¶ÉÉ|ÉEòÉ®äú ºÉÉ¨ÉÉä®äú VÉÉiÉÉþ ? ºÉÉÆMÉÉ - 

 

 

 

 

 

 



12/05/2008       1:33 PM 

 10

SECTION 6: GENERAL HEALTH QUESTIONNAIRE / ºÉÉvÉÉ®úhÉ º´ÉÉºlÉºÉÆ¤ÉÆvÉÒ ºÉ´ÉÉ±É / ºÉÉ¨ÉÉxªÉ +É®úÉäMªÉÉ¤ÉÉ¤ÉiÉ |É¶xÉ 
  

READ TO ALL RESPONDENTS: 
I 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. 
½þ¨É ªÉ½þ VÉÉxÉxÉÉ SÉÉ½åþMÉä ÊEò CªÉÉ +É{ÉEòÉä EòÉä<Ç ÊSÉÊEòiºÉÉ ºÉÆ¤ÉÆvÉÒ Ê¶ÉEòÉªÉiÉå ½éþ* ºÉÉ¨ÉÉxªÉ °ü{É ºÉä Ê{ÉUô±Éä ºÉ{iÉÉ½þ ̈ Éå +É{ÉEòÉä º´ÉÉºlªÉ EèòºÉÉ ®ú½þÉ? EÞò{ÉªÉÉ +É{É ÊxÉ¨xÉ {ÉÞ¹`öÉå {É®ú 
ÊnùªÉä MÉªÉä ºÉ¦ÉÒ |É¶xÉÉå Eäò =kÉ®ú Eäò´É±É ®äúJÉÆEòxÉ +lÉ´ÉÉ ÊSÉx½þ ±ÉMÉÉ Eò®ú nåù, ÊVÉxÉEòÉä +É{É, ºÉ´ÉÉÇÊvÉEò º´ÉªÉÆ {É®ú ±ÉÉMÉÚ ½þÉäiÉä ½ÖþB ̈ É½ÚþºÉºÉ Eò®úiÉä ½éþ* º¨É®úhÉ ®úJÉå ÊEò ½þ¨É ́ ÉiÉÇ¨ÉÉxÉ 
+Éè®ú xÉ´ÉÒxÉ Ê¶ÉEòÉªÉiÉÉå Eäò ¤ÉÉ®äú ¨Éå ½þÒ VÉÉxÉxÉÉ SÉÉ½þiÉä ½éþ, xÉ ÊEò =xÉEäò ¤ÉÉ®äú ¨Éå VÉÉä +ÊiÉiÉ ¨Éå lÉÒ* ªÉ½þ +É´É¶ªÉEò ½èþ ÊEò +É{É ºÉ¦ÉÒ |É¶xÉÉå Eäò =kÉ®ú näùxÉä EòÉ |ÉªÉixÉ Eò®åú*
+É¨½þÒ ½äþ VÉÉhÉÚxÉ PÉä>ð <ÎSUôiÉÉä EòÒ, iÉÖ¨½þÉÆ±ÉÉ EòÉähÉiÉÒ ÊSÉÊEòiºÉä¤ÉÉ¤ÉiÉ iÉGòÉ®ú +É½äþ EòÉ? ºÉÉvÉÉ®úhÉ{ÉhÉä MÉä±ªÉÉ +É`ö´Éb÷¬ÉiÉ iÉÖ¨ÉSÉä +É®úÉäMªÉ EòºÉä ½þÉäiÉä? EÞò{ÉªÉÉ iÉÖ̈ ½þÒ {ÉÖfäø 
Ê´ÉSÉÉ®ú±Éä±ªÉÉ |É¶xÉÉÆSªÉÉ =kÉ®úÉÆºÉÉ`öÒ iªÉÉ{ÉÖfäø Ênù±Éä±ªÉÉ {ÉªÉÉÇªÉÉÆ{ÉèEòÒ iÉÖ¨½þÉÆ±ÉÉ ±ÉÉMÉÚ +ºÉ±Éä±ªÉÉ {ÉªÉÉÇªÉÉºÉ¨ÉÉä®ú ®äú¹ÉÉ ËEò´ÉÉ JÉÚhÉ Eò®úÉ. ±ÉIÉÉiÉ PªÉÉ EòÒ +ÉÆ¨½þÉ±ÉÉ ºÉvªÉÉSªÉÉ +ÉÊhÉ 
´ÉiÉÇ¨ÉÉxÉ EòÉ³ýÉSªÉÉ iÉGòÉ®úÓ¤ÉÉ¤ÉiÉ VÉÉhÉÚxÉ PªÉÉªÉSÉä +É½äþ, MÉiÉEòÉ³ýÉiÉÒ±É {É®úÒÎºlÉiÉÒ¤ÉÉ¤ÉiÉ xÉÉ½þÒ. iÉÖ¨½þÒ ºÉ´ÉÇ |É¶xÉÉÆSÉÒ =kÉ®äú näùhªÉÉSÉÉ |ÉªÉixÉ Eò®úhÉä +É´É¶ªÉEò +É½äþ. 
 
601 During the past month, have you been able to concentrate on 

what you’re doing? 
CªÉÉ +É{É <xÉ ÊnùxÉÉå VÉÉä ¦ÉÒ EòÉ¨É Eò®ú ®ú½äþ ½éþ =ºÉ¨Éå vªÉÉxÉ EåòÊpùiÉ Eò®ú 
{ÉÉiÉä ½éþ ? 
 
MÉä±ªÉÉ EòÉ½þÒ Ênù´ÉºÉÉiÉ iÉÖ¨½þÒ VÉÒ EòÉ¨Éä Eäò±ÉÒ iªÉÉ¨ÉvªÉä iÉÖ¨½þÒ ÊEòiÉÒ ±ÉIÉ 
EåòÊpùiÉ Eò¯û ¶ÉEò±ÉÉiÉ? 
 

 BETTER THAN SAME AS LESS THAN MUCH LESS 
 USUAL USUAL USUAL THAN USUAL 
ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ EòÒþ ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä 
 +SUôÉ iÉ®ú½ ½þÒ Eò¨É ¤É½ÖþiÉ Eò¨É 
 

 xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ xÉä½þ¨ÉÒ{ÉäIÉÉ xÉä½þ¨ÉÒ{ÉäIÉÉ 
 SÉÉÆMÉ±Éä ºÉÉ®úJÉäSÉ Eò¨ÉÒ JÉÚ{ÉSÉ Eò¨ÉÒ 
 1 2 3 4 

 

602 During the past month, have you lost much sleep over worry? 
 
CªÉÉ +É{ÉEòÉä <xÉ ÊnùxÉÉå ªÉ½þ ¨É½þºÉÚºÉ ½þÉäiÉÉ ½éþ ÊEò ÊSÉxiÉÉ Eäò EòÉ®úhÉ 
+É{ÉEòÉä xÉÓnù xÉ½þÓ +ÉiÉÒ? 
 
MÉä±ªÉÉ EòÉ½þÒ Ênù´ÉºÉÉiÉ iÉÖ¨½þÉ±ÉÉ +ºÉä VÉÉhÉ´É±Éä +É½äþ EòÒ EòÉ³ýVÉÒ¨ÉÖ³äý 
iÉÖ¨½þÉ±ÉÉ ZÉÉä{É ªÉäiÉ xÉÉ½þÒ? 

 NOT AT ALL NO MORE RATHER MORE MUCH MORE 
  THAN USUAL THAN USUAL THAN USUAL 
 Ê¤É±EÖò±É ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä  ºÉÉ¨ÉÉxªÉ ºÉä 
 xÉ½þÒ +ÊvÉEò xÉ½þÒ  +ÊvÉEò Eò½þÓ +ÊvÉEò 
 
 Ê¤É±EÖò±É xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ 
 xÉÉ½þÒ VÉÉºiÉ xÉÉ½þÒ VÉÉºiÉ JÉÚ{É VÉÉºiÉ 
 1 2 3 4 

 

603 During the past month, have you felt you were playing a useful 
part in things? 
CªÉÉ +É{É <xÉ ÊnùxÉÉå ¨É½þºÉÚºÉ Eò®úiÉä ½éþ ÊEò EòÉªÉÉç Eäò ¤ÉÉ®äú ¨Éå +É{ÉEòÒ 
¦ÉÚÊ¨ÉEòÉ ={ÉªÉÉäMÉÒ ®ú½þÒ ½èþ? 
 
MÉä±ªÉÉ EòÉ½þÒ Ênù´ÉºÉÉiÉÒ±É PÉ]õxÉÉÆ¨ÉvªÉä iÉÖ¨ÉSÉÉ ={ÉªÉÉäMÉÒ ºÉ½þ¦ÉÉMÉ ½þÉäiÉÉ 
+ºÉä iÉÖ¨½þÉ±ÉÉ ´ÉÉ]õiÉä EòÉÆ ? 
 

 MORE SO SAME AS LESS USEFUL MUCH LESS 
 THAN USUAL USUAL THAN USUAL THAN USUAL 
 ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ EòÒ þ ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä 
 EÖòUô +ÊvÉEò iÉ®ú½ ½þÒ Eò¨É ={ÉªÉÉäMÉÒ  EòÉ¡òÒ Eò¨É 
 
 xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ 
 VÉ®úÉ VÉÉºiÉ ºÉÉ®úJÉÉSÉ Eò¨ÉÒ ={ÉªÉÉäMÉÒ ¤É®äúSÉ Eò¨ÉÒ  
 1 2 3 4 

 

604 During the past month, have you felt capable of making 
decisions about things? 
CªÉÉ +É{ÉxÉä <xÉ ÊnùxÉÉå +{ÉxÉä +É{ÉEòÉä Ê´ÉÊ¦ÉzÉ ÊxÉhÉÇªÉ ±ÉäxÉä ¨Éå ºÉ¨ÉlÉÇ 
¨É½þºÉÚºÉ Ê½þªÉÉ ½èþ? 
 
MÉä±ªÉÉ EòÉ½þÓ Ênù´ÉºÉÉÆiÉ iÉÖÆ¨½þÉ±ÉÉ +ºÉä VÉÉhÉ´É±Éä EòÒ +É{ÉhÉ ´ÉäMÉ´ÉäMÉ³äý 
ÊxÉhÉÇªÉ PÉähªÉÉºÉ ºÉ¨ÉlÉÇ +É½þÉäiÉ?  

 

 MORE SO SAME AS LESS SO MUCH LESS 
 THAN USUAL USUAL THAN USUAL THAN USUAL 
 ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ EòÒ þ ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä 
 EÖòUô +ÊvÉEò iÉ®ú½ ½þÒ EÖòUô Eò¨É  EòÉ¡òÒ Eò¨É 
 
 xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ 
 VÉ®úÉ VÉÉºiÉ ºÉÉ®úJÉÉSÉ VÉ®úÉ Eò¨ÉÒ  ¤É®äúSÉ Eò¨ÉÒ  
 1 2 3 4 

 

605 During the past month, have you felt constantly under strain? 
 
CªÉÉ +É{É <xÉ ÊnùxÉÉå +{ÉxÉä ¨Éå ±ÉMÉÉiÉÉ®ú iÉxÉÉ´É ¨É½þºÉÚºÉ Eò®úiÉä ®ú½äþ ½éþ? 
 
MÉä±Éä EòÉ½þÒ Ênù´ÉºÉ iÉÖ¨½þÉ±ÉÉ ºÉiÉiÉ iÉhÉÉ´É VÉÉhÉ´É±ÉÉ EòÉªÉ?  

 NOT AT ALL NO MORE RATHER MORE MUCH MORE 
  THAN USUAL THAN USUAL THAN USUAL 
 Ê¤É±EÖò±É ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä  ºÉÉ¨ÉÉxªÉ ºÉä 
 xÉ½þÒ +ÊvÉEò xÉ½þÒ  EÖòUô +ÊvÉEò EòÉ¡òÒ +ÊvÉEò 
 
 Ê¤É±EÖò±É xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ 
 xÉÉ½þÒ VÉÉºiÉ xÉÉ½þÒ VÉ®úÉ VÉÉºiÉ ¤É®äúSÉ VÉÉºiÉ 
 1 2 3 4 

 

606 During the past month, have you felt you couldn’t overcome your 
difficulties? 
CªÉÉ +É{É <xÉ ÊnùxÉÉå ªÉ½þ ¨É½þºÉÚºÉ Eò®úiÉä ½éþ ÊEò +É{É +{ÉxÉÒ EòÊ`öxÉÉ<ÇªÉÉÆ 
nÚù®ú Eò®úxÉä ¨Éå +ºÉ¨ÉlÉÇ ½éþ? 
 
MÉä±Éä EòÉ½þÒ Ênù´ÉºÉ iÉÖ¨½þÉ±ÉÉ +ºÉä VÉÉhÉ´É±Éä EòÒ, iÉÖ¨½þÒ iÉÖ¨ÉSªÉÉ +b÷SÉhÉÒ 
nÚù®ú Eò®úhªÉÉºÉ +ºÉ¨ÉlÉÇ +É½þÉiÉ?  

 NOT AT ALL NO MORE RATHER MORE MUCH MORE 
  THAN USUAL THAN USUAL THAN USUAL 
 Ê¤É±EÖò±É ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä  ºÉÉ¨ÉÉxªÉ ºÉä 
 xÉ½þÒ +ÊvÉEò xÉ½þÒ  EÖòUô +ÊvÉEò EòÉ¡òÒ +ÊvÉEò 
 
 Ê¤É±EÖò±É xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ 
 xÉÉ½þÒ VÉÉºiÉ xÉÉ½þÒ VÉ®úÉ VÉÉºiÉ ¤É®äúSÉ VÉÉºiÉ 
 1 2 3 4 
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607 During the past month, have you been able to enjoy your normal 
day-to-day activities? 
CªÉÉ +É{É <xÉ ÊnùxÉÉå +{ÉxÉä VÉÒ´ÉxÉ EòÒ ºÉÉvÉÉ®úhÉ ÊnùxÉSÉªÉÉÇ EòÉ +ÉxÉxnù 
±Éä {ÉÉ ®ú½äþ ½éþ? 
 
MÉä±ªÉÉ EòÉ½þÒ Ênù´ÉºÉÉiÉ iÉÖ¨½þÒ VÉÒ´ÉxÉÉSªÉÉ ºÉÉvÉÉ®úhÉ ÊnùxÉGò¨ÉÉSÉÉ +ÉxÉÆnù 
PÉä>ð ¶ÉEòiÉ +É½þÉiÉ EòÉªÉ? 

 MORE SO SAME AS LESS SO MUCH LESS 
 THAN USUAL USUAL THAN USUAL THAN USUAL 
 ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä  ºÉÉ¨ÉÉxªÉ ºÉä 
 EÖòUô +ÊvÉEò +ÊvÉEò xÉ½þÒ  EÖòUô Eò¨É EòÉ¡òÒ Eò¨É 
 
 xÉä½þ¨ÉÒ {ÉäIÉÉ  xÉä½þ¨ÉÒ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ{ÉäIÉÉ 
 VÉ®úÉ VÉÉºiÉ ºÉÉ®úJÉÉSÉ VÉ®úÉ Eò¨ÉÒ ¤É®äúSÉ Eò¨ÉÒ  
 1 2 3 4 

 

608 During the past month, have you been able to face up to your 
problems? 
CªÉÉ +É{É <xÉ ÊnùxÉÉå +{ÉxÉÒ ºÉ¨ÉºªÉÉ+Éå EòÉ ºÉÉ¨ÉxÉÉ Eò®úxÉä ¨Éå ºÉIÉ¨É ®ú½äþ 
½éþ? 
 
MÉä±ªÉÉ EòÉ½þÒ Ênù´ÉºÉÉiÉ iÉÖ¨½þÒ ºÉÆEò]õÉÆSÉÉ ºÉÉ¨ÉxÉÉ Eò®úhªÉÉºÉ ºÉIÉ¨É ½þÉäiÉÉiÉ 
EòÉªÉ? 

 MORE SO SAME AS LESS SO MUCH LESS 
 THAN USUAL USUAL THAN USUAL THAN USUAL 
 ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ EòÒ ºÉÉ¨ÉÉxªÉ ºÉä  ºÉÉ¨ÉÉxªÉ ºÉä 
 EÖòUô +ÊvÉEò iÉ®ú½ ½þÒ Eò¨É ºÉIÉ¨É EòÉ¡òÒ Eò¨É 
 
 xÉä½þ¨ÉÒ {ÉäIÉÉ  xÉä½þ¨ÉÒ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ{ÉäIÉÉ 
 VÉ®úÉ VÉÉºiÉ ºÉÉ®úJÉÉSÉ Eò¨ÉÒ ºÉIÉ¨É ¤É®äúSÉ Eò¨ÉÒ  
 1 2 3 4 

 

609 During the past month, have you been feeling unhappy and 
depressed? 
 
CªÉÉ +É{É <xÉ ÊnùxÉÉå +|ÉºÉzÉ B´ÉÆ nÖùJÉÒ ¨É½þºÉÚºÉ Eò®úiÉä ®ú½äþ ½éþ? 
 
MÉä±ªÉÉ EòÉ½þÒ Ênù´ÉºÉÉiÉ iÉÖ¨½þÉ±ÉÉ nÖù:JÉÒ +ÉÊhÉ =nùÉºÉ ´ÉÉ]õiÉ ½þÉäiÉä 
EòÉªÉ? 
 
 

 NOT AT ALL NO MORE RATHER MORE MUCH MORE 
  THAN USUAL THAN USUAL THAN USUAL 
 Ê¤É±EÖò±É ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä  ºÉÉ¨ÉÉxªÉ ºÉä 
 xÉ½þÒ +ÊvÉEò xÉ½þÒ  EÖòUô +ÊvÉEò Eò½þÓ +ÊvÉEò 
 
 Ê¤É±EÖò±É xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ 
 xÉÉ½þÒ VÉÉºiÉ xÉÉ½þÒ VÉ®úÉ VÉÉºiÉ JÉÚ{É VÉÉºiÉ 
 1 2 3 4 

 

610 During the past month, have you been losing confidence in 
 yourself ? 
 
CªÉÉ +É{É <xÉ ÊnùxÉÉå +{ÉxÉÉ +Éi¨ÉÊ´É¶´ÉÉºÉ JÉÉäiÉä VÉÉ ®ú½äþ ½éþ? 
 
MÉä±ªÉÉ EòÉ½þÒ Ênù´ÉºÉÉ{ÉÉºÉÚxÉ iÉÖ¨½þÒ +Éi¨ÉÊ´É¶´ÉÉºÉ MÉ¨ÉÉ´ÉiÉ +É½þÉiÉ EòÉªÉ? 

 NOT AT ALL NO MORE RATHER MORE MUCH MORE 
  THAN USUAL THAN USUAL THAN USUAL 
 Ê¤É±EÖò±É ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä  ºÉÉ¨ÉÉxªÉ ºÉä 
 xÉ½þÒ +ÊvÉEò xÉ½þÒ  EÖòUô +ÊvÉEò EòÉ¡òÒ +ÊvÉEò 
 
 Ê¤É±EÖò±É xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ 
 xÉÉ½þÒ VÉÉºiÉ xÉÉ½þÒ VÉ®úÉ VÉÉºiÉ ¤É®äúSÉ VÉÉºiÉ 
 1 2 3 4 

 

611 During the past month, have you been thinking of yourself as a 
worthless person? 
 
CªÉÉ +É{É <xÉ ÊnùxÉÉå +{ÉxÉä +É{ÉEòÉä BEò ¤ÉäEòÉ®ú ´ªÉÊHò ºÉ¨ÉZÉiÉä ®ú½äþ ½éþ? 
 
 
MÉä±ªÉÉ EòÉ½þÒ Ênù´ÉºÉÉiÉ iÉÖ¨½þÒ º´ÉiÉ:±ÉÉ BEò ¤ÉäEòÉ®ú ´ªÉHòÒ ºÉ¨ÉVÉiÉ 
+É½þÉiÉ EòÉªÉ?  

 NOT AT ALL NO MORE RATHER MORE MUCH MORE 
  THAN USUAL THAN USUAL THAN USUAL 
 
 Ê¤É±EÖò±É ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä  ºÉÉ¨ÉÉxªÉ ºÉä 
 xÉ½þÒ +ÊvÉEò xÉ½þÒ  EÖòUô +ÊvÉEò EòÉ¡òÒ +ÊvÉEò 
 
 Ê¤É±EÖò±É xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ {ÉäIÉÉ 
 xÉÉ½þÒ VÉÉºiÉ xÉÉ½þÒ VÉ®úÉ VÉÉºiÉ ¤É®äúSÉ VÉÉºiÉ 
 1 2 3 4 

 

612 During the past month, have you been feeling reasonably happy, 
all things considered? 
 
CªÉÉ +É{É <xÉ ÊnùxÉÉå ºÉ¤É ¤ÉÉiÉÉå EòÉä ºÉÉSÉiÉä ½ÖþB +{ÉxÉä +É{ÉEòÉä |ÉºÉzÉ 
+xÉÖ¦É´É Eò®úiÉä ®ú½äþ ½éþ?  
 
MÉä±ªÉÉ EòÉ½þÒ Ênù´ÉºÉÉiÉ, ºÉMÉ³ýªÉÉ MÉÉä¹]õÓSÉÉ Ê´ÉSÉÉ®ú Eäò±ªÉÉºÉ, iÉÖ¨½þÉ±ÉÉ 
|ÉºÉzÉ (+ÉxÉÆnùÒ) ´ÉÉ]õiÉ +É½äþ EòÉªÉ? 
 

 MORE SO SAME AS LESS SO MUCH LESS 
 THAN USUAL USUAL THAN USUAL THAN USUAL 
 
 ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ EòÒ þ ºÉÉ¨ÉÉxªÉ ºÉä ºÉÉ¨ÉÉxªÉ ºÉä 
 +ÊvÉEò iÉ®ú½ ½þÒ EÖòUô Eò¨É  EòÉ¡òÒ Eò¨É 
 
 xÉä½þ¨ÉÒ {ÉäIÉÉ  xÉä½þ¨ÉÒ xÉä½þ¨ÉÒ {ÉäIÉÉ xÉä½þ¨ÉÒ{ÉäIÉÉ 
 VÉÉºiÉ ºÉÉ®úJÉÉSÉ VÉ®úÉ Eò¨ÉÒ ¤É®äúSÉ Eò¨ÉÒ  
 1 2 3 4 
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SECTION 7: DOMESTIC VIOLENCE / PÉ®äú±ÉÖ ZÉMÉbå÷ / PÉ®úÉiÉÒ±É ¦ÉÉÆb÷hÉä 
 
NO. 

 
QUESTIONS AND FILTERS 

 
CODING CATEGORIES 

 
SKIP 

 CHECK FOR PRESENCE OF OTHERS AGAIN:  
DO NOT CONTINUE UNTIL EFFECTIVE PRIVACY IS ENSURED. 
 
¨ÉÖ±ÉÉEòÉiÉ näùxÉä´ÉÉ±ÉÒ +Éè®úiÉ Eäò ºÉÒ´ÉÉ nÖùºÉ®úÉ EòÉä<Ç ´É½þÉÄ xÉ½þÒ <ºÉEòÒ VÉÉÄSÉ Eò®ú ±Éä 
VÉ¤É iÉEò MÉÉä{ÉxÉÒªÉiÉÉ xÉ½þÒ iÉ¤É iÉEò +ÉMÉä Eäò |É¶xÉ xÉÉ {ÉÖUäô* 
 
¨ÉÖ±ÉÉJÉiÉ näùhÉÉ®úÒ ¨ÉÊ½þ±ÉÉ BEò]õÒSÉ +ºÉ±ªÉÉSÉÒ JÉÉjÉÒ Eò¯ûxÉ PªÉÉ. 
VÉÉ{ÉªÉÈiÉ MÉÉä{ÉxÉÒªÉiÉäSÉÒ JÉÉjÉÒ ½þÉäiÉ xÉÉ½þÒ iÉÉä{ÉªÉÈiÉ {ÉÖføÒ±É |É¶xÉ Ê´ÉSÉÉ¯û xÉEòÉ. 
 
 PRIVACY  OBTAINED   /  MÉÉä{ÉxÉÒªÉiÉÉ - ½èþ / +É½äþ       1 
 PRIVACY NOT POSSIBLE  / MÉÉä{ÉxÉÒªÉiÉÉ - xÉ½þÒ ½èþ / xÉÉ½þÒ       2 
 

 
 
 
 
 
 
 
 
 

→701 
→ ? 

READ TO ALL RESPONDENTS: 
Now I would like to ask you questions about some other important aspects of a woman's life. I 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.   
{ÉføEò®ú ºÉÖxÉÉ<ÇªÉå - +¤É ¨Éé +É{É ºÉä ¨ÉÊ½þ±ÉÉ+Éå Eäò VÉÒ´ÉxÉºÉÆ¤ÉÆvÉÒ EÖòUô ºÉ´ÉÉ±É {ÉÖUôxÉÉ SÉÉ½ÖÆþMÉÒ* ¨Éé VÉÉxÉiÉÒ ½ÚÄþ, =xÉ¨Éä ºÉä EÖòUô ºÉ´ÉÉ±É xÉÒVÉÒ ½èþ* ±ÉäEòÒxÉ, +É{É ºÉä ¨ÉÒ±ÉxÉä́ ÉÉ±Éä VÉ´ÉÉ¤ÉÉå Eäò +ÉvÉÉ®ú{É®ú ¨Éé, 
"¦ÉÉ®úiÉ ¨Éå ¨ÉÊ½þ±ÉÉ+ÉåEòÒ ºlÉÒiÉÒ' <ºÉ Ê´É¹ÉªÉ{É®ú UôÉxÉ¤ÉÒxÉ Eò®ú ºÉEÖÆòMÉÒ* ¨Éé +É{ÉEòÉä Ê´É·ÉÉºÉ Ênù±ÉÉiÉÒ ½ÚÄþ, +É{ÉEòÉ xÉÉ¨É +Éè®ú VÉ´ÉÉ¤É MÉÖ{iÉ ®úJÉä VÉÉªÉåMÉä +Éè®ú +É{ÉEòÉä <ºÉ ´ÉVÉ½þ ºÉä EòÉ<Ç {É®äú¶ÉÉxÉÒ xÉ½þÓ 
½þÉäMÉÒ* 
´ÉÉSÉÖxÉ nùÉJÉ´ÉÉ - +ÉiÉÉ ̈ ÉÒ iÉÖÆ̈ ½þÉ±ÉÉ ºjÉÒªÉÉÆSªÉÉ +ÉªÉÖ¹ªÉÉºÉÆ¤ÉÆvÉÒ EòÉ½þÒ |É¶xÉ Ê´ÉSÉÉ¯û <ÎSUôiÉä. ̈ É±ÉÉ ̈ ÉÉÊ½þiÉ +É½äþ ÊEò, iªÉÉiÉÒ±É EòÉ½þÒ |É¶xÉ JÉÉVÉMÉÒ +É½äþiÉ. {ÉhÉ iÉÖ̈ ÉSªÉÉ =kÉ®úÉÆSªÉÉ +ÉvÉÉ®äú ̈ ÉÒ, "¦ÉÉ®úiÉÉiÉ 
ºjÉÒªÉÉÆSÉÒ ºlÉÒiÉÒ' ªÉÉ Ê´É¹ÉªÉÉ´É®ú +¦ªÉÉºÉ Eò¯û ¶ÉEäòxÉ. ¨ÉÒ iÉÖ̈ ½þÉ±ÉÉ JÉÉjÉÒ näùiÉä, iÉÖ̈ ÉSÉä xÉÉǼ É ´É =kÉ®äú MÉÖ{iÉ ä̀ö´É±ÉÒ VÉÉiÉÒ±É +ÉÊhÉ iÉÖ̈ ½þÉ±ÉÉ iªÉÉ¨ÉÖ³äý EòÉ½þÒ jÉÉºÉ ½þÉähÉÉ®ú xÉÉ½þÒ. 

701 Have you ever separated from your husband? 
 
CªÉÉ +{ÉxÉä {ÉÊiÉºÉä +±ÉMÉ ½ÖþB ½éþ? 
 
iÉÖ¨½þÒ iÉÖ¨ÉSªÉÉ {ÉiÉÒ{ÉÉºÉÚxÉ ´ÉäMÉ²ªÉÉ ZÉÉ±ÉÉ ½þÉäiÉÉiÉ EòÉ ? 
 

YES      ½þÉ ½þÉä   1 
HOW MANY TIMES?       / ÊEòiÉÒ ´Éä³ýÉ 
 
 
NO       xÉ½þÓ xÉÉ½þÒ   2 

 

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. 
VÉ¤É nùÉä ´ªÉHòÒ ¶ÉÉnùÒ Eò®úiÉä ½èþ +Éè®ú VÉÒ´ÉxÉ BEò ºÉÉlÉ Ê¤ÉiÉÉiÉä ½èþ, ´Éä nùÉäxÉÉä ºÉÖJÉ-nÖùJÉ Eäò {É±É ¤ÉÉÄ]õiÉä ½èþ* +É{ÉEäò {ÉÊiÉ Eäò ºÉÉlÉ +É{ÉEäò ®úÒ¶iÉÉä̈ Éå CªÉÉ +É{ÉEäò ºÉÉlÉ xÉÒSÉä {ÉÖUôÒ 
MÉªÉÒ ¤ÉÉiÉä - ¤ÉÉ®ú¤ÉÉ®ú, Eò¦ÉÒ Eò¦ÉÒ, EònùÉÊSÉiÉ ªÉÉ Eò¦ÉÒ xÉ½þÒ ½þÉäiÉÒ? ½þ®ú BEò |É¶xÉ Ê¡ò®úºÉä {ÉføEò®ú ¤ÉiÉÉ<ÇªÉä* 
VÉä́ ½þÉ nùÉäxÉ ´ªÉHòÒ Ê´É´ÉÉ½þ Eò®úiÉÉiÉ +ÉÊhÉ BEòjÉ +ÉªÉÖ¹ªÉ ´ªÉiÉÒiÉ Eò®úiÉÉiÉ, nùÉäPÉä ºÉÖJÉ-nÖù:JÉÉSÉä IÉhÉ ´ÉÉ]ÚõxÉ PÉäiÉÉiÉ. iÉÖ̈ ÉSªÉÉ {ÉiÉÒ¤É®úÉä¤É®ú +ºÉ±Éä±ªÉÉ xÉÉiÉä-ºÉÆ¤ÉÆvÉÉ¨ÉvªÉä 
iÉÖ̈ ÉSªÉÉ¤ÉÉ¤ÉiÉÒiÉ JÉÉ±ÉÒ Ê´ÉSÉÉ®úhªÉÉiÉ +É±Éä±ªÉÉ MÉÉä¹]õÒ - ´ÉÉ®Æú´ÉÉ®ú, EòvÉÒ EòvÉÒ, EònùÉÊSÉiÉÂ  ËEò´ÉÉ EòvÉÒSÉ xÉÉ½þÒ PÉb÷±ªÉÉ +ºÉä ZÉÉ±Éä +É½äþ EòÉ ? {ÉÖføÒ±É |ÉiªÉäEò |É¶xÉ ´ÉÉSÉÚxÉ 
nùÉJÉ´ÉÉ´ÉÉ. 

702 

 
 
 
 
 
A He usually spends his free time with you? 
+É{ÉEäò {ÉÊiÉ =xÉEòÉä Ê¨É±ÉxÉä´ÉÉ±ÉÉ JÉÉ±ÉÒ ºÉ¨ÉªÉ ÊEòiÉxÉä ¤ÉÉ®ú +É{ÉEäò 
ºÉÉlÉ ¤ÉÒiÉÉiÉä ½èþ? 
iÉÖ¨ÉSÉä {ÉiÉÒ iªÉÉÆxÉÉ Ê¨É³ýhÉÉ®úÉ ®úÒEòÉ¨ÉÉ ´Éä³ý ÊEòiÉÒ ´Éä³ýÉ iÉÖ¨ÉSªÉÉºÉÉä¤ÉiÉ 
´ªÉiÉÒiÉ Eò®úiÉÉiÉ? 
 
B He consults you on different household matters? 
´Éä +É{ÉºÉä PÉ®ú ¨ÉÉ¨É±ÉÉå {É®ú EòÒiÉxÉÒ ¤ÉÉ®ú ¤ÉÉiÉSÉÒiÉ Eò®úiÉä / ®úÉªÉ ±ÉäiÉä ½èþ þ?
iÉä iÉÖ¨ÉSªÉÉ¶ÉÒ PÉ®úMÉÖiÉÒ Ê´É¹ÉªÉÉÆ´É®ú ÊEòiÉÒ´Éä³ýÉ SÉSÉÉÇ Eò®úiÉÉiÉ/ºÉ±±ÉÉ PÉäiÉÉiÉ?
 
C He is affectionate with you? 
´Éä +É{ÉºÉä ÊEòiÉxÉÒ ¤ÉÉ®ú {ªÉÉ®ú ºÉä {Éä¶É +ÉiÉä ½èþ? 
iÉÖ¨ÉSªÉÉ ¤É®úÉä¤É®ú ÊEòiÉÒ ´Éä³ýÉ |Éä¨ÉÉxÉä ´ÉÉMÉiÉÉiÉ? 
 
D He respects you and your wishes? 
CªÉÉ ´Éä +É{É EòÉ +Éè®ú +É{É EòÒ ¦ÉÉ´ÉxÉÉ+Éå EòÉ +Énù®ú Eò®úiÉä ½èþ?
iÉÖ¨ÉSÉÉ +ÉÊhÉ iÉÖ¨ÉSªÉÉ ¦ÉÉ´ÉxÉÉÆSÉÉ iÉä +Énù®ú Eò®úiÉÉiÉ EòÉ? 

FREQ S/TIMES RARELY NEVER DK 
¤ÉÉ®ú¤ÉÉ®ú Eò¦ÉÒ Eò¦ÉÒ EònùÉÊSÉiÉ  Eò¦ÉÒ xÉ½þÒ ¨ÉÉ±ÉÚ̈ É
    xÉ½þÓ 
´ÉÉ®Æú´ÉÉ®ú EòvÉÒ EòvÉÒ EònùÉÊSÉiÉÂ  EòvÉÒSÉ ¨ÉÉÊ½þiÉ
   xÉÉ½þÒ xÉÉ½þÒ 
 
 
 1 2 3 4 5 

 

 

 1 2 3 4 5 

 

 

 1 2 3 4 5 

 

 

 1 2 3 4 5 

 

703 Now I 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? 
+¤É ̈ Éé +É{É ºÉä VÉÉxÉxÉÉ SÉÉ½ÖÄþMÉÒ, ºÉ¨ÉÉVÉ ̈ Éå ̈ ÉÊ½þ±ÉÉ+Éå Eäò ºÉÉlÉ ½þÉäxÉä´ÉÉ±ÉÒ PÉ]õxÉÉ+Éå Eäò ¤ÉÉ®äú ̈ Éå* EÞò{ÉªÉÉ ̈ ÉÖZÉä ¤ÉiÉÉ<ÇªÉä, {ÉÊiÉ ºÉä +É{É Eäò ®úÒ¶iÉÉå ̈ Éå 
CªÉÉ +É{ÉEäò ºÉÉlÉ ¦ÉÒ ªÉ½þ PÉ]õxÉÉBÄ ½þÉäiÉÒ ½èþ? 
+ÉiÉÉ ¨É±ÉÉ iÉÖ¨ÉSªÉÉEòbÚ÷xÉ ¨ÉÉÊ½þiÉÒ ½þ´ÉÒ +É½äþ, iÉÒ ºÉ¨ÉÉVÉÉiÉ ºjÉÒªÉÉÆ¤É®úÉä¤É®ú PÉb÷hÉÉ−ªÉÉ PÉ]õxÉÉÆ¤ÉÉ¤ÉiÉ. EÞò{ÉªÉÉ ¨É±ÉÉ ºÉÉÆMÉÉ EòÒ {ÉiÉÒ¤É®úÉä¤É®úSªÉÉ  
xÉÉiÉäºÉÆ¤ÉÆvÉÉÆ¨ÉvªÉä iÉÖ¨ÉSªÉÉ ¤ÉÉ¤ÉiÉÒiÉ½þÒ ªÉÉ PÉ]õxÉÉ PÉb÷iÉÉiÉ EòÉ? 
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NO. 

 
QUESTIONS AND FILTERS 

 
CODING CATEGORIES 

 
SKIP 

 A He is jealous or angry if you talk to other men? 

+MÉ®ú +É{É ÊEòºÉÒ {É®ú-{ÉÖ¯û¹É ºÉä ¤ÉÉiÉ Eò®åú iÉÉä CªÉÉ +É{É Eäò {ÉiÉÒ EòÉä 
VÉ±ÉxÉ ½þÉäiÉÒ ½èþ ªÉÉ GòÉävÉ ½þÉäiÉÉ ½éþ? 
VÉä´½þÉ iÉÖ¨½þÒ {É®ú-{ÉÖ°ü¹ÉÉ ¤É®úÉä¤É®ú ¤ÉÉä±ÉiÉÉ iÉä´½þÉ iÉÖ¨ÉSªÉÉ {ÉiÉÒ±ÉÉ ®úÉMÉ 
ªÉäiÉÉä ËEò´ÉÉ ½äþ´ÉÉ ´ÉÉ]õiÉÉä EòÉ? 
 

B He frequently accuses you of being unfaithful? 

CªÉÉ ´É½þ ¤ÉÉ®ú¤ÉÉ®ú +É{É EòÉä ´ªÉÊ¦ÉSÉÉ®úÒ ½þÉäxÉä EòÉ nùÉä¹É ±ÉMÉÉiÉÉ ½éþ? 
iÉÉä iÉÖÆ¨½þÉ±ÉÉ ´ÉÉ®Æú´ÉÉ®ú ´ªÉÊ¦ÉSÉÉ®úÒ +ºÉ±ªÉÉSÉÉ nùÉä¹É näùiÉÉä EòÉ? 
 

C He does not permit you to meet your girl friends? 

CªÉÉ ´É½þ +É{ÉEòÒ ºÉ½äþ±ÉÒªÉÉå ºÉä ¨ÉÒ±ÉxÉä ºÉä +É{ÉEòÉä ¨ÉxÉÉ Eò®úiÉÉ ½éþ* 
iÉÉä iÉÖ¨½þÉÆ±ÉÉ iÉÖ¨ÉSªÉÉ ¨ÉèÊjÉhÉÓxÉÉ ¦Éä]õhªÉÉSÉÒ {É®ú´ÉÉxÉMÉÒ näùiÉ xÉÉ½þÒ EòÉªÉ?
 

D He tries to limit your contact with your family? 

CªÉÉ ´É½þ +É{ÉEäò {É®úÒ´ÉÉ®ú ºÉä ¨ÉÒ±ÉxÉä {É®ú ®úÉäEòxÉä EòÒ EòÉäÊ¶É¶É Eò®úiÉÉ ½èþ?
iÉÉä iÉÖ̈ ÉSÉÒ +ÉÊhÉ iÉÖ̈ ÉSªÉÉ EÖò]ÖÆõÊ¤ÉªÉÉÆSÉÒ ¦Éä]õ ½þÉä>ð xÉªÉä +ºÉÉ |ÉªÉixÉ Eò®úiÉÉä EòÉ?
 

E He insists on knowing where you are at all times? 

CªÉÉ ´É½þ, "{ÉÚ®úÉ ´ÉJiÉ +É{É Eò½þÉÄ ½þÉäiÉÒ ½éþ' ªÉ½þ VÉÉxÉxÉÉ VÉ¯û®úÒ ºÉ¨ÉZÉiÉÉ ½éþ? 
"{ÉÚhÉÇ ´Éä³ý iÉÖ̈ ½þÒ EÖò ä̀ö +ºÉiÉÉ' ½äþ VÉÉhÉÚxÉ PÉähÉÆ iÉÉä VÉ¯û®úÒ ºÉ¨ÉVÉiÉÉä EòÉ?
 

F He does not trust you with any money? 

CªÉÉ ´É½þ, +É{ÉEäò {ÉÉºÉ {ÉèºÉÉ ®úJÉxÉå ¨Éå ¦É®úÉäºÉÉ xÉ½þÒ ®úJÉiÉÉ? 
iÉÖ¨ÉSªÉÉ VÉ´É³ý {ÉèºÉä `äö´ÉhÉÆ iªÉÉ±ÉÉ JÉÉjÉÒSÉÆ ´ÉÉ]õiÉÆ xÉÉ½þÒ EòÉÆ? 

FREQ S/TIMES RARELY NEVER DK 
¤ÉÉ®ú¤ÉÉ®ú Eò¦ÉÒ Eò¦ÉÒ EònùÉÊSÉiÉ  Eò¦ÉÒ xÉ½þÒ ¨ÉÉ±ÉÚ̈ É
    xÉ½þÓ 
´ÉÉ®Æú´ÉÉ®ú EòvÉÒ EòvÉÒ EònùÉÊSÉiÉÂ  EòvÉÒSÉ ¨ÉÉÊ½þiÉ
   xÉÉ½þÒ xÉÉ½þÒ 
 1 2 3 4 5

 

 

 1 2 3 4 5

 

 

 1 2 3 4 5

 

 

 1 2 3 4 5

 

 

 1 2 3 4 5

 
 
 
 
 1 2 3 4 5

 

 

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 
months? 
Eò<È {ÉÖ°ü¹É ¶É®úÉ¤É {ÉÒiÉä ½éþ +Éè®ú =ºÉEòÉ |É¦ÉÉ´É {ÉÊiÉ-{ÉixÉÒ Eäò ®úÒ¶iÉÉå{É®ú 
½þÉäiÉÉ ½éþ, CªÉÉ +É{É ¤ÉiÉÉ ºÉEòiÉÒ ½éþ - 
¤ÉÒiÉä 12 ¨ÉÊ½þxÉÉå ¨Éå +É{É xÉä +É{É Eäò {ÉÊiÉ EòÉä ÊEòiÉxÉä ¤ÉÉ®ú ¶É®úÉ¤É Eäò 
xÉ¶Éå ¨Éå näùJÉÉ ½éþ? 
 
¤É®äúSÉ {ÉÖ°ü¹É nùÉ°ü/¨Ét {ÉÒiÉÉiÉ +ÉÊhÉ VªÉÉSÉÉ {É®úÒhÉÉ¨É {ÉiÉÒ-{ÉixÉÒSªÉÉ 
xÉÉiÉäºÉÆ¤ÉÆvÉÉÆ´É®ú ½þÉäiÉÉä, iÉÖ¨½þÒ ºÉÉÆMÉÚ ¶ÉEòÉ±É EòÉ EòÒ, MÉä±ªÉÉ 12 ¨ÉÊ½þxªÉÉÆiÉ 
iÉÖ¨ÉSªÉÉ {ÉiÉÒ±ÉÉ iÉÖ¨½þÒ ÊEòiÉÒ ´Éä³ýÉ ¨ÉtvÉÖÆnù +´ÉºlÉäiÉ {ÉÉÊ½þ±Éä +É½äþ? 

 
 
FREQ S/TIMES RARELY NEVER DK 
¤ÉÉ®ú¤ÉÉ®ú Eò¦ÉÒ Eò¦ÉÒ EònùÉÊSÉiÉ  Eò¦ÉÒ xÉ½þÒ ¨ÉÉ±ÉÚ̈ É
    xÉ½þÓ 
´ÉÉ®Æú´ÉÉ®ú EòvÉÒ EòvÉÒ EònùÉÊSÉiÉÂ  EòvÉÒSÉ ¨ÉÉÊ½þiÉ
   xÉÉ½þÒ xÉÉ½þÒ 
 
 
 1 2 3 4 5 

 
 
 
 
 

705 Some men also use drugs.  Do you know if your husband uses 
any drugs on a regular basis? 
Eò<È {ÉÖ°ü¹É xÉÊ¶É±Éä {ÉnùÉlÉÉç EòÉ ºÉä´ÉxÉ Eò®úiÉä ½èþ* +É{É EòÉä {ÉiÉÉ ½èþ, CªÉÉ 
+É{É Eäò {ÉÊiÉ ¦ÉÒ ÊEòºÉÒ |ÉEòÉ®ú Eäò xÉÊ¶É±Éä {ÉnùÉlÉÇ ÊxÉªÉÊ¨ÉiÉ ¯û{ÉºÉå 
ºÉä́ ÉxÉ Eò®úiÉä ½èþ ? 
¤É®äúSÉ {ÉÖ°ü¹É +É¨É±ÉÒ{ÉnùÉlÉÉÈSÉä ºÉä´ÉxÉ Eò®úiÉÉiÉ. iÉÖ¨ÉSªÉÉ {ÉiÉÒ±ÉÉ näùJÉÒ±É 
+¶ÉÉ|ÉEòÉ®äú +É¨É±ÉÒ{ÉnùÉlÉÉÈSÉä ´ªÉºÉxÉ +É½äþ EòÉ ªÉÉ ¤Éqù±É iÉÖ¨½þÉ±ÉÉ 
¨ÉÉÊ½þiÉÒ +É½äþ EòÉ? 

 
YES      ½þÉ ½þÉä   1 
 
NO       xÉ½þÓ xÉÉ½þÒ   2 
 
DON’T KNOW  xÉ½þÓ  ¨ÉÉ±ÉÚ̈ É ¨ÉÉÊ½þiÉ xÉÉ½þÒ 3 

 
→706 
 
→707 

706 Which type of drugs does your husband use? 
 
+É{É EòÉ {ÉÊiÉ EòÉèxÉ ºÉä xÉÊ¶É±Éä {ÉnùÉlÉÇ EòÒ xÉ¶ÉÉ Eò®úiÉÉ ½èþ? 
iÉÖ¨ÉSÉÉ {ÉiÉÒ EòÉähÉiªÉÉ +É¨É±ÉÒ{ÉnùÉlÉÉÇSÉÒ xÉ¶ÉÉ Eò®úiÉÉä? 

CANABIS   SÉ®úºÉ   1 
HEROIN  ½þÊ¶É¹É   2 
COCAINE EòÉäEäòxÉ   3 
OTHER – SPECIFY  +xªÉ ¤ÉiÉ±ÉÉªÉå    4 
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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?’ 
 
xÉÒSÉä Ênù MÉªÉÒ ¤ÉÉiÉÉå EòÉä vªÉÉxÉ ¨Éå ®úJÉå* 
xÉÒSÉä ÊnùªÉä MÉªÉä |É¶xÉ Eäò nùÉä Ê´É¦ÉÉMÉ ÊEòªÉä MÉªÉä ½éþ, ¦ÉÉMÉ 1 +Éè®ú ¦ÉÉMÉ 2* ¦ÉÉMÉ 1 ¨Éå {ÉÊiÉ Eäò ´ÉiÉÇxÉºÉÆ¤ÉÆvÉÒ |É¶xÉ {ÉÖUäô MÉªÉä ½èþ* ¦ÉÉMÉ 2 ¨Éå ´É½þ BäºÉÉ ´ÉiÉÇxÉ ºÉÉ¨ÉÉxªÉ iÉÉè®ú {É®ú/ ¶É®úÉ¤É {ÉÒxÉä Eäò 
¤ÉÉnù ªÉÉ EòÉä<Ç xÉÊ¶É±ÉÉ {ÉnùÉlÉÇ ºÉä́ ÉxÉ Eò®úxÉä {É®ú Eò®úiÉÉ ½éþ, <ºÉ {É®ú ÊxÉnæù¶É näùiÉÉ ½èþ* 
+MÉ®ú ¨ÉÊ½þ±ÉÉ Eò½åþ, =ºÉEòÉ {ÉÊiÉ Eò¦ÉÒ ¶É®úÉ¤É xÉ½þÓ {ÉÒiÉÉ ªÉÉ ¶É®úÉ¤ÉÒ xÉ½þÓ ½èþ +Éè®ú Eò¦ÉÒ ¦ÉÒ ÊEòºÉÒ |ÉEòÉ®ú EòÒ 
xÉ¶ÉÉ xÉ½þÓ Eò®úiÉÉ, iÉÉä ¦ÉÉMÉ 2 ¨Éå ÊnùªÉä MÉªÉä |É¶xÉ xÉÉ {ÉÖUäô* 
+MÉ®ú ¨ÉÊ½þ±ÉÉ Eò½åþ, =ºÉEòÉ {ÉiÉÒ ÊºÉ¡Çò ¶É®úÉ¤É {ÉÒiÉÉ ½èþ +Éè®ú ÊEòºÉÒ |ÉEòÉ®ú Eäò xÉÊ¶É±Éä {ÉnùÉlÉÇ EòÒ xÉ¶ÉÉ xÉ½þÒ Eò®úiÉÉ, iÉÉä =ºÉä ¦ÉÉMÉ 2 ¨Éå Eäò´É±É =ºÉEäò ºÉÆ¤ÉÆvÉÒ |É¶xÉ {ÉÖUäô* VÉèºÉä EòÒ - "CªÉÉ 
´É½þ BäºÉÉ ºÉÉ¨ÉÉxªÉiÉ: Eò®úiÉÉ ½èþ?' +Éè®ú "CªÉÉ ´É½þ BäºÉÉ ¶É®úÉ¤É {ÉÒxÉä Eäò ¤ÉÉnù Eò®úiÉÉ ½éþ?' {É®ú "CªÉÉ ´É½þ xÉÊ¶É±É {ÉnùÉlÉÇ ±ÉäxÉä {É®ú BäºÉÉ Eò®úiÉÉ ½èþ?' ªÉ½þ ºÉ´ÉÉ±É xÉÉ {ÉÖUäô* 
 
JÉÉ±ÉÒ Ênù±Éä±ªÉÉ MÉÉä¹]õÒ ±ÉIÉÉiÉ PªÉÉ. 
JÉÉ±ÉÒ Ênù±Éä±ªÉÉ |É¶xÉÉÆSÉä nùÉäxÉ ¦ÉÉMÉ Eò®úhªÉÉiÉ +É±Éä +É½äþiÉ, ¦ÉÉMÉ 1 +ÉÊhÉ ¦ÉÉMÉ 2. 
¦ÉÉMÉ 1 ¨ÉvªÉä {ÉiÉÒSªÉÉ ´ÉiÉÇxÉÉ¤Éqù±É |É¶xÉ +É½äþiÉ. ¦ÉÉMÉ 2 ¨ÉvªÉä iÉÉä ½äþ ´ÉiÉÇxÉ ºÉÉ¨ÉÉxªÉ +ºÉiÉÉxÉÉ / nùÉ¯ûSªÉÉ xÉ¶ÉäiÉ ËEò´ÉÉ +É¨É±ÉÒ {ÉnùÉlÉÉÈSªÉÉ xÉ¶ÉäiÉ Eò®úiÉÉä ªÉÉ ºÉÆ¤ÉÆvÉÒ ÊxÉnæù¶É +É½äþiÉ. 
VÉ®ú iªÉÉ ºjÉÒxÉä ºÉÉÆÊMÉiÉ±Éä,"iÉÒSÉÉ {ÉiÉÒ EòvÉÒ½þÒ nùÉ¯ûSÉä ËEò´ÉÉ EòÉähÉiÉä½þÒ +É¨É±ÉÒ {ÉnùÉlÉÉÈSÉä ºÉä́ ÉxÉ Eò®úÒiÉ xÉÉ½þÒ, iÉ®ú iÉÒ±ÉÉ ¦ÉÉMÉ 2 ¨ÉÊvÉ±É |É¶xÉ Ê´ÉSÉÉ¯û xÉªÉä. 
VÉ®ú iªÉÉ ºjÉÒxÉä ºÉÉÆÊMÉiÉ±Éä ÊEò iÉÒSÉÉ {ÉiÉÒ ¡òHò nùÉ¯û {ÉÒiÉÉä {ÉhÉ +É¨ÉÊ±É{ÉnùÉlÉÉÇSÉä ºÉä́ ÉxÉ Eò®úiÉ xÉÉ½þÒ. iÉ®ú ¦ÉÉMÉ 2 ̈ ÉÊvÉ±É ¡òHò ºÉÆ¤ÉÆÊvÉiÉ |É¶xÉ Ê´ÉSÉÉ®úÉ. =nùÉ0 "iÉÉä +¨ÉÚEò MÉÉä¹]õ ºÉÉ¨ÉÉxªÉ{ÉhÉä 
Eò®úiÉÉä EòÉ?' +ÉÊhÉ "iÉÉä +¨ÉÚEò MÉÉä¹]õ nùÉ°üSªÉÉ xÉ¶ÉäiÉ Eò®úiÉÉä EòÉ?' {ÉhÉ "iÉÉä +¨ÉÚEò MÉÉä¹]õ +É¨É±ÉÒ{ÉnùÉlÉÉÈSªÉÉ xÉ¶ÉäiÉ Eò®úiÉÉä EòÉ? +ºÉä Ê´ÉSÉÉ¯û xÉªÉä. 
 PART 1 / ¦ÉÉMÉ 1 PART 2 / ¦ÉÉMÉ 2 

 DOES YOUR HUSBAND EVER: 
CªÉÉ +É{ÉEòÉ {ÉÊiÉ Eò¦ÉÒ - 

iÉÖ̈ ÉSÉä {ÉiÉÒ EòvÉÒ - 

HOW OFTEN DID THIS HAPPEN IN THE LAST 12 MONTHS? 

Ê{ÉUô±Éä 1 ºÉÉ±É¨Éå ÊEòiÉxÉÒ ¤ÉÉ®ú BäºÉÉ ½Öþ+É ½éþ 
MÉä±ªÉÉ ´É¹ÉÇ¦É®úÉiÉ +ºÉä ÊEòiÉÒ ´Éä³ýÉ ZÉÉ±Éä. 

 

 
 
 
a) Say or do something to humiliate you 

in front of others? 
+Éè®úÉåEäò ºÉÉ¨ÉxÉä +É{ÉEòÉä xÉÒSÉÉ ÊnùJÉÉiÉå ½éþ 
<iÉ®úÉÆºÉ¨ÉÉä®ú iÉÖ¨ÉSÉÉ +{É¨ÉÉxÉ Eò®úiÉÉiÉ? 

 
 

 
 
 
 
YES 1→ 
NO 2 
          ↓ 

 
FREQ S/TIMES RARELY NEVER DK 
¤ÉÉ®ú¤ÉÉ®ú Eò¦ÉÒ Eò¦ÉÒ EònùÉÊSÉiÉ  Eò¦ÉÒ xÉ½þÒ ¨ÉÉ±ÉÚ̈ É
    xÉ½þÓ 
´ÉÉ®Æú´ÉÉ®ú EòvÉÒ EòvÉÒ EònùÉÊSÉiÉÂ  EòvÉÒSÉ ¨ÉÉÊ½þiÉ
   xÉÉ½þÒ xÉÉ½þÒ 
 

 1 2 3 4 5 

 

 
SOBER 1 

ºÉÉ¨ÉÉxªÉiÉ: / 
ºÉÉ¨ÉÉxªÉ{ÉhÉä 
 
DRUNK 2 
nùÉ¯ûSªÉÉ xÉ¶ÉäiÉ / 
¶É®úÉ¤É Eäò xÉ¶Éä ¨Éå 
 
DRUGS 3 

+É¨É±ÉÒ {ÉnùÉlÉÉÈSªÉÉ 
xÉ¶ÉäiÉ / xÉÊ¶É±Éä 
{ÉnùÉlÉÇ ºÉä́ ÉxÉ Eò®úEåò

b) Threaten you with harm? 

+É{ÉEòÉä ¨ÉÉ®úxÉä EòÒ vÉ¨ÉEòÒ näùiÉä ½éþ 
iÉÖ¨½þÉ±ÉÉ ¨ÉÉ®úhªÉÉSÉÒ vÉ¨ÉEòÒ näùiÉÉiÉ? 

 
YES 1→ 
NO 2 
          ↓ 

 
 1 2 3 4 5 

 

 
SOBER 1 

ºÉÉ¨ÉÉxªÉiÉ: / 
ºÉÉ¨ÉÉxªÉ{ÉhÉä 
DRUNK 2 
nùÉ¯ûSªÉÉ xÉ¶ÉäiÉ / 
¶É®úÉ¤É Eäò xÉ¶Éä ¨Éå 
DRUGS 3 

+É¨É±ÉÒ {ÉnùÉlÉÉÈSªÉÉ 
xÉ¶ÉäiÉ / xÉÊ¶É±Éä 
{ÉnùÉlÉÇ ºÉä́ ÉxÉ Eò®úEåò

c) Threaten someone close to you with 
harm? 

EòÉä<Ç Ê|ÉªÉ ´ªÉHòÒ EòÉä ¨ÉÉ®úxÉä EòÒ vÉ¨ÉEòÒ näùiÉä ½éþ 
iÉÖ¨ÉSªÉÉ Ê|ÉªÉ ´ªÉHòÒ±ÉÉ ¨ÉÉ®úhªÉÉSÉÒ vÉ¨ÉEòÒ 
näùiÉÉiÉ? 

 
YES 1→ 
NO 2 
          ↓ 
 

 
 1 2 3 4 5 

 
 

 
SOBER 1 

ºÉÉ¨ÉÉxªÉiÉ: / 
ºÉÉ¨ÉÉxªÉ{ÉhÉä 
DRUNK 2 
nùÉ¯ûSªÉÉ xÉ¶ÉäiÉ / 
¶É®úÉ¤É Eäò xÉ¶Éä ¨Éå 
DRUGS 3 

+É¨É±ÉÒ {ÉnùÉlÉÉÈSªÉÉ 
xÉ¶ÉäiÉ / xÉÊ¶É±Éä 
{ÉnùÉlÉÇ ºÉä́ ÉxÉ Eò®úEåò

707 

d) Threaten to leave/divorce you? 

iÉ±ÉÉEò EòÒ vÉ¨ÉEòÒ näùiÉä ½éþ  
ºÉÉäbÚ÷xÉ näùhªÉÉSÉÒ / PÉ]õº¡òÉä]õÉSÉÒ vÉ¨ÉEòÒ näùiÉÉiÉ? 

YES 1→ 
NO 2 
          ↓ 

 

 1 2 3 4 5 

 

 
SOBER 1 
DRUNK 2 
DRUGS 3 
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a) Push you, shake you, or throw 

something at you? 
vÉCEòÉ näùiÉä ½éþ +É{ÉEòÉä ËZÉZÉÉäb÷ näùiÉä ½éþ ªÉÉ 
+É{ÉEäò >ð{É®ú EÖòUô ¡äòEòiÉå ½èþ ? 
iÉÖ̈ ½þÉ±ÉÉ vÉCEòÉ näùiÉÉiÉ ËEò´ÉÉ EòÉ½þÒ ¡äòEÚòxÉ 
¨ÉÉ®úiÉÉiÉ? 

 
 
 
 
YES 1→ 
NO 2 
          ↓ 

FREQ S/TIMES RARELY NEVER DK 
¤ÉÉ®ú¤ÉÉ®ú Eò¦ÉÒ Eò¦ÉÒ EònùÉÊSÉiÉ  Eò¦ÉÒ xÉ½þÒ ¨ÉÉ±ÉÚ̈ É
    xÉ½þÓ 
´ÉÉ®Æú´ÉÉ®ú EòvÉÒ EòvÉÒ EònùÉÊSÉiÉÂ  EòvÉÒSÉ ¨ÉÉÊ½þiÉ
   xÉÉ½þÒ xÉÉ½þÒ 
 1 2 3 4 5 

 
 
 
 
SOBER 1 
DRUNK 2 
DRUGS 3 

b) Slap you or twist your arm? 
lÉ{{Éb÷ ¨ÉÉ®úiÉå ½éþ ªÉÉ ½þÉlÉ ¨É®úÉäb÷ näùiÉä ½éþ 
lÉ{{Éb÷ ¨ÉÉ®úiÉÉiÉ ËEò´ÉÉ ½þÉiÉ Ê{É³ýiÉÉiÉ ? 

YES 1→ 
NO 2 
          ↓ 

 

 1 2 3 4 5 

 

SOBER 1 
DRUNK 2 
DRUGS 3 
 

c) Punch you with his fist or with 
something that could hurt you? 

¨ÉÖCEòÉ ¨ÉÉ®úiÉå ½éþ ? / `öÉäºÉÉ ¨ÉÉ®úiÉÉiÉ? 

 

YES 1→ 
NO 2 
          ↓ 

 

 1 2 3 4 5 

 

SOBER 1 
DRUNK 2 
DRUGS 3 
 

d) Kick you or drag you? 
±ÉÉiÉ ¨ÉÉ®úiÉå ½éþ ªÉÉ PÉºÉÒ]õiÉå ½éþ? 
±ÉÉlÉ ¨ÉÉ®úiÉÉiÉ ËEò´ÉÉ ¡ò®ú¡ò]õ´ÉiÉÉiÉ? 

 

YES 1→ 
NO 2 
          ↓ 

 

 1 2 3 4 5 

 

SOBER 1 
DRUNK 2 
DRUGS 3 

 
e) Try to strangle you or burn you? 
+É{ÉEòÉ MÉ±ÉÉ nù¤ÉÉiÉå ½éþ ªÉÉ VÉ±ÉÉiÉä ½éþ? 
iÉÖ¨ÉSÉÉ MÉ³ýÉ nùÉ¤ÉiÉÉiÉ ËEò´ÉÉ SÉ]õEäò näùiÉÉiÉ? 

 

YES 1→ 
NO 2 
          ↓ 

 
 1 2 3 4 5 

SOBER 1 
DRUNK 2 
DRUGS 3 
 

f) Threaten you with a knife, gun, or 
other type of weapon? 

+É{ÉEòÉä SÉÉEÚò ¤ÉÆnÚùEò ªÉÉ ÊEòºÉÒ ½þÊlÉªÉÉ®ú ºÉä 
b÷®úÉiÉå  ½éþ?  
iÉÖ¨½þÉ±ÉÉ SÉÉEÚò ¤ÉÆnÚùEò ËEò´ÉÉ  <iÉ®ú ½þiªÉÉ®úÉxÉä 
PÉÉ¤É®ú´ÉiÉÉiÉ ? 

 
YES 1→ 
NO 2 
          ↓ 
 
 

 

 1 2 3 4 5 

 
 
 

SOBER 1 
DRUNK 2 
DRUGS 3 

 

 

 
 

g) Attack you with a knife, gun, or other 
type of weapon? 

SÉÉEÚò ¤ÉÆnÚùEò ªÉÉ ÊEòºÉÒ ½þÊlÉªÉÉ®ú ºÉä ´ÉÉ®ú Eò®úiÉå 
½éþ?  
SÉÉEÚò ¤ÉÆnÚùEò ËEò´ÉÉ  <iÉ®ú ½þiªÉÉ®úÉxÉä ´ÉÉ®ú 
Eò®úiÉÉiÉ? 

 
YES 1→ 
NO 2 
          ↓ 

 

 1 2 3 4 5 

 
 
 

 

 

SOBER 1 
DRUNK 2 
DRUGS 3 

 
 

h) Physically force you to have sexual 
intercourse with him even when you 
did not want to? 

+É{ÉEòÒ <SUôÉ xÉ ½þÉä Ê¡ò®ú ¦ÉÒ ªÉÉèxÉ ºÉÆ¤ÉÆvÉ Eäò 
Ê±ÉB ¨ÉVÉ¤ÉÖ®ú Eò®úiÉä ½èþ? 
iÉÖ¨ÉSÉÒ <SUôÉ xÉºÉiÉÉxÉÉ½þÒ ¶ÉÉ®úÒÊ®úEò ºÉÆ¤ÉÆvÉ 
`äö´ÉhªÉÉºÉÉ`öÒ VÉ¤É®únùºiÉÒ Eò®úiÉÉiÉ EòÉ? 

 
YES 1→ 
NO 2 
          ↓ 

 

 1 2 3 4 5 

 

 

 
SOBER 1 
DRUNK 2 
DRUGS 3 

 
708 
 

i) Force you to perform other sexual 
acts you did not want to? 

nÖùºÉ®úÒ iÉ®ú½þ Eäò ªÉÉèxÉ ºÉÆ¤ÉvÉÒ EòÉªÉÇ Eò®úxÉä EòÉä 
¨ÉVÉ¤ÉÖ®ú Eò®úiÉä VÉÉä +É{ÉEòÉä {ÉºÉÆnù xÉ½þÓ* 
<iÉ®ú|ÉEòÉ®úSªÉÉ ¶ÉÉÊ®ú®úÒEò ºÉÆ¤ÉÆvÉÉÆSªÉÉ EÞòiÉÒ 
Eò®úhªÉÉºÉ ¦ÉÉMÉ {ÉÉb÷iÉÉiÉ, iÉÖ¨½þÉ±ÉÉ +É´Éb÷iÉ 
xÉºÉiÉÉxÉÉ½þÒ. 

 
YES 1→ 
NO 2 
          ↓ 

 

 1 2 3 4 5 

 

 

 
SOBER 1 
DRUNK 2 
DRUGS 3 

709 What other reasons, other than alcohol or drugs cause your 
husband to hit you?  Eg. Mother in law/ girlfriend 
¶É®úÉ¤É +Éè®ú xÉÊ¶É±Éä {ÉnùÉlÉÇ Eäò +±ÉÉ´ÉÉ, nÚùºÉ®äú EòÒxÉ EòÉ®úhÉÉåºÉä 
+É{ÉEòÉ {ÉÊiÉ +É{ÉEòÉä ¨ÉÉ®úiÉÉ ½èþ? VÉèºÉä ºÉÉºÉ/ nùÉäºiÉ ±Éb÷EòÒ EòÒ 
´ÉVÉ½þ ºÉä* 
nùÉ¯û ´É +É¨É±ÉÒ{ÉnùÉlÉÉÈÊ¶É´ÉÉªÉ <iÉ®ú EòÉähÉiªÉÉ EòÉ®úhÉÉÆxÉÒ iÉÖ¨ÉSÉÉ 
{ÉiÉÒ iÉÖ¨½þÉ±ÉÉ ¨ÉÉ®úiÉÉä? VÉºÉä- ºÉÉºÉÚ /iªÉÉSÉÒ ¨ÉèÊjÉhÉ ªÉÉÆSªÉÉ¨ÉÖ³äý. 
 

  

710 CHECK 705 to 709:  ºÉ´ÉÉ±É 705 ºÉä 709 nùJÉå / |É¶xÉ 705 iÉä 709 {É½þÉ -  
AT LEAST ONE ‘YES’ /  ÊEòºÉÒ BEò ¦ÉÒ ºÉ´ÉÉ±É EòÉ VÉ´ÉÉ¤É "½þÉÄ' ½èþ iÉÉä* / ÊxÉnùÉxÉ BEòÉ |É¶xÉÉSÉä =kÉ®ú “½þÉä ” +ºÉä±É iÉ®úÒ  1   

NOT A SINGLE 'YES’  / BEò¦ÉÒ ºÉ´ÉÉ±É EòÉ VÉ´ÉÉ¤É "½þÉÄ' xÉ½þÒ ÊnùªÉÉ* / BEòÉ½þÒ |É¶xÉÉSÉä =kÉ®ú “½þÉä ” xÉºÉ±ªÉÉºÉ  2 

 
 
 

→711 
→713 
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711 

How long after you first got married did (this/any of these things) 
first happen? 
¶ÉÉnùÒEäò ÊEòiÉxÉä ÊnùxÉ ¤ÉÉnù ªÉä PÉ]õxÉÉ ½Öþ<Ç? 
±ÉMxÉÉxÉÆiÉ®ú ÊEòiÉÒ Ênù´ÉºÉÉÆxÉÒ ½þÒ PÉ]õxÉÉ PÉb÷±ÉÒ? 
IF LESS THAN ONE YEAR, RECORD '00'. 
+MÉ®ú BEò ºÉÉ±É ºÉä Eò¨É ½èþ iÉÉä ""00'' Ê±ÉJÉå* 
VÉ®ú BEò ´É¹ÉÉÇ{ÉäIÉÉ Eò¨ÉÒ +ºÉä±É iÉ®ú ""00'' Ê±É½þÉ. 

NUMBER OF YEARS ÊEòiÉxÉä ºÉÉ±É / ÊEòiÉÒ ´É¹ÉÇ............. 
 
DON’T KNOW {ÉiÉÉ xÉ½þÓ / ¨ÉÉÊ½þiÉ xÉÉ½þÒ  1 

BEFORE MARRIAGE ¶ÉÉnùÒ Eäò {É½þ±Éä / ±ÉMxÉÉSªÉÉ{ÉÖ´ÉÔ 2 

AFTER SEPARATION/DIVORCE   3 

iÉ±ÉÉEò ªÉÉ +MÉ±É ½þÉäxÉäEäò ¤ÉÉnù / PÉ]õº¡òÉä]õ ËEò´ÉÉ ´ÉäMÉ³äý ZÉÉ±ªÉÉxÉÆiÉ®ú 
 

 
 

712 712A. Did the following ever happen because of something 
your husband did to you: 

ªÉä VÉÉä ¨Éé +É{ÉºÉä {ÉÚ UôxÉä VÉÉ ®ú½þÒ ½ÚÄþ CªÉÉ BäºÉÉ +É{ÉEäò +É{ÉEäò {ÉÊiÉEòÒ 
´ÉVÉ½þºÉä ½Öþ+É lÉÉ? 
+ºÉä  EòvÉÒ iÉÖ¨ÉSªÉÉ {ÉiÉÒ¨ÉÖ³äý PÉb÷±Éä +É½äþ EòÉ? 

712B. How many times did this happen during the last 12 
months? 

Ê{ÉUô±Éä <Eò ºÉÉ±É¨Éå ÊEòiÉxÉÒ ¤ÉÉ®ú BäºÉÉ ½Öþ+É ½? 
MÉä±ªÉÉ BEòÉ ´É¹ÉÉÇiÉ +ºÉä ÊEòiÉÒ ´Éä³ýÉ ZÉÉ±Éä +É½äþ? 

 
 

 
 
 
a) You had bruises and aches? 
SÉÉå]õ +É<Ç lÉÒ? 
JÉ®úSÉ]õ±Éä ½þÉäiÉä? 

 

 
YES 1→
NO 2 
          ↓ 

FREQ S/TIMES RARELY NEVER DK 
´ÉÉ®Æú´ÉÉ®ú EòvÉÒ EòvÉÒ EònùÉÊSÉiÉÂ  EòvÉÒSÉ ¨ÉÉÊ½þiÉ 
   xÉÉ½þÒ xÉÉ½þÒ 

1 2 3 4 5 
 

 
 

b) You had an injury or a broken bone? 
+É{É PÉÉªÉ±É lÉÒ ªÉÉ ½þbÂ÷b÷Ò ]Úõ]õÒ lÉÒ?  
VÉJÉ¨É ZÉÉ±ÉÒ ½þÉäiÉÒ ËEò´ÉÉ ½þÉb÷ ¨ÉÉäb÷±Éä ½þÉäiÉä? 

 

YES 1→
NO 2 
          ↓ 

 
 1 2 3 4 5 

 

 

c) You went to the doctor or health center as 
a result of something your husband did to 
you? 

+É{É b÷ÉìC]õ®úEäò {ÉÉºÉ +º{ÉiÉÉ±É MÉªÉÒ lÉÒ? 
iÉÖ¨½þÒ b÷ÉìC]õ®úÉÆEòbä÷ <Îº{ÉiÉ³ýÉiÉ MÉä±ÉÉ ½þÉäiÉÉiÉ? 

 
YES 1→
NO 2 
          ↓ 

 
 1 2 3 4 5 

 

 

 
 

d) You stayed in hospital at least one night as 
a result of something your husband did to 
you? 

+É{ÉxÉä +º{ÉiÉÉ±É ¨Éå Eò¨ÉºÉä Eò¨É <Eò ®úÉiÉ ªÉÉ VªÉÉnùÉ 
Ê¤ÉiÉÉªÉÒ lÉÒ? 
iÉÖ¨½þÒ <Îº{ÉiÉ³ýÉiÉ Eò¨ÉÒiÉ Eò¨ÉÒ BEò ®úÉjÉ ®úÉÊ½þ±ÉÉ 
½þÉäiÉÉiÉ? 

 
YES 1→
NO 2 
          ↓ 

 
 1 2 3 4 5 

 

 

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? 

+É{ÉxÉä +{ÉxÉä {ÉÊiÉEòÉä Eò¦ÉÒ ¨ÉÉ®úÉ ½éþ  ? 
iÉÖ¨½þÒ iÉÖ¨ÉSªÉÉ {ÉÊiÉ±ÉÉ EòvÉÒ ¨ÉÉ®ú±Éä +É½äþ? 

 
 
YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 
 

 
 
→714 
→715 

714 In the last 12 months, how many times have you hit, slapped, 
kicked or done something to physically hurt your husband at a 
time when he was NOT already beating or physically hurting 
you? 

<Eò ºÉÉ±É¨Éå ÊEòiÉxÉÒ ¤ÉÉ®ú +É{ÉxÉä +{ÉxÉä {ÉÊiÉEòÉä vÉCEòÉ ¨ÉÉ®úÉ ½éþ  ? 
BEòÉ ´É¹ÉÉÇiÉ ÊEòiÉÒ ´Éä³ýÉ iÉÖ¨½þÒ iÉÖ¨ÉSªÉÉ {ÉÊiÉ±ÉÉ ¨ÉÉ®ú±Éä +É½äþ? 

IF ZERO ASK WHY NOT?   ÊEòiÉxÉÒ ¤ÉÉ®ú / ÊEòiÉÒ ´Éä³ýÉ 
BEò ¤ÉÉ®ú ¦ÉÒ xÉ½þÒ ¨ÉÉ®úÉ, iÉÉä CªÉÉå xÉ½þÓ ªÉ½þ {ÉÖUåô. 
VÉ®ú BEònùÉ½þÒ ¨ÉÉ®ú±Éä xÉÉ½þÒ, iÉ®ú EòÉ xÉÉ½þÒ iÉä Ê´ÉSÉÉ®úÉ. 
 
 
 

 
 

715 Has anyone other than your husband ever hit, slapped, kicked, 
or done anything else to hurt you physically, even during your 
childhood? 

{ÉÊiÉEäò +±ÉÉ´ÉÉ +Éè®ú ÊEòºÉÒxÉä +É{ÉEòÉä ¨ÉÉ®úÉ {ÉÒ]õÉ CªÉÉ +É{ÉEäò ¤ÉSÉ{ÉxÉ 
¨Éå ¦ÉÒ? / {ÉÊiÉÊ¶É´ÉÉªÉ +ÉhÉJÉÒ EÖòhÉÒ iÉÖ¨½þÉ±ÉÉ ¶ÉÉÊ®ú®úÒEò <VÉÉ Eäò±ÉÒ 
+É½äþ EòÉ, +MÉnùÒ ±É½þÉxÉ{ÉhÉÒ näùJÉÒ±É ? 

 
 
YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 
 

 
 
→718 

716 Who has physically hurt you in this way? 
ÊEòºÉÒxÉä +É{ÉEòÉä SÉÉå]õ {É½ÖÄþSÉÉ<Ç  ½éþ? ¨ÉÉ®úÉ / {ÉÒ] 
EÖòhÉÒ iÉÖ¨½þÉ±ÉÉ ¶ÉÉÊ®ú®úÒEò <VÉÉ Eäò±ÉÒ +É½äþ EòÉ ? 
 
 
Anyone else?  +Éè®ú EòÉä<Ç?  +ÉhÉJÉÒ  EòÉähÉÒ? 
RECORD ALL MENTIONED. ¤ÉiÉÉªÉÉ Ê±ÉJÉä* ºÉÉÆÊMÉiÉ±Éä±Éä Ê±É½þÉ. 
 

MOTHER/FATHER     +É<Ç / ¤ÉÉ¤ÉÉ  1 
SISTER/ BROTHER  ¤É½þxÉ / ¦ÉÉ<Ç   ¤É½þÒhÉ / ¦ÉÉ>ð 2 
DAUGHTER/SON  ¤Éä]õÉ / ¤Éä]õÒ   ¨ÉÖ±ÉMÉÉ / ¨ÉÖ±ÉMÉÒ 3 
MOTHER-IN-LAW/ FATHER-IN-LAW   
ºÉÉºÉ  / ºÉºÉÖ®ú    ºÉÉºÉÚ  / ºÉÉºÉ®äú  4 
OTR FEMALE RELA TIVE/IN-LAW  5 
ºÉºÉÖ®úÉ±É´ÉÉ±ÉÒ EòÉä<Ç ¨ÉÊ½þ±ÉÉ  
OTR MALE RELATIVE/ IN-LAW  6 
ºÉºÉÖ®úÉ±É´ÉÉ±ÉÉ EòÉä<Ç {ÉÖ°ü¹É 
STRANGER / +xÉVÉÉxÉ / +xÉÉä³ýJÉÒ  7 
OTHER – SPECIFY / +xªÉ ¤ÉiÉ±ÉÉªÉå  8 
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717 In the last 12 months, how many times has this person hit, 
slapped, kicked, or done anything else to physically hurt you? 

<Eò ºÉÉ±É¨Éå ÊEòiÉxÉÒ ¤ÉÉ®ú +É{ÉEòÉä <ºÉ <xºÉÉxÉ xÉä ¨ÉÉ®úÉ {ÉÒ]õÉ ªÉÉ SÉÉå]õ {É½ÖÄþSÉÉ<Ç 
½éþ? 
BEòÉ ´É¹ÉÉÇiÉ ÊEòiÉÒ ´Éä³ýÉ ªÉÉ ´ªÉHòÒxÉä iÉÖ¨½þÉ±ÉÉ ¶ÉÉÊ®ú®úÒEò <VÉÉ Eäò±ÉÒ +É½äþ? 

NUMBER OF TIMES / ÊEòiÉxÉä ¤ÉÉ®ú / ÊEòiÉÒ ´Éä³ýÉ 
 

 
 

718 Has any one ever hit, slapped, kicked, or done anything else to 
hurt you physically while you were PREGNANT? 

VÉ¤É +É{É MÉ¦ÉÇ´ÉiÉÒ lÉÒ, CªÉÉ ÊEòºÉÒxÉä ̈ ÉÖCEòÉ, lÉ{{Éb÷, ±ÉÉlÉ ̈ ÉÉ®úÉ ªÉÉ +xªÉ 
iÉ®ú½þ ºÉä ¶ÉÉÊ®ú®úÒEò ªÉÉiÉxÉÉB {É½ÖÄþSÉÉ<È ?  
iÉÖ¨½þÒ MÉ®úÉänù®ú +ºÉiÉÉxÉÉ, EÖòhÉÒ iÉÖ¨½þÉ±ÉÉ `öÉåºÉÉ, lÉ{{Éb÷, ±ÉÉlÉ ¨ÉÉ®ú±ÉÒ 
ËEò´ÉÉ +xªÉ |ÉEòÉ®úSÉÒ ¶ÉÉÊ®ú®úÒEò ªÉÉiÉxÉÉ Ênù±ÉÒ EòÉªÉ? 

YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 

NO ANSWER    8 

 
→720 
→720 

719 Who has done any of these things to physically hurt you while 
you were pregnant? 
VÉ¤É +É{É MÉ¦ÉÇ´ÉiÉÒ lÉÒ, <xÉ¨Éå ºÉä ÊEòºÉÒxÉä +É{ÉEòÉä SÉÉå]õ {É½ÖÄþSÉÉ<Ç ½éþ ? 
iÉÖ¨½þÒ MÉ®úÉänù®ú +ºÉiÉÉxÉÉ, ªÉÉÆSªÉÉ{ÉèEòÒ EòÉähÉÒ iÉÖ¨½þÉ±ÉÉ ¶ÉÉÊ®ú®úÒEò <VÉÉ 
Eäò±ÉÒ +É½äþ? 
 
Anyone else? +Éè®ú EòÉä<Ç?  +ÉhÉJÉÒ EòÉähÉÒ? 
 
RECORD ALL MENTIONED. ¤ÉiÉÉªÉÉ Ê±ÉJÉå / ºÉÉÆÊMÉiÉ±Éä±Éä Ê±É½þÉ. 
 

HUSBAND  {ÉÊiÉ   1 
MOTHER/FATHER  +É<Ç -¤ÉÉ¤ÉÉ / ¨ÉÉiÉÉ-{ÉÒiÉÉ 3 
SISTER/ BROTHER  ¤É½þxÉ / ¦ÉÉ<Ç   ¤É½þÒhÉ / ¦ÉÉ>ð 3 
DAUGHTER/SON  ¤Éä]õÉ / ¤Éä]õÒ   ¨ÉÖ±ÉMÉÉ / ¨ÉÖ±ÉMÉÒ 4 
MOTHER-IN-LAW/ FATHER-IN-LAW   
ºÉÉºÉ -ºÉºÉÖ®ú / ºÉÉºÉÚ -ºÉÉºÉ®äú  5 
OTR FEMALE RELA TIVE/IN-LAW   6 
ºÉºÉÖ®úÉ±É´ÉÉ±ÉÒ EòÉä<Ç ¨ÉÊ½þ±ÉÉ  
OTR MALE RELATIVE/ IN-LAW  7 
ºÉºÉÖ®úÉ±É´ÉÉ±ÉÉ EòÉä<Ç {ÉÖ°ü¹É 
STRANGER +xÉVÉÉxÉ / +xÉÉä³ýJÉÒ  8 
OTHER – SPECIFY / +xªÉ ¤ÉiÉ±ÉÉªÉå  9 
 

 
 

720 CHECK 710, 715, AND 718: |É¶xÉ 710, 715 +ÉÊhÉ 718 {É½þÉ 
ÊEòºÉÒ BEò ¦ÉÒ ºÉ´ÉÉ±É EòÉ VÉ´ÉÉ¤É "½þÉÄ' ½èþ iÉÉä*    BEò¦ÉÒ ºÉ´ÉÉ±É EòÉ VÉ´ÉÉ¤É "½þÉÄ' xÉ½þÒ ÊnùªÉÉ* 
ÊxÉnùÉxÉ BEòÉ |É¶xÉÉSÉä =kÉ®ú “½þÉä ” +ºÉä±É iÉ®úÒ    BEòÉ½þÒ |É¶xÉÉSÉä =kÉ®ú “½þÉä ” xÉºÉ±ªÉÉºÉ 
 AT LEAST ONE ‘YES’  1              NOT A SINGLE 'YES”  2 

 ↓ 

 
→ 724 

721 Have you ever told anyone or tried to get help to prevent or stop 
(this person/these persons) from physically hurting you? 

ÊEòºÉÒºÉä +É{ÉxÉä ªÉ ¤ÉÉiÉ Eò½þÓ, ¨Énùnù Eäò ±ÉÒªÉä? CªÉÉ <ºÉEòÉä ®úÉäEòxÉä Eäò 
Ê±ÉB +É{ÉxÉä ÊEòºÉÒºÉä ¨Énùnù ¨ÉÉÄMÉÒ lÉÒ? 
EòÉähÉÉVÉ´É³ý ½äþ ºÉÉÆÊMÉiÉ±Éä EòÉ, ¨ÉnùiÉ Ê¨É³ý´ÉhªÉÉºÉÉ`öÒ ?  ½äþ 
lÉÉÆ¤É´ÉhªÉÉºÉÉ`öÒ iÉÖ¨½þÒ EòÉähÉÉSÉÒ ¨ÉnùiÉ ¨ÉÉÊMÉiÉ±ÉÒ ½þÉäiÉÒ EòÉ? 

YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 
 

→ 722 
→ 723 

722 Who did you tell or from whom have you sought help? 
ÊEòºÉºÉä ¨Énùnù ¨ÉÉÄMÉÒ lÉÒ? 
EòÉähÉÉSÉÒ ¨ÉnùiÉ ¨ÉÉÊMÉiÉ±ÉÒ ½þÉäiÉÒ ? 
 
Anyone else? +Éè®ú EòÉä<Ç?  +ÉhÉJÉÒ  EòÉähÉÒ? 
 

RECORD ALL MENTIONED 
OTHER CAN BE teacher, employer, religious leader 

¤ÉiÉÉªÉÉ MÉªÉÉ Ê±ÉJÉå, VÉèºÉä EòÒ - Ê¶ÉIÉEò, ¨ÉÉÊ±ÉEò, vÉ¨ÉÇMÉÖ¯û <. 
ºÉÉÆÊMÉiÉ±Éä±Éä Ê±É½þÉ, VÉºÉä - Ê¶ÉIÉEò, ¨ÉÉ±ÉEò, vÉ¨ÉÇMÉȪ û ´ÉMÉè®äú. 

MOTHER/FATHER  +É<Ç -¤ÉÉ¤ÉÉ / ¨ÉÉiÉÉ-{ÉÒiÉÉ 1 
MOTHER-IN-LAW/ FATHER-IN-LAW   
ºÉÉºÉ -ºÉºÉÖ®ú / ºÉÉºÉÚ -ºÉÉºÉ®äú  2 
OTR FEMALE RELA TIVE/IN-LAW  3 

ºÉºÉÖ®úÉ±É´ÉÉ±ÉÒ EòÉä<Ç ¨ÉÊ½þ±ÉÉ  
OTR MALE RELATIVE/ IN-LAW  4 

ºÉºÉÖ®úÉ±É´ÉÉ±ÉÉ EòÉä<Ç {ÉÖ°ü¹É 
FRIEND/NEIGHBOUR  5 

ºÉ½äþ±ÉÒ ªÉÉ {Éb÷ÉäºÉÒ / ¨ÉèÊjÉhÉ ËEò´ÉÉ ¶ÉäVÉÉ®úÒ 
DOCTOR/MEDICAL PERSONNEL  6 

b÷ÉìC]õ®ú / +É®úÉäMªÉ ºÉä´ÉEò 
WOMEN’A SUPPORT GROUP  7 
¨ÉÊ½þ±ÉÉ ºÉÆPÉ]õxÉÉ 
POLICE / {ÉÖÊ±ÉºÉ/ {ÉÉäÊ±ÉºÉ  8 
OTHER - SPECIFY  9 
+xªÉ ¤ÉiÉ±ÉÉBÄ / ºÉÉÆMÉÉ 
 

 
AT LEAST 
ONE ‘YES’ 
 
GO TO 724
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723 What is the main reason you have NEVER sought help? 
 

CªÉÉå +É{ÉxÉä ÊEòºÉÒºÉä ¨Énùnù xÉ½þÓ ¨ÉÉÄMÉÒ lÉÒ? 
EòÉähÉÉSÉÒ½þÒ ¨ÉnùiÉ xÉ PÉähªÉÉSÉä EòÉ®úhÉ EòÉªÉ? 
 

DON'T KNOW WHO TO GO TO  1 

Eò½þÉÄ VÉÉBÄ {ÉiÉÉ xÉ½þÒ 

NO USE  / ={ÉªÉÉäMÉ xÉ½þÒ   2 

PART OF LIFE (DESTINY) VÉÒ´ÉxÉ ¨Éå BäºÉÉ ½þÉäiÉÉ½þÒ ½èþ 3 

AFRAID OF DIVORCE/DESERTION  4 
b÷®ú ½èþ UôÉäb÷ näùMÉÉ ªÉÉ iÉ±ÉÉEò näùMÉÉ  

AFRAID OF FURTHER BEATINGS  5 

b÷®ú ½èþ +Éè®ú ¨ÉÉ®äúMÉÉ 
AFRAID OF GETTING PERSON BEATING HER INTO TROUBLE 
b÷®ú ½èþ VÉÉä ¨Énùnù Eò®åúMÉä =x½äþ {É®äú¶ÉÉxÉÒ ½þÉäMÉÒ  6 

EMBARRASSED / PÉ¤É®úÉ½þ]õ / PÉÉ¤É®úiÉä  7 

DON'T WANT TO DISGRACE FAMILY......  8 

{É®úÒ´ÉÉ®ú EòÉä +{É¨ÉÉxÉÒiÉ xÉ½þÓ Eò®úxÉÉ 
OTHER – SPECIFY / +xªÉ ¤ÉiÉ±ÉÉBÄ / ºÉÉÆMÉÉ 9 

 
 

724 As far as you know, did your father ever beat your mother? 

VÉ½þÉÄ iÉEò +É{ÉEòÉä ¨ÉÉ±ÉÚ̈ É ½éþ CªÉÉ +É{ÉEäò Ê{ÉiÉÉxÉä +É{ÉEòÒ ¨ÉÉÄEòÉä Eò¦ÉÒ 
{ÉÒ]õÉ lÉÉ? 
iÉÖ¨ÉSªÉÉ ¨ÉÉÊ½þiÉÒ|É¨ÉÉhÉä iÉÖ¨ÉSªÉÉ ¤ÉÉ¤ÉÉÆxÉÒ iÉÖ¨ÉSªÉÉ +É<Ç±ÉÉ EòvÉÒ ¨ÉÉ®ú±Éä 
½þÉäiÉä? 

 
YES      ½þÉ ½þÉä   1 
NO       xÉ½þÓ xÉÉ½þÒ   2 

DON’T KNOW  xÉ½þÓ  ¨ÉÉ±ÉÚ̈ É ¨ÉÉÊ½þiÉ xÉÉ½þÒ 3 

 
 

I am really grateful for the time you have given us.  This research is expected to improve life for victims of domestic violence.  I have asked you many questions 
and have taken up your valuable time but I might have failed to ask you something that is very important to you and this research.  If that is the case I would be 
happy if you could share that with me.  (MAKE NOTES OF ANYTHING SHE SAYS BELOW).   

¨Éé ºÉ½þÒ ¨Éå +É{ÉEòÒ +É¦ÉÉ®úÒ ½ÚÄþ, VÉÉä +É{ÉxÉä ¨ÉÖZÉä <iÉxÉÉ ºÉ¨ÉªÉ ÊnùªÉÉ* <ºÉ ºÉÆ¶ÉÉävÉxÉ ºÉä +É¶ÉÉ ½èþ ÊEò +iªÉÉSÉÉ®ú ºÉä Ê{Éc÷ÒiÉÉå Eäò VÉÒ´ÉxÉ ¨Éå ºÉÖvÉÉ®ú +ÉB* ¨ÉèxÉä +É{ÉºÉä 
Eò<Ç ºÉ´ÉÉ±É {ÉÖUäô +Éè®ú +É{ÉEòÉ ¨ÉÖ±ªÉ´ÉÉxÉ ºÉ¨ÉªÉ ±ÉÒªÉÉ, {É®ú EÖòUô BäºÉÒ ¤ÉÉiÉ ½èþ VÉÉä ¨ÉèxÉä {ÉÖUôÒ xÉ½þÓ {É®ú <ºÉ ºÉÆ¶ÉÉävÉxÉ ªÉÉ |É¤ÉÆvÉ +Éè®ú +É{ÉEäò ±ÉÒB ´É½þ ¨É½þi´É{ÉÚhÉÇ ½èþ, 
BäºÉÉ ½þÉä iÉÉä EÞò{ÉªÉÉ +É{É ¤ÉiÉÉªÉå* ¨ÉÖZÉä JÉÖ¶ÉÒ ½þÉäMÉÒ* (+MÉ®ú ´É½þ EÖòUô ¤ÉiÉÉªÉå iÉÉä ±ÉÒJÉ ±Éä*) 
JÉ®úÉäJÉ®úSÉ ¨ÉÒ iÉÖ¨ÉSÉÒ +É¦ÉÉ®úÒ +É½äþ. iÉÖ¨½þÒ ¨É±ÉÉ <iÉEòÉ ´Éä³ý Ênù±ÉÉiÉ. ªÉÉ ºÉÆ¶ÉÉävÉxÉÉiÉÚxÉ +{ÉäIÉÉ +É½äþ EòÒ +xªÉÉªÉOÉºiÉÉÆSªÉÉ VÉÒ´ÉxÉÉiÉ ºÉÖvÉÉ®úhÉÉ ½þÉä<Ç±É. ¨ÉÒ iÉÖ¨½þÉÆ±ÉÉ 
¤É®äúSÉ |É¶xÉ Ê´ÉSÉÉ®ú±Éä +ÉÊhÉ iÉÖ¨ÉSÉÉ +¨ÉÚ±ªÉ ´Éä³ý PÉäiÉ±ÉÉ. {ÉhÉ +VÉÚxÉ½þÒ EòÉ½þÒ MÉÉä¹]õÒ +¶ÉÉ +ºÉiÉÒ±É VªÉÉ ¨ÉÒ Ê´ÉSÉÉ®úhªÉÉSªÉÉ ®úÉÊ½þ±ªÉÉ, iªÉÉ iÉÖ¨ÉSªÉÉ où¹]õÒxÉä +ÉÊhÉ ªÉÉ 
ºÉÆ¶ÉÉävÉxÉÉSªÉÉ / |É¤ÉÆvÉÉSªÉÉ où¹]õÒxÉä ¨É½þi´ÉÉSªÉÉ +ºÉiÉÒ±É iÉ®ú iÉÖ¨½þÒ iªÉÉ ¨É±ÉÉ VÉ¯û®ú ºÉÉÆMÉÉ. ¨É±ÉÉ +ÉxÉÆnùSÉ ´ÉÉ]äõ±É. (EòÉ½þÒ ºÉÉÆÊMÉiÉ±ªÉÉºÉ Ê±É½ÚþxÉ PªÉÉ.) 
 
 
 
 
 
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? 
+MÉ®ú EòÒºÉÒ ºjÉÒ xÉä {ÉÉÊ®ú´ÉÉ®úÒEò +iªÉÉSÉÉ®ú +Éè®ú ZÉMÉb÷ÉåEòÉ ºÉÉ¨ÉxÉÉ ÊEòªÉÉ ½èþ, iÉÉä ºjÉÒ EòÉ xÉÉ¨É +Éè®ú {ÉiÉÉ ±ÉÒJÉå* 
+É{ÉxÉä ¨ÉÖZÉå VÉÉxÉEòÉ®úÒ nùÒ +MÉ®ú +É{É =ºÉEäò ¤ÉÉ®åú ¨Éå EÖòUô +ÉMÉä ¤ÉiÉÉxÉÉ SÉÉ½åþ iÉÉä ½þ¨É nùÉä¤ÉÉ®úÉ BäºÉÒ VÉMÉ½þ Ê¨É±É ºÉEòiÉä ½éþ VÉ½þÉÄ ºÉÖ®úÊIÉiÉ +Éè®ú +ÉºÉÉxÉ ½þÉä*  
 
VÉ®ú EòÉähÉiªÉÉ ¨ÉÊ½þ±Éä´É®ú EòÉè]ÖÆõÊ¤ÉEò +xªÉÉªÉ ´É +iªÉÉSÉÉ®ú ½þÉäiÉ +ºÉä±É iÉ®ú ÊiÉSÉä xÉÉÆ´É ´É {ÉkÉÉ Ê±É½ÚþxÉ PªÉÉ. iÉÖ¨½þÒ ¨É±ÉÉ VÉÒ ¨ÉÉÊ½þiÉÒ Ênù±ÉÒ iªÉÉ¤Éqù±É +VÉÚxÉ EòÉ½þÒ {ÉÖfäø 
ºÉÉÆMÉÉªÉSÉä +ºÉä±É iÉ®ú +É{ÉhÉ ºÉÖ®úÊIÉiÉ +ÉÊhÉ ºÉÉä<ÇSªÉÉ Ê`öEòÉhÉÒ {ÉÖx½þÉ BEònùÉ ¦Éä]Úõ.  
 
TAKE DOWN NAME AND ADDRESS / xÉÉ¨É +Éè®ú {ÉiÉÉ ±ÉÒJÉå / xÉÉÆ´É ´É {ÉkÉÉ Ê±É½þÉ 
 
 
 
 
 
 
 
FINISH BY SAYING: vÉxªÉ´ÉÉnù näù Eò®ú ºÉ¨ÉÉ®úÉä{É Eò®åú* 
Thank you again for answering my questions.  Please know that whatever you share with me will be treated anonymously. 
½þ¨ÉÉ®äú ºÉÉ®äú ºÉ´ÉÉ±ÉÉå Eäò VÉ´ÉÉ¤É näùxÉä Eäò Ê±ÉB vÉxªÉ´ÉÉnù*  +É{ÉEòÒ VÉÉxÉEòÉ®úÒ +Éè®ú {É½þSÉÉxÉ MÉÖ{iÉ ®úJÉÒ VÉÉBMÉÒ*  
¨ÉÉZªÉÉ ºÉ´ÉÇ |É¶xÉÉÆSÉÒ =kÉ®äú Ênù±ªÉÉ¤Éqù±É +É¦ÉÉ®úÒ +É½äþ. iÉÖ¨½þÒ Ênù±Éä±ÉÒ ¨ÉÉÊ½þiÉÒ ´É iÉÖ¨ÉSÉä xÉÉÆ´É MÉÖ{iÉ `äö´ÉhªÉÉiÉ ªÉä<Ç±É. 
 

 
  


