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Abstract

Background: Violence against women is a global public health problem occurring in multitude of contexts and
domestic violence is considered to be the most pervasive one. Poor enforcement of policies, limitation of researches
and expertise in this field largely accounts for persistence of this problem and nature of domestic violence and its
associated factors are poorly understood.

Objectives: This research aimed to estimate the magnitude of different forms of domestic violence and identify its
associated factors.

Methods: Community based cross sectional study was conducted among 355 married women of reproductive age
group of Kusheshwor, Sindhuli, Nepal. The questionnaire adapted from the World Health Organization Multi-Country
Study was used for the face to face interviews. Occurrence of current domestic violence was used as outcome vari-
able in logistic regression. Descriptive and multivariate analysis were performed in order to assess the magnitude of
domestic violence and to identify its associated factors respectively.

Results: Self-reported lifetime prevalence of physical violence was 29.6 % and past year prevalence was 15.2 %,
while corresponding figures for sexual violence were 6.8 and 2.3 %, and for psychological violence were 31.0 and
18.3 %. Lifetime domestic violence was 38.6 % while in past 12 months, prevalence was 23.1 %. Furthermore, 12.4 %
of women were experiencing all forms of violence concurrently. Women with controlling husband and having poor
mental health were found to be at higher risk of domestic violence.

Conclusions: Domestic violence is still rampant in our society with several forms of violence occurring together. In
a country like Nepal, differentials power in relationship and poor mental health was found to be positively associated
with violent episodes. This study highlights the infringement of women rights which can be the cause for serious
public health consequences.
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Background

Violence against women (VAW) is a global issue with
consequences in all dimensions of women’s health.
Though violence occurs in different forms and settings,
‘domestic violence’ (DV) is considered as the most perva-
sive form [1]. It includes violence perpetrated by spouse,
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family members, and manifested through physical, sex-
ual, psychological, economic abuse [2].

Globally, it has been a subject of research interest since
1970s but the detailed data indices is low in developing
world [3]. Gradually, VAW is considered as a legitimate
human right issue as well as a significant threat to wom-
en’s health and well-being [4]. World Health Organiza-
tion (WHO) multi-country study reported that 15-71 %
of women had experienced violence [5, 6]. According to
Nepal Demographic Health Survey (NDHS) 2011, over-
all 1/3rd of women of reproductive age group had ever
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experienced violence and 17 % reported violence in
past 12 months [7]. A study conducted in rural districts
of Nepal revealed that almost half of the women (48 %)
had experienced violence at some time in their lives, and
28 % had experienced violence in the past 12 months;
where emotional violence (40.4 %) was most commonly
reported type of violence followed by physical violence
(26.8 %), sexual violence (15.3 %), and economic abuse/
violence (8 %) [8]. Similarly, according to findings of a
study from Nepal, overall 58 % of women had experienced
some forms of sexual coercion from their husbands [9].
Approximately 28.6 % of women complained about sev-
eral physical health problems followed by reproductive
(28.2 %) and mental health problems (16.3 %) [10]. The
context of gender based violence (GBV), driven by social,
cultural, religious, and gender norms, is compounded
by years of political conflict resulting the risk increment
of violence [11]. Inclusion of module of DV for the first
time in NDHS highlights it as a serious national issue
with limited data related to it. DV exists in ‘culture of
silence’ and is typically enmeshed in several factors oper-
ating at different levels of society [12—14]. On account of
previous studies in Nepal several factors like economic
dependency, marriage practices, alcoholic husband, illit-
eracy, female subservience, women’s lack of autonomy
to name a few has been identified as aggravating factors
of violence [8, 15, 16]. Wide ranging figures in different
settings with various possible risk and protective fac-
tors highlight the need of continuous research approach
on VAW in different cultures and circumstances [17]. It
is sad to mention that the act against DV has not been
implemented adequately in the real world as violence is
still persisting in our society.

Several literatures have shaded light on the DV affect-
ing the various domains of women’s life. Thus, the impor-
tance of knowledge of the prevalence and its associated
factors of violence has been emphasized through these
literatures in order to establish a holistic health envi-
ronment. There are few literatures in our context that
assess the mental health status of women and inspect
its association with the occurrence of violent incidents.
This study strive for fulfillment of the gaps in identify-
ing need of restoring sound mental health of women in
dealing DV effectively by providing evidence for the rela-
tionship between DV and its contributing factors includ-
ing mental health status of women. Moreover, this study
is believed to enlighten the existing condition of DV in a
particular rural area of Nepal, which will supplement the
existing literatures, assist the policy makers for planning
and implementing appropriate interventions through
identifying the associated factors.
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Methods

Study design and study area

Jica has been implementing mediation programs against
GBYV through the Ministry of Federal Affairs and Local
Development (MoFALD) based on community mobilisers
at the Village Development Committee (VDC) level in two
districts, Sindhuli and Mahottari since 2010 [18]. Kushesh-
wor VDC of Sindhuli district was randomly selected that
accounts the practicability issues such as time, money
and so on. Additionally, it comprises multi-ethnic groups
including indigenous people popularly known as Hayu.
Community based analytical cross sectional study was
executed using the ecological model proposed by WHO
for understanding the nature and associated factors of vio-
lence [3, 19]. This preliminary research study is limited to
a particular region of Nepal, but similar representation of
violence can be assumed to other rural areas of Nepal and
this research isn’'t meant to be representative rather sup-
plementing to the literatures on DV.

Sample size calculation
The calculation of sample size was manually done using
formula.

n=2’pq | I*

In the above equation, Z value is 1.96 at 95 % confi-
dence interval (CI), p is prevalence of DV which is taken
as 31.5 % [6], q is complement of p and L is absolute
precision whose standard value used for the calculation
is 0.05. From the calculation, the sample size was found
to be 331. In order to address non-response rate, sample
size was increased by 10 % and it came to be 365. Further,
the evaluated sample size was ratified using nMaster 2.0
software.

Sampling procedure

Sampling unit was household and sampling frame was
prepared with the name of the head of the household,
obtained from the voter list of the Sindhuli VDC pro-
file, 2068B.S (2011/12 A.D.). Systematic random sam-
pling with an interval of three was employed to meet the
required sample size. Thus, the eligible women meeting
the inclusion criteria i.e. married for at least 2 years and
staying with husband for last 6 months were interviewed
from one in every third household. In absence of eligi-
ble respondent in the particular household, the follow-
ing house was visited for the survey. Incase of more than
one eligible respondent in a sampled household, random
selection was made to further the interview process by
lottery method.
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Data collection

Most of the questions were based on standard question-
naire adapted from WHO multi-country study on wom-
en’s health and DV with minor modifications. It consists
of several open and close ended questions incorporated in
self-constructed questionnaire to estimate the occurrence
of violence and identify various associated factors [20,
21]. Self Reporting Questionnaire (SRQ)-20 developed by
WHO collaborative study on mental health care was used
to assess the mental health status of respondents [17, 21].
The questionnaire were translated into Nepali and then
retranslated into English to ensure that the originality and
meaning was retained. Pre-testing of the questionnaire
with married women of reproductive age group in adja-
cent VDCs was completed and necessary amendments in
the questionnaires were incorporated.

Data collection was accomplished within the limited
period of 3 months (September, 2012 to December 2012).
The one to one structured interview was conducted by
the researcher herself and the location for the interview
was selected on the basis of the respondent’s preference
like at the fields, mills tap etc. in the absence of the third
party. The house of the respondent was visited twice
before moving on to the next house in case the respond-
ent was out of reach at initial visit. However, altogether
370 women were approached for the interview, only 355
completed the interview. Hence, the survey ended up
with only 355 women for the final data analysis having
the response rate of 96 %.

The ethical clearance was obtained from Institutional
Ethical Review Board (IERB) of BP Koirala Institute of
Health Sciences (BPKIHS), Dharan. Informed (verbal)
consent was taken from women for participation. The
respondents were explicitly explained the motive and
nature of survey as well as made aware of the termina-
tion of the interview on their own will at any point during
the interview process without giving any reasons. Confi-
dentiality and anonymity of any individual was not vio-
lated throughout the survey. This study was completed
in 6 months starting from September 2012 to February
2013.

When victims of DV were encountered, after inter-
view brochures were circulated in order to aware them
about the DV (offence and punishment) Act 2009 AD
and minimize such violence in near future. The victims
were educated and referred to the community mediation
center and appropriate service outlets for any assistance
to tackle violence.

Data management and analysis
Outcome variables
Different types of violence were assessed as:
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Physical violence

1. Pushed her, shook her, or threw something at her.

2. Slapped her.

3. Twisted her arm or pulled her hair.

4. Punched her with his fist or with something that

could hurt her.

. Kicked her, dragged her, or beat her up.

Tried to choke her or burn her on purpose.

7. Threatened her or attacked her with a knife, gun, or
any other weapon.

8. (If any one of the above acts is present, then it is con-
sidered that there is physical violence).

o »n

Sexual violence

1. Physically forced her to have sexual intercourse even
when she didn’t want to.

2. Forced her to perform any sexual acts she didn’t want
to.

3. Any degrading or humiliating sexual act.

(If any one of the above acts is present, then it is con-
sidered that there is sexual violence).

Emotional violence

1. Said or did something to humiliate her in front of
others.

2. Threatened to hurt or harm her or someone close to
her.

3. Insulted her or made her feel bad about herself.

(If any one of the above acts is present, then it is con-
sidered that there is emotional violence).

[If woman (as a victim) gives a positive response to any
of the questions in a set, it was considered to indicate the
occurrence of DV] [21].

Outcome variable were defined as a proportion of mar-
ried women with the experience of one or more acts of
physical, sexual, and/or emotional violence by her hus-
band and other in family relationship at any point in their
lives were considered to have lifetime experience while
if such acts had occurred in last 12 months then it was
called past year prevalence or current DV. The dependent
variable current DV was taken for inferential analysis i.e.
bivariate and multivariate analysis.

Independent variables

Data were collected on several levels of variables—indi-
vidual, family and community which were expected to
have association with DV from literature search.

Individual level variables
Women’s characteristics: age in years (categorized into
age groups); education (formal and no formal education);
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occupation (housewife/not engaging in any earning work,
daily wages labor, service/business). Mental health sta-
tus was dichotomized as unhealthy (seven or more than
seven questions from the SRQ-20 answered affirmatively)
and healthy (less than seven questions from the SRQ-20
answered affirmatively) [22].

Husband’s characteristics: age in years (categorized into
age groups); employment status (unemployed, unskilled
workers, semi-skilled/skilled workers); education (formal
and no formal education); alcohol taking habit (often,
sometimes/rarely, no).

Family level and community level variables

Family Size (less than five members and more than or
equals to five members); duration was noted on the basis
of number of completed years of marriage. Castes were
categorized on the basis of Nepal government system
and the respondents were asked whether their husband
possess any extramarital relationship. Marriage type was
categorized as love marriage and arranged marriage.
Respondents were asked if the family annual income
from all sources was sufficient for 1 year.

Husband’s controlling behavior was measured as:

1. Keeps her from seeing friends.

2. Restricts her contact with family.

3. Insists on knowing where she is all the times.
4. Gets angry when she talks with other men.

In case of the occurrence of at least one of the above
mentioned activities performed by the husband, he was
designated as a controlling husband [20].

SPSS 20 version and EPI info 7 were used for statistical
analysis. The completed questionnaires were included in
this study. The crude association between dependent and
independent variables were inspected by Chi square and
Fischer exact test at 95 % CI. Variables showing p value
of less than 0.20 from bivariate analysis were entered into
logistic model for multivariate analysis. Hosmer—Leme-
show test was done to observe the fitness of model and
the variables causing poor fit were excluded. Binary logis-
tic regression was applied and adjusted odds ratio (AOR)
at 95 % CI was calculated in order to identify the asso-
ciated factors. Cronbach’s alpha was 0.79 for thirteen
items of DV and it was 0.71 for twenty items of SRQ. The
obtained value was calculated after pretesting with the
sample of 40.

Results

Prevalence of different forms of violence

Out of 355 eligible women who completed the study,
38.6 % of the respondents were victims of at least one
type of violence ever from various perpetrators with
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emotional violence being the most common (31 %). It
was followed by physical violence (29.6 %) and sexual vio-
lence (6.8 %). Nearly one-fourth of the women (23.1 %)
reported experiencing violence in the past 12 months
with physical violence (15.2 %), sexual violence (2.3 %)
and emotional violence (18.3 %) respectively (Table 1).

The different forms of violence and their overlapping
nature are elucidated in Fig. 1. The most commonly
occurring single form was emotional violence (21.9 %)
followed by physical violence (15.3 %). It was found that
12.4 % had experienced all three types of violence con-
currently (Fig. 1). Victims of DV were further asked open
questions like who were their perpetrators, whether they
reported the violent episodes or not, place of reporting a
nd reasons for not reporting. One in every three, among
victims of DV, reported husband as the main perpetrator
(70.8 %) followed by mother-in-law (32.8 %) and father-
in-law (21.9 %). Perceived factors of violence by women
were also explored where half of the respondents (51.1 %)
reported alcohol as the prime reason followed by norms
supporting violence (43.1 %) which includes male domi-
nated society, women accepting violence, women who
perceive wife beating as justified act of husband etc.
Among 137 victims of DV, only 19.7 % had reported the
violence among which maternal home (33.3 %) was pre-
ferred for reporting their sufferings after police (37 %).
More than 80 % of the victims didn’t report the episode
of violence and when asked for the reason it was found
that the most common reason was accepting violence as
normal/a part of life (54.5 %).

Factors associated with DV (Bivariate analysis)

Table 2 represents the association of several individual
level variables with current DV. Daily wages labors were
at higher risk of violence as compared to women involved
in service or small scale business (COR = 4.091, 95 % CI
1.355-12.438). Educational status was dichotomized as
no formal education and formal education which was
found to be significantly associated (COR = 1.764, 95 %
CI 1.006-3.091) with current DV. Mentally unhealthy
women were found to be at almost three times more
risk for current DV. Having an unemployed husband
was found to increase the risk of violence by two times
as compared to women having husband involved in semi-
skilled/skilled works. Women whose husbands drink
alcohol often are at more than two folds greater risk of
experiencing DV as compared to women whose husband
never drink.

From Table 3, it is evident that women who reported of
having family income not enough for even 1 year were at
more than two folds higher risk of experiencing violence
as compared to those women who reported of having
income enough for 1 year or more (COR = 2.688, 95 %
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Table 1 Lifetime and current prevalence and frequency of domestic violence (n = 355)

S.N. Forms of domestic violence? Lifetime Past 12 months
Frequency Frequency
1 Physical violence®
1.1 Pushed her, shook her, or threw something at her 92 (25.9) 50 (14.1)
12 Slapped her 87 (24.5) 50(14.1)
13 Twisted her arm or pulled her hair 67 (18.9) 38(10.7)
14 Punched her with his fist or with something that could hurt her 57 (16.1) 27 (7.6)
15 Kicked her, dragged her, or beat her up 49 (13.8) 26(7.3)
16 Tried to choke her or burn her on purpose - 1(0.3)
17 Threatened her or attacked her with a knife, gun, or any other weapon 14 (3.9) 9(2.5)
At least one episode of physical violence 105 (29.6) 54(15.2)
2 Sexual violence?
2.1 Did your husband physically force you to have sexual intercourse even when you did not want to? 14(3.9) 8(2.3)
22 Did your husband force you to perform any sexual acts you did not want to? 16 (4.5) 5(1.4)
23 Did you husband did any degrading or humiliating sexual act? 6(1.7) 6 (5.6)
At least one episode of sexual violence 24 (6.8) 8(2.3)
3 Emotional violence®
3.1 Said or did something to humiliate her in front of others 94 (26.5) 55 (15.5)
32 Threatened to hurt or harm her or someone close to her 42(11.8) 25(7.0)
33 Insulted her or made her feel bad about herself 86 (24.2) 50 (14.1)
At least one episode of emotional violence 110(31.0) 65 (18.3)
At least one episode of three violence 137 (38.6) 82 (23.1)

Number in parenthesis indicates percentages
2 Multiple responses

n=137

Physical Violence
only =21 (15.3%)

Physical+
Emotional

Physical+ Sexual
Violence=5
(3.7%)

Physical+
Sexual+

Emotional
Violence = 17
(12.4%)

Violence
=62(45.3%)

Sexual Violence
only =1 (0.7%)

Emotional
Violence only
=30 (21.9%)

Emotional

+Sexual Violence
=1(0.7%)

Fig. 1 Venn diagram showing different forms of violence

CI 1.622-4.456). Over one in every five women (20.8 %)
reported to have experienced at least one of the control-
ling behaviors among four from their husbands and they
were more than nine times likely to experience current
DV than the women having non-controlling husband

(COR = 9.379, 95 % CI 5.270-16.691). As compared to
women from upper caste, Dalits women were three times
more likely to experience violence (COR = 3.11, 95 % CI
1.418-6.826). Women having husband who were mar-
ried more than once in their lifetime were at almost three
folds increased risk of experiencing current DV.

Factors associated with DV (multivariate analysis)

Binary logistic regression shows that women having
unhealthy mental status were more than two folds at a
greater risk of experiencing current DV as compared to
women having healthy mental status (AOR = 2.057, 95 %
CI 1.056—4.008). Similarly, women who had reported of
experiencing at least one of the four husband controlling
behaviors were at almost eight times more likely to expe-
rience DV compared to women who did not have con-
trolling husbands (AOR = 7.607, 95 % CI 3.980-14.540)
(Table 4).

Discussion

Women in Nepal and around the world experiences dif-
ferent forms of violence throughout their lives and not
limited to the caste, religion, region to mention few [20,
23]. In this study, lifetime violence obtained was similar
to the findings of NDHS 2011 which showed that overall
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Table 2 Bivariate association of individual level variables
and current domestic violence (n = 355)
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Table 3 Bivariate association of family/community level
variables and current domestic violence (n = 355)

Characteristics Current domestic p value Crude odds ratio

Characteristics Current domestic  p value Crude odds ratio

violence (95 % CI) violence (95 % Cl)
Yes No Yes No
Women’s characteristics Family size
Current age in years >5 members 53(26.2) 149(73.8) 0.107 1.521(0.912-2.537)
15-24 17 (236) 55(764) 0893 1.185(0.513-2.735) <5 members 29(19.0) 124 (81.0) Ref.
25-44 53 (236) 172 (764) 1.181 (0.583-2.393) Duration of marriage (years)
45-49 12(20.7)  46(79.3) Ref. >10 56 (24.9) 169 (75.1) 0292 1.325(0.784-2.242)
Occupation of women <10 26 (20.0) 104 (80.0) Ref.
Housewife/don't 64 (23.7) 206 (76.3) 0.037 2.330(0.950-5.713) Marriage type
eam Love marriage 31(272) 83(728 0208 1.391(0.831-2.330)
Daily wages 12(353)  22(64.7) 4091(1.355-12438)  Arrange marriage 51 (212) 190 (78.8) Ref.
\ab.or Family Income (year)
Service/small 6(11.8) 45(88.2) Ref.
business Enough for <1 48 (33.8) 94 (66.2) <0.001  2.688(1.622-4.456)
Education of women Enough for 1 34(16.0) 179 (84.0) Ref.
Noformaledu- 174 (737) 62(263) 0046 1.764(1.006-3.097)  Husband controlling behavior
cation Yes 44 (59.5) 30(40.5) <0001  9379(5270-16.691)
Formal educa- 20(16.8) 99(83.2) Ref. No 38(13.5) 243(86.5) Ref.
tion Caste/ethnicity
Mental health status of respondents Dalits 28(400) 42(600) 0002 3.11(1.418-6.826)
Unhealthy 30(417) 42(583) <0001 3.173(1.818-5537) Disadvantaged 37 (20.0) 148 (80.0) 1.166 (0.568-2.397)
Healthy 52(184) 231(81.6) Ref. Janajatis
Husbands’ characteristics Advantaged Janajatis 5(15.6) 27 (84.4) 0.864 (0.276-2.702)
Current age in years Upper caste 12(176)  56(824) Ref.
<21 8(226) 4(774) 0612° 0.589(0.153-2.748) Involved in polygamous relationship
>21 265(236) 78(764) Ref. Yes 12 (444) 15(55.6) 0.006 2.949(1.320-6.587)
Employment status No 70 (21.3) 258 (78.7) Ref.
Unemployed 20(299) 47(70.1) 0118 2.083(1.015-4.276) p value and COR in italics indicates significant
Unskilled work- 43 (24.4) 133 (75.6) 1.583 (0.867-2.888) Number in parenthesis indicates percentages
ers
Skilled/semi- 19(17.0)0 93(83.0) Ref.
skilled
Educational status Surkhet indicated 81 % incidence while 51 % incidence in
Noformaledu-  32(276) 84(724) 0162 1440(0862-2405)  another study done in Nepal [18, 20]. Wide variation in
cation the prevalence across studies stressed the importance of
Fi:g‘;' educa- 50(209) 189(79.1) Ref. conducting additional studies on similar topic because of
Alcohol consumption ‘Conte.:xtual vaFiabiIity of violence. Sexual Violen‘ce ‘reported
Often M4(336) 87(664) 000 2621 (1463-4604) in this study is .remarkably lower than other 51.mlle.1r stud-
Sometimes/ 160182 72818 1152 (0.567-2.338) ies [9] and it might be due to the underreportmg in rural
rarely settings where people generally don't complain about
No 22(336) 114(664) Ref male members at any cost because of cultural norms and

p value and COR in italics indicates significant
Number in parenthesis indicates percentages

2 Fisher exact test

26 % had ever experienced physical and/or sexual vio-
lence [7]. A 2012 study by the Office of the Prime Minister
and Council of Ministers indicated that 48 % of respond-
ents had experienced violence and 28 % in the past
12 months [8]. However, in another study in Dang and

are scared to expose their personal issues. Comparable
findings were found in a study conducted in Kathmandu,
where corresponding figures for physical, psychological
and sexual violence were 16.7, 35.5 and 3.6 % respectively
[14]. Results of our study largely corroborate the findings
from Nepal and all over the world such as in India, Paki-
stan, Ethiopia, Iran etc [24-27].

Few previous studies have investigated the overlaps
between different types of violence. The combination of
physical and psychological abuse was depicted to be the
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Table 4 Mutivariate analysis of current domestic violence (n = 355)

Variables Categories p value AOR 95%Cl

Occupation of women Housewife/don't earn 0.583 1352 0.460-3.971
Daily wage based work 0.333 1.950 0.504-7.549
Service/small business Ref.

Educational status of women No formal education 0.867 1.069 0.489-2.340
Formal education Ref.

Educational status of husband No formal education 0.190 0615 0.298-1.271
Formal education Ref.

Employment status of husband Unemployed 0.679 1.176 0.546-2.533
Unskilled workers 0.306 0.684 0.331-1415
Skilled/semiskilled workers Ref.

Alcohol consumption habit of husband Never Ref.
Sometimes/rarely 0.752 0.867 0.359-2.095
Often 0.225 1619 0.744-3.522

Mental health status of respondents Unhealthy 0.034 2.057 1.056-4.008
Healthy Ref.

Husband controlling behavior Yes <0.001 7.607 3.980-14.540
No Ref.

Marriage type Arrange marriage 0.228 0.666 0.344-1.289
Love marriage Ref.

Family size >5 members 0.192 1518 0.811-2.840
<5 members Ref.

Income of the family Enough for less than 1 year 0.386 1.351 0.684-2.666
Enough for 1 year Ref.

Caste distribution of respondents Dalits 0.367 1.665 0.550-5.046
Disadvantaged Janajatis 0459 0.698 0.270-1.806
Advantaged Janajatis 0.390 0.546 0.138-2.165
Upper caste Ref.

Polygamous relationship Yes 0.170 2,026 0.738-5.559
No Ref.

p value and COR in italics indicates significant

most commonly occurring violence form, and the similar
scenario was seen in other studies as well [28, 29]. These
consistencies might be explained as physical violence is
often accompanied by psychological attacks, threatening,
and controlling behaviors. Our study showed that 12.4 %
of women suffered all three forms of violence concur-
rently which is higher than the findings from rural Vietnam
whereas significantly lower proportion found in study by
Abeya [28, 29]. The possible explanation for lower occur-
rence observed in our study is extensively due to the per-
ception of conjugal affairs as being private matter and is not
disclosed especially in rural areas. Similar to the findings
from other studies, it showed that the violence was multiple
in nature and most of the women were subjected to be the
victim of more than one type of violence [25, 27, 30].
Control has been acknowledged as a crucial issue in
the marital relationships. Strong positive association was

observed between DV and perpetration of controlling
behaviors by husband [31-33]. This observations point
towards the male domination nature of our society. Tra-
ditional masculinity is still prevalent in our society and
this result highlights the need to engage men and women
to challenge norms and bring changes. However there
are arguments about controlling behavior, whether it is a
contributing factor or part of the violence acts [25]. This
possibly indicated male supremacy in marital relation
where wives are supposed to obey their husbands and
accept everything as a normal male behavior. It compels
us to rethink because if women aren’t safe in their homes
and from their husband with whom they are supposed
to spend their rest of lives, then how can we assure their
safety outside home and from others?

Bivariate analysis contributes to evidences that women
are subjected to violence because of conventional
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practices like witchcraft, multi-marriage etc [6, 34]. These
findings elucidates the structural, cultural, and social
characteristics of our society continue to perpetuate the
victimization of women. Mental health status was found
to be one of the strongest predictor of DV in accord with
previous studies which indicate that it has negative effect
on women’s mental health, leading to anxiety, depression,
and even suicide [35, 36].

The major perpetrators in this study was husband fol-
lowed by mother-in-law which is in agreement with other
studies [25]. This possibly indicated male supremacy in
marital relation where wives are supposed to play sub-
missive role. Furthermore, husbands and mother in law
exhibit violent behaviors to control women demonstrat-
ing the persistence of dominance power in relationship.
Subordinate position of women, limited freedom of
expression and their economic dependency lead them
to tolerate violence and in male-dominated society like
Nepal, the situation is even worse due to deep-rooted
norms supporting the violence.

Acceptance of the situation as a part of life was identi-
fied by most respondents as a way of responding to vio-
lence and they don'’t report is to the outsiders considering
it as a private and non-interferable matter [8, 18]. GBV is
often a hidden problem, as in many countries women fear
reprisals for reporting, are unaware of their rights, or lack
knowledge of how and where to seek assistance. Though,
community mediation centre has been initiated with the
objective of dispute resolution at local level, minimal pro-
portion of women had sought assistance from it. When
and where women seek care and support if they have
suffered from violence depends on many levels like at
individual level (women’s autonomy in decision making,
unaware about existing policies), at family and commu-
nity (societal norms around the acceptability and expec-
tation of VAW) and at institutional level (availability of
trained manpower, appropriate responses to the need
of victims). These factors need to be incorporated while
designing interventions.

The major strength of this study is exploration of dif-
ferent forms of violence and inclusion of mental health
assessment. Furthermore, it had used standard tools
and response rate is also high. Like any study based on
self reporting, recall bias may have been associated with
disclosure of violent episodes and to minimize this only
current prevalence was included in regression analysis.
To tackle the issues of underreporting due to the sensi-
tive nature of this issue, maximum efforts were made
to ensure privacy and develop trustworthy relationship
before data collection and wherever possible, informa-
tion was cross-checked by asking additional questions.
Although this study provides the most comprehensive
information to date on the prevalence and associated

Page 8 of 9

factors, some potential limitations need to be acknowl-
edged. Social span and biological adaptation accord-
ing to women’s age alters her personality, mental health
and study of those factors was beyond the scope of this
study. Being cross sectional in nature, the analysis only
provides the evidence of statistical association between
the variable but it can’t establish the casual association.
Data collection was done only in one VDC due to time
and financial constraints so it might be illustrative but
not representative.

Conclusions

This study is inclined towards the growing evidences of
prevalence and associated factors of DV. The primary
motive and contribution of this study is to show men-
tal health of women as a risk factor of DV. The obtained
association between mental health and violence has
unbolted future possibilities for various researchers to
explore more on this critical issue where longitudinal
studies is needed to see temporal relationships. Its preva-
lence is like an open secret which is as old as the origin
of family; however patterns and prevalence vary with
time and person. Every associated factor has direct or
indirect root into the cultural norms, values of society in
this part of world and this revelation can only be a small
chunk of it. Despite of several governmental and non-
governmental organizations working to eliminate every
forms of discrimination against women and enforcement
of law against it, various forms are still prevailing in our
society and even is in rising trend. Awareness programs
regarding where and to whom to seek for help in case
of violence need to be conducted and considering the
societal context of Nepal, husband and mother-in law
should be included in such activities as they can be the
most influential person in bringing the change. Formal
and informal educational program need to be conducted
regarding the act against DV and the concept of commu-
nity mediation centre. There is a strong need of promis-
ing public health strategies include changing attitudes
that foster violence and gender inequality, strengthening
self-esteem of women and girls and promoting equity in
marital relationships.

Abbreviations

AOR: adjusted odds ratio; BPKIHS: BP Koirala Institute of Health Science; Cl:
confidence interval; COR: crude odds ratio; FCHV: female community health
volunteers; IPV: intimate partner violence; MoFALD: Ministry of Federal
Affairs and Local Development; MOHP: Ministry of Health and Population;
NDHS: Nepal Demographic Health Survey; SEA: South—East Asia; SRQ-20: self
reported questionnaire-twenty items; VAW: violence against women; VDC:
Village Development Committee; WHO: World Health Organization.

Authors’ contributions
All the authors have read and approved the final of the manuscript for scien-
tific publication.



Sapkota et al. BMC Res Notes (2016) 9:178

Authors’information

DS developed the research protocol, designed the questionnaire, collected
data and wrote preliminary drafts. SB was responsible for streamlining

the research, finalising the questionnaire and critiquing the drafts. DB was
involved in organizing data, assisting statistical analysis and drafting the
results. PKP supervised whole research, was responsible for concept refine-
ment and a critical analysis of the earlier drafts.

Author details
" Kathmandu University School of Medical Sciences, Dhulikhel, Nepal.
2 BPKIHS, Dharan, Nepal.

Acknowledgements

We would like to acknowledge the VDC and its staffs of Kusheshwor, Sindhuli,
for providing the necessary data and details. We would like to extend our
sincere thanks to mothers group and FCHVs of the Kusheshwor VDC for their
support and participation in data collection. We are extremely indebted to New
Era and University Grants Commission for their financial support in this study.

Ethical approval
Institutional Ethical Review Board (IERB), BPKIHS.

Competing interests
The authors declare that they have no competing interests.

Received: 21 June 2015 Accepted: 11 March 2016
Published online: 19 March 2016

References

1. Heise L, Ellsberg M, Gottmoeller M. A global overview of gender-based vio-
lence. Int J Gynecol Obstet [Internet]. 2002;78(Suppl 1):5-14. Available from:
http://www.ncbi.nim.nih.gov/pubmed/12429433. Accessed 18 Dec 2013.

2. Khan M, Kapoor S, Cooraswamy R. Domestic violence against women
and girls. Innocenti Digest. 2000;6:1-30.

3. Garcia-moreno C, Jansen HAFM, Ellsberg M, Heise L, Watts CH. Prevalence
of intimate partner violence: findings from the WHO multi-country study
on women'’s health and domestic violence. Lancet. 2006;368(Suppl
9543):1260-9.

4. Misra KN, Bakshi N. Unite to end violence against women. Available
at http://www.slideshare.net/helloindia05/violence-againstwomen-
research-paper. Accessed 04 Feb 2013.

5. World Health Organization. Women of South-East Asia: a health profile.
Regional office for South—East Asia. Available from: http://thailand.wholibrary.
org/cgi-bin/koha/opac-detail.pl?biblionumber=1130. Accessed 08 Jan 2013.

6. Bhattacharya R, Gunasekera P, Goonesekera S, Naved TR, Zaman W.
Violence against women in South Asia—A regional analysis. UNFPA
Bangladesh and country technical services team for South and West Asia
and Asian forum for parliamentarians on population and development.
2003;1-88.

7. Era New. USAID. Nepal: Ministry of health and population. Nepal demo-
graphic health survey; 2011.

8. Hawkes S, Puri M, Giri R, Lama B, Upreti T, Khadka S, et al. OPMCM (track-
ing cases of gender based violence in Nepal: individual, institutional, legal
and policy analysis). Patan, London: CREHPA, UCL; 2013.

9. Adhikari R, Tamang J. Sexual coercion of married women in Nepal. BMC
Womens Health. 2010;10:31.

10. Joshi SK, Malla A, Aryal UR, Dudani I. Impact of intimate partner violence
on women'’s health—a population based study in Nepal. BMJ Inj Prevent.
2012;18(Suppl 1):2012-3.

11. Dhakal S. Nepalese women under the shadow of domestic violence.
Lancet. 2008;371:547-8.

12. Koenig MA, Stephenson R, Ahmed S, Jejeebhoy SJ, Campbell J. Individual
and contextual determinants of domestic violence in North India. Am J
Public Health. 2006;96(1):132-8.

13. Rocca CH, Rathod S, Falle T, Pande RP, Krishnan S. Challenging assump-
tions about women's empowerment: social and economic resources and
domestic violence among young married women in urban South India.
Int J Epidemiol. 2009;38(2):577-85.

14.

20.

21

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33

34.

35.

36.

Page 9 of 9

Krishnan S, Rocca CH, Hubbard AE, Subbiah K, Edmeades J, Padian NS.
Do changes in spousal employment status lead to domestic violence?
Insights from a prospective study in Bangalore, India. Soc Sci Med.
2010;70(1):136-43.

Puri M, Tamang J, Shah I. Suffering in silence: consequences of sexual
violence within marriage among young women in Nepal. BMC Public
Health. 2011;11(1):29.

Puri M, Forst M, Tamang J, Lamichhnae P, Shah I. The prevalence and
determinants of sexual violence against young married women by
husbands in rural Nepal. BMC Res Notes. 2012,2012(5):291.

Ellsberg M, Jansen HAFM, Heise L, Watts CH, Garcia-Moreno C. Intimate
partner violence and women's physical and mental health in the WHO
multi-country study on women'’s health and domestic violence: an obser-
vational study. Lancet. 2008,;371(9619):1165-72.

"The Role of Community Mediation Centre for addressing gender-based
violence. Sajhedaari Bikaas Project. Partnership for Local development.
Washington: USAID; 2013.

Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano R. The world report on
violence and health. Lancet. 2002;360:1083-8.

Lamichhane P, Puri M, Tamang J, Dulal B. Women's status and violence
against young married women in rural Nepal. BMC Womens Health.
2011;11:19.

Garcia-Moreno C, Jansen HAFM, Ellsberg M, Heise L, Watts C. WHO
multi-country study on women'’s health and domestic violence against
women-initial results on prevalence, health outcomes and women’s
responses. Geneva: World Health Organization (WHO); 2005.

Kumar S, Jeyaseelan L, Suresh S, Ahuja RC. Domestic violence and its
mental health correlates in Indian women. Br J Psychiatr. 2005;187:62-7.
Ghosh D. Predicting vulnerability of indian women to domestic violence
incidents. Res Pract Soc Sci. 2007;3(1):48-72.

Babu BV, Kar SK. Domestic violence in eastern India: factors associated
with victimization and perpetration. Public Health. 2010;124(3):136-48.
Deribe K, Beyene BK, Tolla A, Memiah P, Biadgilign S, Amberbir A. Magni-
tude and correlates of intimate partner violence against women and its
outcome in southwest Ethiopia. PLoS One. 2012;7(4):e36189.

Nouri R, Nadrian H, Yari A, Bakri G, Ansari B, Ghazizadeh A. Prevalence and
determinants of intimate partner violence against women in Marivan
County, Iran. J Fam Violence. 2012;27(5):391-9.

AliTS, Asad N, Mogren |, Krantz G. Intimate partner violence in urban
Pakistan: prevalence, frequency, and risk factors. Int J Womens Health.
2011;3:105-15.

Abeya SG, Afework MF, Yalew AW. Intimate partner violence against
women in western Ethiopia: prevalence, patterns, and associated factors.
BMC Public Health. 2011;11(1):913.

Nguyen DV, Ostergren P-O, Krantz G. Intimate partner violence against
women in rural Vietnam-different socio-demographic factors are
associated with different forms of violence: need for new intervention
guidelines? BMC Public Health. 2008;8:55.

Avdibegovié E, Sinanovié O. Consequences of domestic violence on
women's mental health in Bosnia and Herzegovina. Croat Med J.
2006;47:730-41.

Eng S, LiY, Mulsow M, Fischer J. Domestic violence against women in
Cambodia: husband’s control, frequency of spousal discussion, and
domestic violence reported by Cambodian women. J Fam Violence.
2009;25(3):237-46.

Abramsky T, Watts CH, Garcia-Moreno C, Devries K, Kiss L, Ellsberg M,

et al. 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. 2011;11(1):109.

Gage AJ, Hutchinson PL. Power, control, and intimate partner sexual
violence in Haiti. Arch Sex Behav. 2006;35(1):11-24.

Medina-ariza J. Barberet. intimate partner violence in Spain, findings from
a national survey [abstract]. Violence Women Sage. 2003;9:302-22.
Pico-Alfanso AM, Garcia-linares IM, Celda-Navarro N, Blasco-Ros C, Eche-
burua E, Maritnez M. 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. J
Womens Health. 2006;15(5):599-611.

Joyner K, Mash R. Recognizing intimate partner violence in primary care:
western Cape, South Africa. PLoS One. 2012;7(1):e29540.


http://www.ncbi.nlm.nih.gov/pubmed/12429433
http://www.slideshare.net/helloindia05/violence-againstwomen-research-paper
http://www.slideshare.net/helloindia05/violence-againstwomen-research-paper
http://thailand.wholibrary.org/cgi-bin/koha/opac-detail.pl%3fbiblionumber%3d1130
http://thailand.wholibrary.org/cgi-bin/koha/opac-detail.pl%3fbiblionumber%3d1130

	Domestic violence and its associated factors among married women of a village development committee of rural Nepal
	Abstract 
	Background: 
	Objectives: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study design and study area
	Sample size calculation
	Sampling procedure
	Data collection
	Data management and analysis
	Outcome variables
	Physical violence 
	Sexual violence 
	Emotional violence 

	Independent variables
	Individual level variables
	Family level and community level variables


	Results
	Prevalence of different forms of violence
	Factors associated with DV (Bivariate analysis)
	Factors associated with DV (multivariate analysis)

	Discussion
	Conclusions
	Authors’ contributions
	References




